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A POST GRADUATE LECTURE 

ON 

BULBAR PARALYSIS. 

Delivered at the National Hospital for the Paralysed and 
Epileptic, 

By W. R. GOWERS, M.D., F.R.S. 


Gentlemen, —I wish to-day to take the oppor¬ 
tunity that this case affords me of showing you 
the symptoms of the malady generally known as 
“ bulbar paralysis.” It was formerly called by a 
descriptive designation, given to it by Duchenne, 
“ labio-glosso-laryngeal paralysis.” The symptoms 
in this case are so complete in degree that they 
may impress upon your memory the chief features 
of this malady. You are not likely to forget 
them after you have observed a well-marked case. 

Let us first briefly note what they are. You 
will observe, when I tell the patient to move his lips 
and mouth, that he has but little power of moving 
the lower part of the face; although he can put in 
perfect action the muscles of the forehead and 
eyelids. He can only slightly raise the upper lip; 
he cannot narrow the orifice of the mouth, 
although he can just approximate the lips it is 
imperfectly; a slight chink remains’between them, 
and they cannot be kept together. (2) His tongue 
is almost completely paralysed; when he tries to 
put it out, you see that he cannot get the tip 
beyond his teeth. Moreover, if you look at the 
surface of the tongue as it lies in his mouth, you 
will see that it is uneven; irregular depressions 
upon it indicate the atrophy of the muscular 
tissue of which it chiefly consists. (3) His palate 
can be raised, but if he tries to swallow, liquids 
come back through his nose, evidence that the 
palate does not shut off, as it should, the cavity of 
the nose, on account of feebleness of the palatine 
muscles. But semi-solid food is swallowed well; 
it does not regurgitate into the nose, and when 
it has once reached the pharynx it is passed 
down into the oesophagus without difficulty. This 
is proof that the pharyngeal muscles are not para¬ 
lyzed. (4) It is very different with the muscles 
of the larynx. When he tries to phonate he only 
succeeds in making one uniform vowel sound, 
Vol. IV., No. 1 . 


not altered by any changes of intonation. When 
he tries to cough, you can readily perceive, by the 
sound, that he does not close his glottis; there is 
a rush of air through the larynx, but there is no 
true cough, for which, you know, the glottis needs 
to be first closed and then suddenly opened. 
The paralysis which is thus indicated can be seen 
by the laryngoscope. Dr. Semon has been good 
enough to examine his larynx, and finds that the 
left vocal cord is near the middle line, and cannot 
be moved away from it, but the right is habitually 
some distance from the middle line, so as to leave 
a space of about 4 mm. between the two. When 
he tries to bring the cords together, the right 
moves towards the left, but does not reach it. 
In the movement, both cords present a peculiar 
tremor. The left cord thus presents abductor 
paralysis, while in the right adduction is most 
affected. It is fortunate for him that there is not 
loss of abduction on both sides. If there were, 
he could probably cough and utter vocal sounds 
much better, but his life would be in constant 
danger, because, as you doubtless know, when 
the cords cannot be separated, the slightest 
catarrhal swelling suffices to close up the narrow 
space that xemains, and, unless an opening is 
made into the larynx below the glottis, breathing 
becomes impossible, and the inevitable result 
ensues. 

So this man presents paralysis of his larynx, 
palate, tongue, and lips, together with the lower 
part of the face. The malady has come on 
gradually, in the course of the last two years, and 
the first part to suffer was that which is now most 
affected, the larynx. He first found that he could 
not sing; then that he could not speak well, from 
weakening of the tongue; gradually the other 
symptoms were added. Thus, it is an example 
of slow gradual bulbar paralysis, a malady which 
we know depends upon a slow degeneration of the 
structures of the medulla oblongata concerned 
in the movements for articulation. Let us glance 
briefly at the parts that are affected. In doing 
so I would ask you to notice how remark¬ 
ably the affection corresponds to their functional 
use. Those are paralyzed which are concerned in 
articulate speech. Some of these are also concerned 
in deglutition, and hence swallowing is to some 
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extent affected, but the fact that the pharynx is 
not paralyzed is proof of the manner in which the 
functional limitation of the affection has spared 
the special act of swallowing. We shall presently 
see the reason for paying such close attention 
to the relation of the symptoms to function. It 
is a point of great importance because it is of 
great significance, and you should always ascertain 
how far .it is to be traced. It is one of the chief 
features to be attended to in each case that comes 
under your notice. 

This bulbar paralysis is generally a disease of 
the nuclei of the nerves which convey motor 
power to the muscles affected, and when such, it 
is a disease of the medulla oblongata analogous 
to the degeneration of the motor nerve cells of 
the spinal cord which gives rise to the symptoms of 
“ progressive muscular atrophy.” In the medulla, 
you will remember, the regular arrangement of 
nerve cells, root-fibres, and nerve-roots, which 
obtains in the spinal cord, gives place to a very 
irregular arrangement, in which the fibres which 
subserve a certain function, are, for the most part, 
gathered together in a single nerve, and rise from 
a defined group of cells, the nucleus of the nerve. 
The irregularity is indeed far greater in the case of 
the sensory than in that of the motor fibres, for 
almost all the sensory fibres leave the medulla as a 
single nerve, the fifth, which represents the posterior 
roots of all the motor cranial nerves. But the 
irregularity is chiefly in the way it leaves the brain, 
for within the pons the fibres of the nerve at once 
separate; some ascend and some descend, and all 
seem to end in sensory nerve cells at about the 
level of the motor cells to which they are related, 
as do the sensory fibres of the spinal nerves. But 
the malady we are now considering is one of 
motion, not of sensation, and so we may dismiss 
the sensory fibres of the fifth nerve from further 
consideration, and attend only to the arrangement 
of the motor nerves and nuclei, whose function is 
so conspicuously impaired. 

As we pass up the cervical region of the cord, 
before we reach the medulla, we have, as it were, 
an intimation of the coming irregularity. The 
nerve-fibres for the muscles of the neck in part 
arise, and leave the cord, as do the motor fibres 
lower down. But some of them, arising from the 
same anterior grey matter, pass outwards instead 
of forwards, and leave the side of the cord, instead 
of the front, to form by their junction, a nerve 
which ascends to the medulla and passes within 


the foramen magnum as if it were trying to attain 
the dignity of a cranial nerve. It does actually 
join one of the bulbar nerves for a short distance, 
and so this is called the “ spinal accessory,” but 
its fibres have to separate from the bulbar nerve, 
and descend to the neck, where, as you will re¬ 
member, it supplies the sternomastoid and the 
trapezius, muscles that serve to rotate the head. 
I mention this nerve thus specially, because the 
bulbar nerve, which its fibres join for a short 
distance, particularly concerns us. The grey 
matter from which it comes, would be continuous 
with that from the neck muscles, had not its re¬ 
lation to the other parts been deranged by the 
fibres of the anterior pyramids of the medulla, 
which here cross the middle line and cut up the 
anterior cornua. The cells for the spinal ac¬ 
cessory in the medulla are the lowest of the bulbar 
groups. Just as the spinal part of this nerve 
goes to the external muscles of the neck, the 
bulbar part goes chiefly to the internal muscles of 
the neck, the muscles of the larynx. But you 
perceive that there is a great difference betw^a 
the two parts in source, in destination, and III 
function, and this difference is reproduced in 
disease. In the patient before you the outer 
spinal part of the nerve is not paralyzed; the 
inner, bulbar, part, as we have seen, is almost 
completely paralyzed; the cells of its nucleus 
must be extensively diseased. If we pass upwards, 
still higher, in observing the parts affected, we 
come to the palate; this is supplied by the same 
nerve, the spinal accessory, but probably by fibres 
that arise from its highest cells. The supply of 
the palate by this nerve * has only lately been 
proved, but it has been proved beyond the pos¬ 
sibility of doubt, and the fact is of much interest 
in connection with such a case as this. 

Next, after the affection of the palate we pass to 
that of the tongue, which is so severe. The hypo¬ 
glossal nucleus lies parallel to that of the inner 
part of the spinal accessory, at first below it, 
afterwards to the inner side of it. Not only are 
the nerve cells for these three parts near together, 
but so also are their nerve fibres, as they leave 
the medulla, and the tongue, palate, and vocal 
cord, are often paralyzed together by a morbid 
process at the surface, damaging the nerve roots. 

How closely structural relations reproduce those 
of function, how, indeed, they determine the latter, 
is again illustrated by the last part of the combined 
paralysis which we have to consider, that of the 
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lower part of the face, and especially the lips. 
The chief nucleus of the facial nerve is only a 
little above the upper extremity of the hypoglossal. 
The nerve leaves the pons above the level of its 
chief nucleus, to which its fibres pass downwards 
by a somewhat circuitous course. But the rela¬ 
tions of the fibres of the nerve which subserve its 
particular functional relations are still, in the main, 
unknown to us. The muscles supplied by it have 
a twofold function (1) in connection with articula¬ 
tion, in which the lower functional muscles are 
chiefly concerned, and, in particular, those of the 
lips. These are the muscles which are so much 
affected in the case before you. (2) The muscles 
which close the eyelids is concerned, in its func¬ 
tion, with the muscles of the eyes, and this is also 
true to some extent of the muscles of the forehead, 
for when we look up the frontales raise the eye¬ 
brows, and when the eye has to be protected by a 
strong contraction of the orbicularies, the cor- 
rugator assists. (3) All the muscles of the face 
are concerned in the expression of emotion, the 
upper as well as the lower muscles of the face. 
^ is only the first of these three functional re- 
'Utions which concerns us now. 

It is certain that there must be a close connec- 
lion between the fibres or cells which have to do 
with the muscles about the mouth, and with those 
for the tongue, but the anatomical connection has 
not yet been traced. That there is such an 
anatomical connection, we cannot doubt, nor can 
we doubt that it is especially diseased in such a 
case as this. Apart from the evidence of the 
relation afforded by disease, I may call your 
attention to a curious proof that is to be 
obtained, even under normal conditions, of the 
closeness of the relation between the tongue and 
the lips, and also between the fibres or cells of 
the facial and hypoglossal nerves which innervate 
the parts. Try to narrow your tongue; you 
will find you cannot do so without, at the same 
time, narrowing the opening of the mouth. You 
cannot contract the transverse fibres of the tongue 
without also contracting the transverse fibres 
which run in the lips. If you try to do either of 
these you will find that you do the other also. 
The experiment succeeds best, or at any rate we 
are most conscious of it, if the tip of the tongue 
is first placed between the lips. Try it now, and 
your sensations will speedily convince you of the 
truth of the statement. 

Thus the symptoms are dependent on a 


paralysis of the muscles supplied by part of the 
facial, part of the spinal accessory, and by the 
hypoglossal nerves. 

The paralysis corresponds to function in its 
distribution, and has been gradual in develop¬ 
ment. These two features are always evidence of 
the degenerative nature of the process on which 
the paralysis depends. 

But it is important to note that there are two 
forms of this chronic bulbar paralysis. I have 
told you that these nerves and their nuclei, 
although situated in the medulla, correspond to 
the motor nerves and motor grey matter of the 
spinal cord. The same correspondence is to be 
traced in the chronic palsies which affect the two 
parts. In the limbs we may have the same two 
forms of paralysis. We may have the slow 
paralysis confined to the wasting muscles and 
dependent on the degeneration of the grey matter 
of the spinal cord from which the motor fibres 
proceed. We may also have a slow paralysis 
without wasting, but with excess of the muscle- 
reflex action, and this, as you probably know, 
depends on a slow degeneration of the fibres 
which conduct the voluntary impulse from the 
brain to the spinal grey matter. In some cases 
of chronic bulbar paralysis we have conspicuous 
wasting of the paits paralysed, and then we 
always find degeneration of the cells of the 
nuclei from which the fibres proceed, especially 
conspicuous in the cells of the hypoglossal nuclei. 
This form is often associated with the corre¬ 
sponding muscular atrophy in the parts supplied 
by the spinal nerves, especially in the arms. In 
such a case, however, we have no wasting, but a 
slow paralysis similar to that which I have 
described as met with in the limbs. Although 
the precise lesion in this case has not yet been 
made out there can be little doubt that it depends 
on a degeneration of the fibres which convey the 
voluntary impressions from the brain to the nuclei. 
These pass with the fibres for the limbs until a 
short distance above the nuclei, and then they 
pass across the middle line to reach the nerve 
cells for which they are destined. The fibres for 
the limbs cross the middle line chiefly at the 
“ decussation of the pyramids.” 

The only explanation of such cases that we can 
give is that, in them, these upper fibres suffer just 
as do those in the spinal cord in primary lateral 
sclerosis. In the spinal cord the degeneration 
probably begins at the lower extremity of the fibres 
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and extends upwards, precisely as it does in the 
peripheral nerves in some forms of multiple 
neuritis, and we may reasonably assume that the 
affection of the similar fibres for the nerve-nuclei 
of the medulla has a corresponding course. 
If so, we are able to understand the strict corre¬ 
spondence with function which may be often 
discerned in such cases, as well as in those in 
which the nuclei themselves suffer and the muscles 
waste. Even in the case of the degeneration of 
the peripheral nerves, the correspondence with 
function is often remarkably close. But in both 
forms of bulbar paralysis the degree of corre¬ 
spondence with function varies. In the patient 
before you it is strict, in the case, from which I 
am about to show you a section, not only the 
muscles in articulation, but also those in deglu¬ 
tition, were affected; the pharynx was paralyzed 
as well as the larynx. We are not able, at 
present, to attach any special significance to this 
difference; it is possible that some day we may 
find in it an important indication of the cause of 
the disease. 

These then are the two forms of chronic bulbar 
paralysis. Because the nuclei that are affected 
are those for the lower cranial nerves, it is some¬ 
times called “inferior nuclear paralysis;” the 
group of nuclei in the upper part of the mid-brain, 
those which innervate the eye muscles, are some¬ 
times affected in a similar manner in what is 
called “superior nuclear paralysis.” It is indeed 
“superior” only as regards the chief nucleus 
affected; in this we have an interesting instance of 
the way in which function, rather than locality, de¬ 
termines the grouping of degeneration. The nucleus 
of the sixth nerve, you will remember, is quite low 
in the pons, so low, indeed, that the facial nerve, 
which is affected in the inferior palsy, actually winds 
round it, and yet this nucleus is involved with that 
of the third nerve in the superior nuclear palsy 
giving rise to the affection which has also been 
termed “ ophthalmoplegia externa.” In other rare 
cases both sets of nuclei suffer, generally, however, 
incompletely. Some of you may remember a 
woman who has attended here, who has a consider¬ 
able degree of superior nuclear paralysis and a 
slight degree of inferior paralysis. I shall have 
to allude to her case again, because it is remarkable 
in being a sequel to diphtheria. 

The two forms of chronic disease which I have 
described do not include all the cases of bulbar 
paralysis. There is also an acute form, or rather, 


I should say, a sudden form, which depends upon 
the closure of some of the arteries which supply 
this part with blood. The closure is the result of 
disease of the main trunk from which the small 
arteries spring; thickening of the wall, necessarily 
entails the narrowing of the orifice of the branches 
that arise there. Most of the blood comes from 
branches which pass near the middle line, either 
from the vertebral or from the basilar artery. 
The resulting paralysis is generally much more 
irregular than in the degenerative chronic variety, 
as we might expect it to be, since the effect of 
vascular disease is always to cause a more or less 
random lesion. When one vertebral is diseased, 
and the branch which is closed comes from it, the 
affection is chiefly one-sided. Now and then, 
however, even when thus produced, it is bilateral, 
and the explanation of this, at first puzzling, fact, is 
to be found in the frequent disparity in size of the 
two vertebrals. This disparity may be such that 
the nerve nuclei near the middle line, which are 
those especially diseased, are supplied with blood 
on both sides by the branches which come from 
the one large vertebral artery. Then, of necessity, 
disease of that artery and closure of the branch, 
cause symptoms which are bilateral and sym¬ 
metrical. I will show you in a moment an example 
of this instance of bulbar paralysis. 

There is yet a fourth variety to be considered, 
which is, however, so rare that it may be dismissed 
with a mere mention. Very, very, rarely these 
nuclei seem to be the seat of a true inflammation, 
and we then have a bulbar paralysis which is not 
sudden but acute in onset, as the effects of ail 
inflammations are. Such a lesion is extremely rare, 
but it is a little less so in the case of the superior 
group of nuclei. It is important, however, to 
mention it, because it has been known to supervene 
on a chronic degeneration, and to be an immediate 
cause of grave danger. Indeed, if the list is to be 
made complete it is necessary to mention that 
mysterious cases have been met with in which the 
characteristic symptoms of bulbar paralysis have 
existed and have caused death, although no morbid 
state could be discovered either in the medulla or 
in the nerves. We can only explain such a fact by 
supposing that there are grave alterations in the 
nutrition of the nerve elements, sufficient to 
abolish their function, which are at present not 
within the range of our means of observation. We 
know that this is the case in chorea and also in 
paralysis agitans; although in these affections the 


Digitized by 


Google 



The Clinical Journal.] 


DR. GOWERS—BULBAR PARALYSIS. 


[May 2,1894. 5 


changes do not abolish function, it is quite 
conceivable that, in the almost inconceivable com¬ 
plexity of the molecular nutrition of the nerve 
cells, alterations may occur which do arrest 
function, and which yet entirely elude our present 
means of detecting them. But it is also possible 
that in some of these cases there may be a de¬ 
generation of the fibres which conduct the motor 
impulse from the brain to the nuclei, and are, in 
a sense, homologous with the fibres that pass to 
the grey matter of the spinal cord in the pyramidal 
tracts. We have reason to believe that, in the 
latter, the process of degeneration only begins at 
their lower extremities, as it does at the lower 
extremities of the peripheral nerves in most forms 
of multiple neuritis. In such cases degeneration, 
chronic or acute, may give rise to symptoms of 
considerable severity, although confined to the 
terminations of the fibres, and thus the lesion may 
escape detection. 

Let us now consider in greater detail the facts 
of the malady which is before us, the chronic de¬ 
generative bulbar paralysis. We know very little 
of its cause. It is most frequent in the old, but 
it occasionally attacks the middle-aged, as in this 
instance, and now and then, for some reason or 
other, it occurs in those who are still children. 
Some day we may know the reason of this. At 
present all we can do is to recognize what may 
be termed the outlines of the general causation of 
such affections. These diseases are degenerative. 
A short time ago this statement would have taught 
us nothing. But we have reason,of late, to recognize 
in most degenerations the evidence of the previous 
action of a toxic influence. Note this important law, 
that the affection of the nerve elements related to 
function, when acute, indicates the action of a toxic 
influence, when chronic, a degenerative process. 
It is a law of important practical application, but 
it has also an important pathological significance. 
The two things are not entirely separated. The 
toxic influence which has no action on the nerve 
elements may yet leave behind it some effect, 
possibly some chemical product, which fixes itself 
on the nerve elements, in consequence of which 
these nerve elements, at some future time, undergo 
degeneration. This has not been proved to be 
true in the case of bulbar paralysis, but it is very 
probable that it will be proved, at any rate in the 
case of the forms which occur comparatively early 
in life, and cannot be attributed to merely senile 
•changes. 


We see this connection between an early toxic 
blood state, and a late degenerative process, con¬ 
spicuously in the case of syphilis and tabes. 
The same relation is to be traced in the case of 
the superior nuclear paralysis, the degeneration of 
the nuclei for the motor nerves for the eyeball of 
which I spoke just now. This may be associated 
with tabes, and it may also occur as a late sequel 
of syphilis apart from tabes, a fact of considerable 
significance. But we cannot trace its relation in 
the case of the inferior nuclear palsy, bulbar 
paralysis, which especially occupies our attention 
to-day. But some of you may have seen a patient 
who attends here occasionally, and who suffers 
from the double affection, from considerable 
paralysis of the ocular muscles, and from slight 
bulbar paralysis, in whom these symptoms have 
slowly developed as sequel to diphtheria. 

We must, however, separate the rare cases that 
are met with before or soon after the completion 
of development. Allied facts suggest that the 
cause of these is different. They may be analogous 
to the mysterious “ hereditary ataxy,” u Friedreich’s 
disease,” and depend on some congenital defect of 
vital endurance in the structures concerned. But 
to pursue this would take us too far to-day. The 
possible relation to toxic influences is a subject 
of great importance, because at present we 
have little power of checking the developed 
disease, but if we can discover such a cause, 
the discovery may bring with it some means 
of prevention or arrest, of which at present 
we have no indication. One other fact deserves 
mention as bearing upon this matter, and that is, 
that I have once known characteristic bulbar 
paralysis to follow ordinary lead poisoning. The 
patient was in the late period of life, and so may 
have been disposed by mere senility to a de¬ 
generative process, but this chemical poison is 
known to be capable of giving rise to a similar 
process in the motor grey matter of the spinal 
cord, and it must be regarded as a very probable 
cause of the bulbar paralysis in the case in which 
the sequence was observed. 

The general diagnosis of bulbar paralysis re¬ 
solves itself into certain problems, or rather certain 
general laws. First, it is practically only the sudden 
forms in which a distinction has to be discerned 
from “ pseudo-bulbar paralysis ” — a condition 
which I have not been able to describe to-day. 
It is the effect of a lesion in each cerebral 
hemisphere, so situated that the second prevents 
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the compensation for the first which is commonly 
effected. The only chronic process which may 
simulate the bulbar degeneration is the slow 
compression of the medulla, or its slow damage by 
growths inside or outside of it, and the symptoms 
then produced are always irregular, and combined 
with other, generally more obtrusive, disturbances, 
which sufficiently indicate the actual nature of the 
case. But the diagnostic difficulties presented by 
the sudden form are numerous. The double cerebral 
lesion generally declares itself by the closeness of 
two pronounced attacks of hemiplegia, first on one 
side and then on the other, the first of which has 
the common features of cerebral hemiplegia in the 
affection of the tongue and face on the same side 
as the limbs. It is not uncommon for sudden bul¬ 
bar paralysis to come on in two or three stages by 
the successive closure of different arterial branches, 
but in these the paralysis of the tongue and lower 
part of the face is much more irregular than it is 
in the case of the cerebral lesions. The distribu¬ 
tion of the symptoms in these cases is indeed so 
irregular as to make it almost impossible to give 
any general description of them, and this very 
irregularity constitutes their most important dis¬ 
tinguishing feature. In the cases in which the 
symptoms are not irregular, their symmetry is gene¬ 
rally conspicuous from the first, for the reason that 
I have explained,—because the nuclei on both sides 
receive their blood from the branches of a vessel 
on one side. But diagnosis of the precise nature 
of the sudden vascular lesion which causes the 
symptoms is often a difficult matter. When there 
is syphilitic disease of the whole of the vessel from 
which the nutritive branches proceed, the recogni¬ 
tion of the fact is indeed seldom difficult. It is 
determined by the same evidence which enables 
us to recognize such disease in other arteries, and 
therefore need not detain us now. Embolism we 
may also dismiss as rare in this region, and asso¬ 
ciated with a distinct source of the obstructing 
plug. But the point of chief difficulty, and also 
of chief importance, is the determination of the 
question whether a senile lesion is haemorrhage, or 
softening from atheromatous thrombosis. The latter 
process is the common one here, and it may be safely 
assumed when the symptoms come on in several 
distinct attacks, as was the case in the patient 
before us. But the difficulty is rendered greater 
by the fact that a good many cases which have 
been described as haemorrhage have really been 
cases of arterial occlusion with secondary extrava¬ 


sations in the affected region. The distinction 
of such a lesion, in its early stage, from a primary 
haemorrhage, is not easy when the affected areas 
are small. A haemorrhage which is sufficiently 
extensive to cause considerable paralysis would 
certainly give rise to severe initial symptoms, and 
if these are absent it is justifiable to assume 
atheromatous thrombosis rather than the rupture 
of an artery. 

The prognosis and course of the sudden and the 
chronic forms of necessity present a considerable 
difference. The chronic form, at whatever age it 
occurs, has a progressive tendency, and as long as 
the symptoms continue to increase serious anxiety 
cannot but be felt regarding the issue. Many 
cases of this description end fatally in one or two 
years from the onset. But in this disease, as in 
analogous progressive muscular atrophy, there is a 
marked tendency for the progress of the lesion to 
undergo arrest after it has reached a considerable 
degree of intensity, and has produced so much 
damage that the state in which the patient is left is 
pitiable. It seems to be the case in the patient 
before you, in whom the malady seems no longer 
to be increasing. The prognosis is certainly worse 
in a case in which the disease of the medulla 
supervenes on degeneration in the spinal cord, and 
bulbar paralysis is thus added to pre-existing mus¬ 
cular atrophy. It is worse, moreover, in the cases in 
which the symptoms are extensive and involve the 
parts concerned in swallowing as well as in articu¬ 
lation, the pharynx as well as the tongue and lips, 
than in the cases in which, as in this patient, only 
the structures for articulation are each affected. But 
of necessity the prognosis may have to be modified 
by the state of the larynx, and by the tendency 
there may be for particles of food to pass into the 
glottis and trachea. The chronic inflammation of 
the lungs, which is thus produced, is one of the 
most common causes of death, and when this 
source of danger exists the prospect of life being 
long preserved is always considerably lessened. 
From the larynx the chief risk is that which arises 
from the occasional paralysis of the abductors of 
the vocal cords on each side. In this patient, for¬ 
tunately, such paralysis exists on one side only, 
and so all its characteristic indications are absent; 
with them the danger which bilateral paralysis 
always involves. When both cords are close to¬ 
gether—so close together that the inrush of air 
in breathing gives rise to inspiratory stridor—the 
danger of suffocation from slight catarrhal swelling 
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of the cords is, as I have said, extreme, and adds 
much to the gravity of the case. 

In the acute form, if the onset is survived, 
some degree of improvement may be confidently 
anticipated, and it may be expected to go on for 
a considerable time. The chief danger arises 
from the existence of conditions favouring other 
attacks; it varies according to the probable amount 
of disease in this and other cerebral arteries, and 
is also influenced by the extent to which other 
influences have co-operated in producing the 
obstruction. It is governed by the same rules as 
similar softening in other parts of the brain, and 
I need not divert to it here. The danger of later 
extension is never entirely absent in atheroma, 
and even in the case of syphilitic disease it may 
continue for some time. The cicatricial process 
in the wall of the diseased artery, by which the 
disease is removed under the influence of treat¬ 
ment, may involve the formation of fibrous tissue 
in the wall, which goes on contracting, and this 
may entail the closure of some other small branch, 
months after the occurrence of the primary lesion, 
and after the disease of the wall has yielded to 
the influence of the drugs which are administered. 
Thus in all cases of sudden bulbar paralysis, the 
prognosis should be tinged with caution, and 
sometimes even after the onset is survived, with 
distinct concern. 

The rare cases of acute inflammation, in which 
the symptoms develop in the course of a few weeks, 
must at present be regarded as very serious. 
Ignorant of its causes, we are without the means 
of arresting the morbid process, which, in most of 
the few cases hitherto observed, has gone on to a 
filial termination. But the probability that the 
process is due to a toxic influence is very great, 
and here also we may hope that the future will 
soon bring that which the present does not afford, 
and that we shall not have long to wait before we 
obtain the means of arresting the disease, and of 
doing so before the change in the nerve elements 
has proceeded to a degree that precludes their re¬ 
covery. 

You will have gathered from what I have said 
that the treatment of bulbar paralysis is one of the 
gloomy regions of the therapeutics of the nervous 
system. It is a subject on which there is, unfor¬ 
tunately, only too little to say. That of the sudden 
form does not differ in any material point from the 
treatment of similar vascular lesions in other parts 
of the brain. When the sudden paralysis is fol¬ 


lowed by loss of faradic irritability, with preserva¬ 
tion of voltaic irritability, that is, the reaction of 
degeneration, it is desirable for a time to keep up 
the irritability of the muscular fibres by the appli¬ 
cation of voltaism, in any part to which electricity 
can be applied, in the hope that the nuclei from 
which the degenerated nerves proceed may be only 
damaged and not destroyed, and that recovery, 
with regeneration of the nerves, may ultimately 
occur. In such a case we follow, therefore, the 
same rule which would guide us in the treatment 
of an acute lesion of the motor grey matter of the 
spinal cord, and endeavour to keep the muscles in 
as good a condition as possible, in case the motor 
impulses should ultimately be again able to reach 
them and to act upon them. 

In the chronic form, which occurs in the old, 
treatment directed to the morbid process seems to 
be entirely useless. The disease is a local senile 
change, and as such is beyond the reach of any in¬ 
fluence we can bring to bear upon it or which the 
future is likely to afford us. The facts at present 
available regarding the chronic forms, which occur 
at earlier periods of life, suggest the same cor¬ 
respondence with analogous affections of the spinal 
cord and a similar practical application of the cor¬ 
respondence. In the form in which the muscles 
waste, the hypodermic injection of strychnine, of 
unquestionable service in the spinal affection, 
should always have a thorough trial. There is no 
reason why it should not be effective in the atro¬ 
phic bulbar paralysis as well as in “ progressive ” 
muscular atrophy. Its use is not contra-indicated 
by previous administration by the mouth, and 
should not be delayed, because, if arrest can be 
obtained before the malady is advanced, even if 
improvement is not secured, the condition of the 
patient is far better than if the disease had ob¬ 
literated most of his power of articulation, and 
some of his ability to swallow. The danger of 
pulmonary consequences, which result from the 
latter, must also be kept in mind in the treatment 
of every form of bulbar palsy, and every expedient, 
such as slow, deliberate eating, and food in a 
semi-solid form, which may lessen the chance of 
the entrance of particles into the trachea and 
thence into the bronchi, should be insisted on. 
By these means, death may be averted or post¬ 
poned more frequently than we can perceive. I 
have unfortunately not found anything effective in 
diminishing the flow of saliva, which is so great a 
trouble to many patients. 
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In general management, do not forget that the 
sufferers are often much distressed by the inability 
to make themselves understood; endeavour to 
lessen this, as far as you can, by persuading them 
to express themselves in writing rather than by 
efforts to speak, which only end in failure, and 
involve a strain on the affected structures i which 
cannot be other than injurious. 


A CLINICAL LECTURE 

ON CASES OF 

STRANGULATED HERNIA. 

Delivered at the Middlesex Hospital by 
J. W. HUIjKE, F.R.S. 

President of the Royal College of Surgeons. 


Gentlemen, — Although so recently as the 
latter part of last session I took strangulated 
hernia for the subject of a clinical lecture, I now 
again to-day invite your attention to some ex¬ 
amples of this accident which you have lately had 
an opportunity of watching in my wards. I do 
not feel any excuse to be necessary for so soon 
again introducing this subject to your notice, 
because it is one of great interest and importance; 
and when you have started in practice, instances 
of strangulation will possibly early and not rarely 
require your prompt attention. 

The first case illustrates acute strangulation in a 
young adult. A prkcis of the dresser’s notes 
records that—On nth December, 1893, at 8.15 
a.m., a porter, aet. 21 years, a healthy muscular 
man, was admitted into Founder Ward, appearing 
extremely ill. In his right inguinal canal and 
scrotum was a cylindroid swelling, of which the 
upper end corresponded to the position of the 
internal abdominal ring; whilst its lower end, 
distinct from the testis, had thrust this organ 
down to the very bottom of the lengthened right 
side of the scrotum. The swelling was tense 
and devoid of communicated impulse when the 
patient coughed. It was very tender and ex¬ 
tremely painful. He vomited frequently bile- 
stained mucus. His pulse was small, weak, and 
rapid. The surface of his body was distinctly 
cold to touch, and in the armpit the thermometer 
marked 97°F. 

He said that the swelling had first appeared the 
night before (10th December); that he was at 
once in very severe pain, and he soon began to 


vomit. He passed the night in increased suffering, 
and he retched frequently. A doctor, who was 
called to him in the early morning, instantly 
ordered him to be taken to the hospital. 

The patient’s collapsed condition within so short 
a time since the inception of strangulation, the 
intensity of his suffering, the urgency of the 
retching, spoke for the acuteness of the strangula¬ 
tion ; so he was without delay taken to the theatre 
and placed under the influence of the A.C.E. 
mixture till full muscular relaxation was obtained. 
Then taxis was tried for a few moments, and not the 
least lessening of bulk of the swelling being per¬ 
ceptible, herniotomy was proceeded with. The sac 
contained a mass of omentum, behind this a deeply 
congested loop of small intestine, and about 5*ss 
of brownish, turbid serum. A thin very tight band 
in the neck of the sac appeared the cause of the 
strangulation. It was divided; the gut was then 
returned into the belly; the omentum was next 
tied in the level of the internal abdominal ring, 
cut off beyond the ligature, and the stump also 
replaced in the belly. The sac was then isolated 
from the other structures in the canal, its neck 
tied, and the part between this and the scrotum 
was cut away. The free lower border of the 
Internal oblique and Transverse muscle vr\th the 
conjoined tendon were connected with Pouparfs 
ligament by a line of closely set buried sutures ; 
the pillars of the external abdominal ring, and the 
split aponeurosis of the External oblique muscle 
were also approximated by sunken sutures, and 
the integumental wound closed with interrupted 
suture. Whilst the deepest set of sutures were 
being passed, the spermatic cord was lifted and 
displaced. A pad and bandage were put on, and 
the man was quickly replaced in bed. He did 
not again vomit, and his condition became in all 
respects satisfactory. At 6 p.m. (12th December) 
he was heard to moan, and he said this was 
because he had great pain in the belly; it had 
been coming on for a couple of hours, but he had 
not mentioned it, wishing not to give trouble. At 
10 o’clock the house surgeon gave him liq. opii 
sed. gtt. xv, and this not affording relief he sent for 
me. I saw the patient at n o’clock and found 
him excited; he had, he said, very severe pain 
“ across the belly.” He referred it to the level of 
the transverse colon. The pain was paroxysmal. 
The belly was soft, not markedly tender. Tem¬ 
perature 98.8° F. t and the pulse did not indicate 
peritonitis. 
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Regarding this attack as a colic , he was ordered 
Sod. sulph. 3ij every hour till purged, and a hot 
moist compress was placed on the belly. At 
12.15 a * m * he passed a loose stool, followed by 
marked relief, and by 9 a.m. three others were 
passed. At the mid-day visit he seemed quite 
comfortable. 

On the 18th December, the sixth day after the 
operation, the wound was dressed and all the 
superficial stitches were removed. Union appeared 
perfect. A few days later he had another attack 
of colic, which quickly yielded to the same 
measures, and on 8th January he was allowed 
to return home. His calling being laborious, 
often entailing great exertion he was fitted with a 
light truss as a precaution. 

Here, Gentlemen, the patient being young, in 
good health, winning his bread by work which 
rendered him very liable to rupture, and which 
enhanced the difficulty of its restraint by a truss, 
and, that which was of the first moment, the 
condition of the gut being such that the superven¬ 
tion of ulceration or sloughing was very unlikely, 
it was deemed proper to supplement the removal 
of the strangulation by an endeavour to obtain a 
radical cure. For this latter I employed Bassini’s 
method, of which I think highly in selected cases. 
In this case, as also in the next one I am about 
to narrate, the hernial sac was presumably the 
funicular process obliterated just above the testis, 
nearly closed at the internal abdominal ring, and 
patent intermediately. The inguinal canal was 
not shortened to vanishing by approximation of the 
internal towards the external abdominal ring, and 
Bassini’s method seems to me to offer advantages. 
An interesting circumstance in the course of the 
case was the severe colic in the evening after the 
operation, which had led to the apprehension of a 
septic acute peritonitis. Here the softness of the 
belly wall, the temperature, and the pulse combined 
to indicate the real character of the attack, and this 
realized the treatment followed. 

The next case, Gentlemen, is that of a brass- 
worker, set. 62 years, bronchitic, who was admitted 
into the hospital on the 7th November last (1893;, 
wearing at the time a double inguinal truss below 
the right pad of which a large and long cylindroid 
swelling extended to the bottom of the scrotum. 
When the truss was taken off this was seen to be 
continuous, with an upper part filling the inguinal 
canal. The inguinal integument was red and 
slightly excoriated as if from pressure of the truss, 


the pad of which was also very soiled. The 
swelling was very tender and painful. No im¬ 
pulse was communicated to it when the patient 
coughed. He retched frequently. He had an 
excessively foul, neglected, chronic ulcer on his 
left leg. His pulse was slightly irregular, but not 
particularly weak. He told the house surgeon that 
he had been ruptured for fifteen years, the rupture 
had first been strangulated in 1890. It was then 
replaced by a “doctor,” who ordered him the 
truss he was still wearing. Yesterday again the 
rupture descended, upon which he was instantly in 
severe pain, and he quickly began to vomit. His 
doctor now found the hernia irreducible, and sent 
him into the hospital. His bowels were last 
moved in the forenoon before the accident. 

Here note that in this patient, 62 years old, 
the symptoms-of strangulation, whilst quite con¬ 
clusive, were less urgent (less clamorous , if I may 
use this expression) than in the first case, that of 
the young adult. In the elderly and in the very 
aged there is often observable a torpor, and the 
general symptoms frequently seem incommensurate 
with the condiiion of the strangulated viscera first 
appreciated when you open the sac. If you are 
unaware of this circumstance, it may prejudice your 
judgment of the instant necessity of an operation. 

Here, the facts that the hernia was not of recent 
origin, and that it had on a former occasion been 
found reducible without difficulty, made it probable 
that the internal ring was less narrow, and that 
there was a less severe constriction than in the 
younger patient. 

First, the patient, who was filthily dirty, was 
thoroughly scrubbed with hot soap-water and a 
rough flannel, and then with mercuric chloride 
solution, and the parts were widely shaved. I 
mention these little matters, because in practice, 
I think, I have seen them slurred over as if too 
trivial to merit the personal care of the surgeon, 
and yet attention to details goes far towards en¬ 
suring such success as is possible. Next, taxis was 
tried, for three or four minutes only, and failing, 
the rupture was operated on at once without delay. 
The strangulation was at the internal abdominal 
ring,—a thin tight band in the neck of the sac. 
This was severed, and a loop of deeply congested 
bowel was replaced in the belly. The patient’s 
condiiion at this time making it very desirable to 
terminate the operation quickly, the wound was 
closed without carrying into effect measures for 
obtaining a radical cure, which would have, by 
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prolonging the time, greatly added to his im¬ 
mediate risk. A few hours later the bowels were 
moved. On the second day it was necessary to 
change the dressings as they had become soaked 
with urine. On the third day he passed a very 
copious stool. On December 13th, the stitches 
were removed, union seeming complete. A few 
days later he was convalescent as regarded the 
rupture, but he was detained in the hospital by 
the ulcer of the leg until nth January, when he 
left fitted with a truss, and instructed how to put 
it on. This again, is a circumstance occasionally 
too little attended to on the part of the medical 
attendant; even the best truss is useless, it may 
even act injuriously if improperly applied. In the 
case I have just put before you, the man was 
actually wearing his truss upon his strangulated 
rupture. In these two cases a timely operation 
was followed by immediate union of the wound 
and quick recovery. 

In the next case operative interposition was 
demanded, since it offered some, although only 
a slight chance of survival. Too long deferred, 
it proved unavailing, for death occurred a few 
hours later, gangrene of the contents and septic 
peritonitis were already present. The record in 
my “ case-book ” runs thus: A dressmaker, set. 
70 years, was admitted into Bird Ward at 2 
o’clock a.m. on the 29th January last, bringing 
with her a note from her “ doctor,” stating that he 
had been just called to her, he found she had a 
strangulated hernia, he had “ gently ” tried the 
taxis, and the hernia growing irreducible he had 
directed her immediate removal to the hospital. 
Her right groin was occupied by a conspicuous, 
oblong swelling, the inner end of which touched 
the ntons , and the outer extended to three finger- 
breadths from the anterior superior spina ilii. The 
swelling was extremely tender, and she had, she said, 
great pain in it and in the belly. Centrally the 
swelling was thought to fluctuate. The skin over 
it was deeply red. The precise limits of the 
swelling were made indistinct by the presence of 
considerable oedema. The patient was excessively 
stoat, and she had a large pendulous belly. Her 
pulse was small, weak, and rapid. She was very 
prostrate. 

We elicited from her that for several years she 
had had a “ winter cough,” this had lately been 
more than usually harassing, and in the forenoon 
of the preceding day (18th January) a severe 
paroxysm was immediately followed by great pain 


in the groin. As she had had previously similar 
accessions of pain, she at first tried domestic 
remedies, and only sent for the “ doctor ” late in 
the night by her friends’ desire, as they thought her 
condition had then become very grave. For four or 
five days before this attack her bowels had net 
acted, and she had several times vomited. An 
enema given in the morning of the 18th inst., after 
the onset of the severe pain had brought away “ a 
slight motion.” She had for some time previously 
suspected the swelling to be a rupture, and had 
tried to restrain it with a pad and bandage contrived 
by herself, but she had not asked anyone’s advice 
about it because it was, she added, “ in a delicate 
part.” Within one hour of the patient’s reception 
i nto the hospital herniotomy was done. On opening 
the sac, bubbles of stinking gas, and a large 
quantity of turbid serum having a strong faecal 
smell, escaped. The opening being enlarged, a 
very large mass of omentum, of black and ashy 
grey colour, plainly gangrenous, was brought into 
view. The neck of this was cautiously snipped 
through with a scissors as close as practicable to 
the femoral ring, in doing which the omental mass 
was discovered to form a pouch enclosing a loop of 
small intestine. This also was gangrenous, and in it 
were apparent two small round holes through which 
were leaking out thin fluid faeces. The gangrenous 
gut was next cut off in the same level as the omentum, 
upon which a very free escape of fluid faeces from 
the belly occurred. The sac itself in parts was 
also gangrenous. It and the large wound were 
swabbed thoroughly with a watery solution of zinc 
chloride (gr. 40 ad 5j), and dusted with iodoform. 
The edges of the upper part oi the skin cut were 
brought together with a few widely-placed sutures, 
but the lower end of the wound was left open. 
A large drain was inserted, its upper end abutting 
on the q;ural canal, with the object of giving a 
ready exit for the faeces, and lessening the tendency 
to their diffusion over the large cavity of the sac and 
wound. By this time the patient’s exhaustion was 
very great. Placed in a warm bed and given 
brandy, §ss, every two hours, she rallied slightly. 
Vomiting ceased. The flow of faeces from the wound 
was so copious as to require frequent renewal of the 
dressing. At 10 a.m. (20th inst.) her temperature 
was 98.4° F., pulse 128, and very feeble. At 1.30 
o'clock her breathing was hurried, accompanied 
with much coarse rdle, and her face and hands 
were dusky blue. Death occurred at 6.30 p.m. 

At the necropsy, made by Dr. Voelcker, signs 
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of peritonitis were found, the focus of which was 
in the neighbourhood of the femoral ring, but Dr. 
Voelcker, after very careful examination, satisfied 
himself that this had not originated in any gross 
faecal infection. The heart was fatty, and the 
lungs emphysematous. 

I do not date the onset of strangulation in this 
case from the paroxysm of cough on the day before 
the patient entered the hospital, but place it three 
or four days previously, when she began to vomit. 

Note, Gentlemen, that in this case the neck of 
the protruded omentum was not tied before the 
mass was cut off, a precaution against haemorrhage 
necessary in the first case, but here quite unneces¬ 
sary, since all the vessels were thrombosed. Note 
also, that the femoral ring was not incised. The 
extremely free efflux of faeces from the distended 
upper part of the gut within the belly proved the 
existence of a sufficient outlet, and made, I thought, 
unnecessary any enlargement of the ring, a measure 
which might have entailed some risk of stercora- 
ceous contamination of the peritoneal cavity. I also 
satisfied myself, by a very gentle examination, with 
as little disturbance of parts as possible, that this 
ring was relatively large. Had the ring been very 
small, and the efflux from the divided gut not been 
free, I should in that case only have enlarged the 
ring. The extreme exhaustion of the patient 
barred all consideration of the propriety of com¬ 
pletely excising the gangrenous gut in its entirety, 
and joining with sutures the upper and lower living 
ends; and had she been less exhausted I should 
have rejected this measure (excellent as it may be 
in a few selected instances) because the barrier 
constituted by peritoneal adhesions in the neigh¬ 
bourhood of the femoral ring would necessarily be 
broken, and thus an inlet would be opened for an 
infection of the peritoneal cavity from the large, 
thoroughly septic, external wound which could not 
possibly, by any known means, be instantly ren¬ 
dered aseptic. 

There remains, Gentlemen, a fourth case, upon 
which I will speak shortly in the few minutes 
remaining at my disposal. 

At noon on Sunday, the 22nd October last (1893), 
an extremely stout woman, set. 71 years, was sent 
into the hospital with a note from her doctor stating 
that she had a strangulated hernia. She had in 
the inner two-thirds of her right groin a very con¬ 
spicuous swelling, which below was traceable to 
the saphenous opening. It was of a sub-globular 
figure of the size of a foetal head. It was very 


tense, very tender, and also painful. The skin 
covering it was red and also slightly blebbed—the 
blebs could not be driven by pressure along the 
surface as can the blebs of gangrene—and it was 
fixed by oedema. She vomited frequently, and her 
bowels were bound. She said that fifteen years 
previously she first became aware of the presence 
of a small lump in the groin, she attached little 
moment to it, ten years later it increased, and it 
was occasionally so painful that she kept her bed 
for a few days, and was quite unable to exert her¬ 
self. On Wednesday night, after a fit of coughing, 
she was seized with pain in the “ lump,” and she 
soon after retched. Her suffering increased, she 
vomited often, her bowels remained obstinately 
bound in spite of purgatives. Locally, very hot 
fomentations were applied. Finally, a doctor was 
called to her, and he recognizing her danger sent 
her at once to the hospital. 

Without delay herniotomy was done. The sac 
enclosed a large mass of thickened, intensely-con¬ 
gested omentum, this was ligatured at its neck, and 
cut off. Behind it was a loop of blackish-purple 
coloured gut, the peritoneal coat of which, however, 
still retained its gloss. After dividing the free edge 
of Gimbernat’s ligament and the neck of sac, the 
stump of omentum (first washed with mercuric per- 
chloride solution) was replaced in the belly, and then 
the gut also washed was returned. The wound was 
flushed with hot water and also with corrosive sub¬ 
limate solution, and then closed with sutures, ex¬ 
cept at its lower end where a large drain-tube was 
inserted. Vomiting ceased, and her condition was 
quite satisfactory until October 30th, the eighth day, 
when the discharge from the wound presented ap¬ 
pearances of stercoraceous contamination. On the 
31st inst. her bowels first acted. For several days 
the escape of faeces through the wound was copious, 
but the quantity gradually lessened, and it finally 
ceased. On the 27th November the wound had 
almost closed, and it was quite healed a few days 
later. About the middle of November our atten¬ 
tion was drawn to the right side of the belly, and 
a very considerable enlargement of the liver was 
discovered, the right lobe of this organ occupied 
nearly the whole area of the right flank, its lower 
border trending from the xiphoid cartilage obliquely 
downwards and outwards to the outer end of Pou- 
part’s ligament. (The patient asserted that this was 
not a recent matter—she had long been aware of 
an unusual lump there.) She became jaundiced, 
and no longer needing surgical care, she passed 


Digitized by 


Google 



12 The Clinioal Journal.] 


MR. MoHARDY—JUVENILE EYE8IGRT. 


[May 2,1894. 


into that of one of my medical colleagues. Her 
further history is not known to me. 

Observe, Gentlemen, that here, one week after 
the operation, the bowel was perforated by 
sloughing or ulceration. Had, at the time of 
the operation, the neck of the sac been tied, there 
would not have been any outlet for the escaping 
faeces and a fatal stercoraceous peritonitis must 
almost certainly have occurred. It was as a pre¬ 
caution, in case of such a contingency as perfora¬ 
tion and efflux of faeces from the gut, that a large 
drain was inserted in the wound. 

I doubt not .some of you will remember that at 
our ward visits I was more than once asked if I 
expected the wound to remain permanently en¬ 
closed as a faecal fistula or artificial anus, and that 
I replied hopefully that this inconvenience might 
not happen: 

Our own experience usually makes a deeper 
impression on our judgment than does that of 
others, and I have seen several instances of 
perforation with escape of faeces in strangulated 
hernia close without the necessity of a secondary 
operation, which circumstance gave me encourage¬ 
ment. 

In conclusion, let me remind you, that in the 
first case we have reviewed to-day only a couple 
of moments were spent on Taxis ; in the second 
case, not more than three or four minutes, at 
longest, were given to it; in the third and fourth 
cases it was not even tried by me, for here the 
hernial coverings were obviously inflamed, and 
this augured badly for the condition of the 
strangulated viscera. It has often struck me as 
singular what different views have been held in 
past times regarding the value of Taxis. Richter 
and Dieffenbach, from whose memoirs on Herniae 
we may all learn much, were strongly of opinion 
that a really strangulated hernia was seldom re¬ 
ducible by taxis, whereas, an opposite opinion 
was held by many of their contemporaries, and 
Amusat even went to the length of suggesting 
that every strangulated hernia can be reduced by 
taxis, if only the surgeon is sufficiently persevering; 
should he become tired another is to take his 
place. Such an extreme doctrine as this will not 
now find any supporters, but I fear some still 
waste precious time over a manipulation which, often 
unsuccessful, may also be damaging, and I would 
strongly enjoin on you that success in strangulated 
hernia is greatest for him who operates early and 
with a precise appreciation of the circumstances. 


I hold strongly to the views so ably enforced by 
Richter and Dieffenbach, and I as strongly differ 
from the views I lately heard expressed by a 
metropolitan surgeon of repute and experience, 
viz., that the larger number of cases of strangula¬ 
tion maybe successfully relieved by taxis. It is 
procrastination, and not the operation itself, to 
which the considerable mortality after operation 
for strangulated hernia is rightly attributable. 


THE MANAGEMENT OF JUVENILE 
EYESIGHT.* 

Why, Hov, and When should Modern 
Day Children Wear Glasses. 

A Non-Technical Address delivered at the Royal Eye 
Hospital, Southwark, by 

MALCOLM M. McHARDY, F.R.O.S. Ed., 

Professor of Ophthalmology in King’s College ; Ophthalmic 
Surgeon to King’s College Hospital; Surgeon to the 
Royal Eye Hospital, Southwark ; Consulting Ophthalmic 
Surgeon to the Metropolitan and City Police Orphanage, 
Farningham and Swanley Homes for Little Bo)s, 
British Home for Incurables, etc. 


This subject may seem prosaic, but is probably 
the most important one with which the oculist is 
intimately concerned. It has to do with a very 
common and very serious question. Upon how 
the question is answered, whether by the oculist 
or by the family doctor, will often depend the 
future eyesight, the future career, the usefulness 
and happiness, not only of one child, but of such 
child’s various young relations and playmates. 
Further widespread ill-consequences of a careless 
answer may bear fruit as short-sighted offspring 
from the children of those for whom the advice 
was originally requisitioned. Inversely, incalcul¬ 
able good may ensue from such a well-founded, 
convincing answer, as will result in persistent, in¬ 
telligent, painstaking, systematic management of 
young eyes. 

I will, on this occasion, avoid all particulars 
relating to the technical scientific nomenclature 
of glasses, the methods of estimating the refraction 
of eyes, and will discuss merely that which is 
directly concerned in answering the every-day 
repeated questions—Why, How, and When should 
children wear glasses? 

• The Copyright of this Article is reserved by the Author. 
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If you were as much at home as I am with this 
subject, and the kindred questions with which the 
oculist has to deal, you would not be listening to 
me now. I notice how you congregate round 
cataract, glaucoma, and other operation cases, and 
fall away from “ the spectacle cases.” When I am 
dealing with the former I often think how many— 
or, I might better say, how few—cataract operations 
will come to the hand of the majority of you. 
Glaucoma cases often cannot wait. It is certainly 
your duty to diagnose such promptly, and it may 
be the patient’s necessity that you operate to re¬ 
lieve the glaucoma. Please reflect that these 
operation cases, which by natural selection drift to 
the experienced and notoriously skilful ophthalmic 
operator, do not represent more than a fortieth 
part of the patients for whom the town oculist is 
consulted in the present day. 

Surely, the thirty-nine other patients, of whom 
fully twenty-five are young folk, requiring skilled, 
careful advice on the management of their eyes 
and the use of their vision, while in statu pupillari> 
should claim as much of your attention as the 
one candidate for operative relief. 

Much more, however, does this become empha¬ 
sized when you recognize that the one case for 
serious operative treatment is oftenest a semi- 
fossilized individual with senile cataract, whose 
remaining rdle is more to prepare for the grave 
than the altar; or a past-middle-age glaucoma 
patient, who, though capable of further useful 
work, has probably done duty enough as an 
able-bodied young adult, and has stocked the 
nursery; or an adult, the victim of some constitu¬ 
tional malady which, though it claim our help and 
sympathy, ought not to be wantonly passed on to 
the unborn. 

This review of the minority of the. oculist’s 
patients, contrasts strongly with that large majority 
for whose painstaking care I plead most earnestly. 
They are on the very threshold of life, all their 
duties are before them, from them are to develop 
countless generations. Upon the management, or 
mismanagement, of their susceptible young eyes, 
and vision, more must depend than the mind can 
grasp, or I can depict. To further commend the 
subject of to-day’s discourse as most worthy of 
most careful attention, I will merely add that from 
those young ones whose eyes are successfully 
managed, there grows a, geometrically increasing, 
clientele of grateful patients, with so much life 
before them that they unwittingly repay a hundred¬ 


fold the labour originally lavished upon their 
young eyes. 

It is, indeed, an illustration that “ cast your 
bread upon the waters, and ye shall find it after 
many days,” for it would be as foolish to attempt 
to disguise the tedium of thoroughly estimating 
and prescribing for the eyesight wants of modern 
children, as it would be rascally to underestimate 
the importance of doing such work in the best 
manner, and the incalculable wrongfulness of 
slurring it over. 

It is scarcely easy for an expert to discourse on 
a technical subject in non-technical language, I 
shall endeavour to do so on the present occasion. 

The importance of the subject forbids my 
sparing my pains in endeavouring to elucidate it. 

I desire that you should now absorb and grasp 
what I tell you, so that you may command such a 
common-sense conception and comprehension of 
the essentials of the subject, as will justify your 
feeling confidence in the opinions you may give 
upon it. Remember, a bona fide expert’s opinion 
is usually wisely and honestly appraised according 
to the conviction, confidence, and simplicity with 
which it is argued and urged, by a man who can 
demonstrate his comprehension of the subject, 
without the necessity of enveloping his statements 
in a halo of technicalities; which is shrewdly sus¬ 
pected to be more useful in dazzling his would-be 
followers, than in illuminating his counsel. 

As your rdle may be largely to utilize for and 
circulate to patients and their relations what I now 
endeavour to teach, it will be doubly incumbent 
upon you, not only to avoid technicalities, but to 
so choose and apply ordinary, in place of technical 
words, as to insure a minimum risk of misinter¬ 
pretation. 

As an example of this, I will speak of “ sighted¬ 
ness ” (long, normal, or short) when referring to 
the refraction or optical value of eyes; similarly, 
I will use “ vision ” to signify the application of 
sight. Thus, “short-sightedness” will refer to the 
excess optical value of an elongated eye, and 
“ near vision ” to the employment of the visual 
faculty upon an object near to the eye. 

For like reasons, I shall speak of “ units ” in¬ 
stead of “ dioptres,” “ focussing ” instead of 
“ accommodating ” or “ ciliary ”; “ front to back 
diameter,” or “axial length,” or “visual axis” 
instead of “ antero-posterior diameter ” or “ axis ”; 
and “ adducting muscles,” or “ eye-guiding mus¬ 
cles” instead of “recti muscles”; the former 
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terms being quite intelligible in their every-day 
sense, as applied to this special subject; whereas, 
the latter have a more or less special or artificial 
signification in connection with the subject. 

I shall to-day drop the use of the word “ accom¬ 
modate,” because it might signify either “ focus” 
or “ lodge/’ and be therefore confusing; whereas, 
no sober person could think you meant focus when 
you said lodge. 

Each succeeding year now finds more young 
people wearing glasses, and, alas! still more want¬ 
ing glasses, than wearing them. This is an outcome 
of the modern day educational craze. Young chil¬ 
dren were probably never intended to long con¬ 
centrate their attention, or their vision, on near or 
small objects. What observation a child might 
spontaneously give to a near or minute object 
would probably be exceedingly transitory. After 
a child is weaned, if left to itself, the attention is 
seldom concentrated for more than a few moments 
on any single object. It darts from one object to 
another in almost butterfly fashion. Nowadays, 
countless mites of four and five years old are doing 
lessons, and many read at six. I believe it would 
be for their ultimate well-being if they could not 
read till nearly ten years of age; but I must limit 
my remarks here to the consequences so far only 
as they affect the eyes and eyesight of the children. 

An unschooled child of five years old is probably 
normal-sighted, perhaps long-sighted, seldom, or 
never, short-sighted. I am now speaking of the 
refraction or optical value of the eyes, regardless 
of their focussing power. 

You should remember, and apply the knowledge, 
that the focussing power is not used for distant 
vision, except by long-sighted eyes. The focussing 
power should be exercised only when the vision is 
employed upon near objects, say upon objects at 
less than twenty feet. You will remember that 
the amount of focussing power exercised increases 
very rapidly as the distance of the object looked 
at diminishes. For example, while one unit of 
focussing power is exercised by a normal eye to 
see clearly an object 40 inches (one metre) off; 
double that power, two units, or treble that power, 
three units, is required, accordingly as the object 
looked at is placed 20 inches (half a metre), or 
13 inches (one-third of a metre) from the eyes. 
The fact that there is little or no short-sightedness 
among unschooled children of five or six years old 
should be supplemented by mention of the well- 
established, easily demonstrable fact, that the per¬ 


centage of short-sighted children, and the degree of 
short-sightedness in the short-sighted children, in¬ 
crease rapidly with both the age and the advance¬ 
ment of the scholar. The highest classes in each 
school, and the highest classes of schools furnish 
the highest degrees of short-sightedness, and the 
largest proportion of scholars with short-sightedness. 
We recognize, therefore, that it is not only the par¬ 
ticular age of school children, but that it is actually 
the school processes which favour the development 
of short-sightedness, and in too many instances 
actually originate that tendency to short-sighted¬ 
ness, from which the mischief grows. 

The long-sighted eye is a stunted or scarcely 
fully developed eyeball, with its axial or front to 
bade diameter somewhat shorter than the focal 
length of its dioptric, or lens, system. 

The normal-sighted eye is a perfectly developed 
eyeball with its front to back diameter, or visual 
axis, exactly corresponding with the focal length 
of its lens system. 

The short-sighted eye is an over-developed, 
not over-well-developed, but rather a stretched 
or distended eyeball, with its visual axis longer 
than the focal length of its lens system. 

As, originally—speaking generally—all quite 
young eyeballs are stunted (that is, long-sighted) 
or exactly developed (that is, normal-sighted), and, 
as subsequently we find, in increasing proportion, 
over-developed, stretched, elongated eyeballs (that 
is, short-sighted eyes), it is clear that these 
stretched eyeballs have grown from the stunted or 
perfectly developed eyeballs of early life. This 
demonstrates the existence of a tendency in the 
young for long-sighted or stunted eyeballs to 
become less long-sighted or better developed, or 
to become normal-sighted or perfectly developed. 
But, alas! the tendency and its consequences do 
not stop here. They go on to render normal- 
sighted or perfectly developed eyeballs short¬ 
sighted or stretched; and this pernicious action, 
if unchecked, goes on to aggravate the short¬ 
sightedness, to increase the over-stretching of the 
eyeball, and operates in a vicious circle to create 
and intensify an incurable and, alas! transmittable 
ill. 

It is not immediately obvious how short-sighted¬ 
ness or stretched eyeballs can be, at one and the 
same time, the direct consequence of the too 
prolonged use of young eyes upon near objects, 
and of inherited tendency. The explanation is 
not far to seek. A youngster developing short- 
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sightedness early may, unnoticed, gradually lose 
interest in distant objects, and, proportionately, 
will the more concentrate his attention upon near 
objects. From this, his short-sightedness will 
become more aggravated, his eyeballs more 
elongated, and his eye-sockets adapted to lodging 
his elongated or short-sighted eyeballs. Thus we 
trace, consequent upon this artificially engendered 
short-sightedness, a modified eye-socket or special 
formation of skull bones. 

It necessarily follows that in the course of 
generations this modification of eye-socket and 
skull bones is transmitted to the offspring, and then 
we find a race of children not yet short-sighted, 
still, without stretched elongated eyeballs, but 
already provided with lodgings for such. Beyond 
these anticipating eye-sockets for short-sighted, 
elongated eyeballs in the offspring of short-sighted 
people, we have to reckon with the fact that the 
eye-socket formation referred to may actually place 
a fresh obstacle in the way of using the young eyes 
for purposes of close vision. Furthermore, as the 
monkey copies the master, so the child instinc¬ 
tively apes the parent, and unless checked, the 
child of a short-sighted parent will, if only from 
force of example, develop the mischievous practice 
of looking closely at near objects, as it sees the 
parent habitually doing. 

How does the too prolonged use of young eyes 
upon near vision bring about this enlargement or 
stretching of the eyeballs, with the resulting tendency 
to short-sightedness, or actual short-sightedness, 
or increasing short-sightedness? You want to 
know how it can operate to make a stunted eye 
less stunted, or properly developed, or over¬ 
developed, or increasingly over-developed, or 
stretched. Or, to express it differently, how it can 
operate to reduce the degree of long-sightedness, 
to extinguish long-sightedness, to induce short¬ 
sightedness, or to aggravate short-sightedness ? 

The metamorphosis is effected by the over- 
stimulation and over-exercise of two muscular 
functions: (a) The focussing of the eyes for near 
vision by the operation of the ciliary or focussing 
muscle. (£) By the convergence of the eyes by 
the adducting muscles. The convergence, except 
in the case of the already short-sighted, is but 
secondary to, or associated with, the focussing 
action. 

We will, therefore, consider the focussing action. 
This is effected by the contraction, within the eye¬ 
ball, of that circular muscle which, by reducing 


the diameters of the area which it encloses, so 
relaxes the peripheral tension of the therein 
suspended containing-capsule of the crystalline 
lens, that this crystalline lens is allowed to increase, 
by its elasticity, its convexity. This increased 
convexity so supplements the optical power of the 
eye, as to focus it from distant vision to near 
vision, or from near vision to still nearer vision. 

Though this focussing action takes place within 
the containing envelope of the eyeball, the coarse 
mechanical effect of this exquisite process upon 
that envelope is analogous to the action of an out¬ 
side constricting band encircling the eyeball at a 
plane parallel with, but rather behind the plane of 
the pupil, or definitely in front of the vertical 
equatorial plane of the eye. 

Realizing this mechanically, circumferentially, 
constricting, associated consequence of the fo¬ 
cussing function upon the susceptible, elastic, 
spheroidal young eyeball, it is easy to see how 
its axial length would tend to become increased. 
Further, how such lengthening might first render 
a flattened spheroid more truly spheroidal; and, 
likewise, a spheroidal eyeball elipsoidal, or egg- 
shaped; and, how a continuation of such con¬ 
stricting action would operate with increasing 
effect on the axial length of the eyeball which had 
assumed an ovoid shape. Moreover, the afore¬ 
mentioned constricting action, by pressure received 
upon and transmitted through the contents of the 
eye, must tend to stretch its various tunics or 
envelopes. Furthermore, there are included in 
such stretching process the elastic nutrient channels 
of the eye, which necessarily become contracted in 
calibre, and reduced in efficiency, as they are 
elongated. This, however, is not all, for as the 
eye’s containing envelope stretches, the mass of its 
contents must increase. 

The mischievous effects just traced upon a 
young eyeball, as the result of undue exercise of 
the focussing function, are summarized in the 
following sentence:— 

Undue exercise of the focussing function in a 
young eye tends to increase the axial length of 
such eye, to stretch its containing envelope and 
tunics, to impair the efficiency of its nutrient 
channels, to increase the bulk of the organ 
requiring to be nourished through those impaired 
nutrient channels. Like a devastating fire, begin¬ 
ning almost imperceptibly, it gathers increasing 
power for mischief in every direction as it pro¬ 
gresses. 
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So much, then, for the A.B.C. of how the 
mischief we are considering is effected. 

Why should young eyes more than adult eyes 
suffer from the exercise of a natural and important 
function? Obviously, because the younger the 
eye the more elastic its tunics, and the more sus¬ 
ceptible are they to mechanical influences. The 
every-day experience of the busy oculist furnishes 
him with indubitable instances of the focussing 
muscle in juvenile scholars acting, not only inter¬ 
mittently and normally, just as required for the 
purposes of near vision, but continuously and 
spasmodically. As a result, whether the individual 
desire to use his vision for near or remote objects, 
the eye is spasmodically focussed for near objects. 
Herein, then, we have the explanation of the 
transitory short-sightedness, which watchful parents 
may notice in children during term-time, and miss 
as the holidays progress. It is proverbial how 
quickly the young acquire a habit The young 
focussing muscle and the eye are no exceptions. 

The focussing spasm of the young eye, and its 
resulting short-sightedness, though at first fitful, 
quickly become habitual; thus setting up artificial, 
or simulated, short-sightedness. This artificial short¬ 
sightedness, if not recognized and successfully com¬ 
batted, as it may be, is presently succeeded by real 
short-sightedness, with definite axial lengthening 
of the eyeball, the associated consequences of 
which we have already noticed. A short-sighted 
oye, if sufficiently short-sighted, does not require to 
focus, but, then, the eyes of the infant school child, 
or of the infant who, for a pastime, threads beads, 
are not short-sighted at all, and must, therefore, 
focus when employed upon near objects. You 
might argue therefrom, that when, through unduly 
focussing, such eyes have become actually short- 
•sighted, they would not need to focus, and would 
therefore cease to focus; and, as a consequence, 
•desist from further aggravating their short-sighted¬ 
ness. Alas! this is not so. 

The unnaturally induced focussing spasm, like 
•other bad habits, is not readily abandoned. 
Though the direct cause which excited the 
-spasm is removed, the spasm continues, and 
the resulting mischief increases. This is not 
only the force of habit, but it is a conse¬ 
quence of a further vicious circle excited by the 
•original cause, and assisted by the co-operation 
•of the convergence. Why? A pair of normal 
young eyes, without any exertion of the focussing 
muscle, are focussed so as to furnish sharp images 


of distant objects; they are at the same time 
directed by the natural tone of their twelve ex¬ 
ternal embracing muscles, so that each eye is 
simultaneously pointed towards the remote object 
under observation. The less the distance of the 
object-looked-at, the greater the demand upon the 
focussing muscle, and, likewise, upon the muscles 
of convergence. We find, as a consequence, that 
the focussing and convergence of normal eyes are 
associated actions. Exercise of the focussing 
muscle stimulates convergence, and, inversely, 
exercise of convergence stimulates focussing. True, 
with the marvellous adaptiveness of nature, these 
associated actions adapt themselves in a wonderful 
manner amidst abnormal conditions. When they 
fail to adapt themselves to abnormal conditions, 
such as obtain in long-sightedness and short-sighted¬ 
ness, we have squinting as one of the most obvious 
results. 

From the association of the actions of focussing 
and converging the eyes, it results that focussing 
spasm invokes convergence spasm; and, again, 
that spasm of the adductor muscles may induce in 
its trail undue stimulation, and more or less con¬ 
sequent spasm, of many other of the eye-guiding 
muscles. In any case, spasm or undue action of 
any, of many, or of all of the external eye-guiding 
muscles must exercise pressure directly upon the 
equatorial zone of the eye outside, with con¬ 
sequences identical to those resulting from the 
analogous action of the focussing muscle, inside. 

It follows that, in young eyes, undue exercise 
of the focussing power may induce spasm of the 
focussing muscle, short-sightedness (simulated at 
first, then real), spasm of certain of the external 
eye-guiding muscles, and elongation of the eyeball. 
Such vicious circles when established, if not 
checked, find issue in squint, which is an expres¬ 
sion of imperfectly associated focussing and direct¬ 
ing of the eyes; or, in such progressive short¬ 
sightedness as, besides greatly handicapping the 
individual for the battle of life, pre-disposes his 
eyes to sundry intractable ills, from which the 
normally-sighted, or long-sighted eye is exempt. 

A simple comprehension like the foregoing is 
essential to an intelligent and effective solution of 
the important, but not exceedingly complex, pro¬ 
blem with which we commenced. Our action to 
be effective must, as in so many other instances, 
be guided by a common sense and humble follow¬ 
ing of the suggestions and lessons afforded by 
nature's operations. 
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The long-sighted child, in proportion as his 
long-sightedness is great, his general tone poor 
and his study close, should be assisted with 
convex glasses. Inversely, the long-sighted child, 
according as his long-sightedness is of low degree, 
his physical tone good, and his arrangements of 
study easy, may be left to exercise his focussing 
power instead of having it supplemented by convex 
glasses. The former types of long-sighted children 
should be watched, that neither their long-sighted¬ 
ness diminish too rapidly nor their focussing power 
fall unduly into abeyance. The latter types of 
long-sighted children should be watched, that 
neither their long-sightedness vanish altogether, to 
give place, first, to artificial short-sightedness, then 
to real short-sightedness; nor that their focussing 
power be so exercised as to induce spasm, with its 
consequent train of evils. 

The normal-sighted juvenile scholar should be 
watched, that neither he become, first temporarily, 
and then permanently, short-sighted, nor that he 
develop focussing spasm. 

All young eyes that appear short-sighted, whether 
temporarily or permanently, should be systemati¬ 
cally and anxiously watched and guided, that the 
permanent establishment of the defect may be pre¬ 
vented, or that its aggravation may be minimized. 

All this can be effected by the painstaking and 
intelligent adoption of suitable limits and conditions 
of study, with skilful, judicious, and differentiating 
utilization of glasses between infancy and adult 
age. For the efficient accomplishment of this, 
there are wanted the attention and anxiety of the 
parent, the co-operation of the educational autho¬ 
rity, the stimulus and counsel of the family doctor, 
the experience and judgment of the oculist, with 
the faithful performance of the optician, whose 
duty it is, not only to provide accurately worked 
lenses, but to adapt the frames of such to the al¬ 
tering face of the child. The prescribed lenses 
should be worn only in the proper position in rela- 
lion to the patient’s eyes. I would remind you 
here that the propriety of the fit of the frames on 
the face of each individual juvenile pa ient is 
scarcely secondary in importance to the correctness 
with which the lenses are prescribed, and the faith¬ 
fulness with which they are used. It is apt to be 
overlooked that by increasing the distance between 
the eye and the spectacle lens the assistance of the 
latter, to the optical value of the former, is aug¬ 
mented or reduced according as the latter is a 
-convex (magnifying) or a concave (diminishing) 


lens. Likewise that by making the distance 
between the optical or true centres of a pair of 
spectacle lenses less than the distance between 
a pair of eyes, the convergence function of the 
latter is assisted or hindered according as the 
spectacle lenses are convex or concave. The 
inverse is, of course, equally true. Even after 
the eye requirements of a juvenile have been 
laboriously and accurately gauged, and suitable 
glasses have been prescribed, it is possible, 
indeed easy, for the glasses, through mis-fitting 
frames, to trouble the convergence as much as they 
relieve the focussing, or vice versi, and thus to have 
their power for good entirely neutralized. Henc£, 
it is due to these little patients, and their possible 
progeny, that he who presumes to prescribe glasses 
should not neglect to see that they are furnished 
in properly fitting frames, and are of the prescribed 
optical value, and have their invisible (but to be 
found) optical (not geometrical) centres suitably 
placed. All this involves trouble to the oculist, 
but is essential if the maximum of good is to be 
done for these young eyes, which are placed in such 
jeopardy through this present day educational 
craze. 

“ Whatever is worth doing at all is worth doing 
well,” may be an old-fashioned truism, but it still 
applies to this and other work of the oculist, who 
labours much more for the living and likely to live, 
than the ordinary physician whose efforts are so 
largely demanded only to postpone the inevitable. 

It is necessary to insist that, in order to derive 
the maximum of good from glasses, which need to 
be worn from rising to bedtime, the scholars 
should vary the inclination of the glasses according 
to the purpose for which the vision is being utilized. 

Spectacle lenses are calculated, and prescribed, 
to be worn with their plane at right angles with 
the user’s line of vision. This means, that if the 
user’s line of vision be horizontal, or approximately 
horizontal, as it practically is when, with face 
erect, he is looking to a distance, his glasses 
should occupy a vertical plane. Correspondingly, 
when his line of vision is directed 30 to 50 
degrees below the horizontal, the plane of his 
spectacle lenses should be inclined forwards and 
downwards accordingly. Therefore, while distance- 
vision-spectacles should have their lenses set 
practically at right angles with their sides, or limbs, 
near-vision-spectacles, for reading, should be set 
with the upper edge of the lenses 20 to 25 
degrees more forward. 
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The best inclination for the reading book or 
paper of the scholar is 45 degrees; his line of vision 
should be at right angles to, and his spectacle- 
lenses parallel with, the surface of his paper. There¬ 
fore, if his glasses be set forward 20 to 30 degrees 
from perpendicular before his face, and his face be 
inclined forward a like 20 or 30 degrees, the re¬ 
quisite 45 degrees of inclination will be commanded. 

The additional inclination of the lenses requisite 
when writing on a properly inclined slope, is to 
be obtained either by a slight further stooping 
forward of the face, or by a further temporary 
tilting forward of the glasses on the face, or by a 
combination of both. 

You cannot put old heads on young shoulders, 
and it would be absurd to think of providing 
children, or for that matter even adults, with one 
set of frames for reading and another for writing. 
Suchlike important but slight temporary variation 
of the set of spectacle lenses, to best accord their 
position to the then occupation of the wearer, may 
be well enough managed by tilting the frames 
upon the head, as may be effected by raising the 
spectacle-sides or limbs from resting on the ears. 
This habit should be taught to, and practised by, 
those who have occasion to use the same lenses 
for all purposes. 

Modem day juveniles following the enforced 
curricula of studies require glasses to obviate the 
mischievous tendency of such curricula to excite 
focussing or convergence spasm, either or both. 

The glasses may be convex, either to reduce or to 
extinguish the need for long-sighted eyes to focus 
at all for distant vision, and to bring within its 
proper limit the amount of focussing power neces¬ 
sarily exercised by the eyes when using near 
vision. In such cases the glasses will usually have 
to be worn from rising till bedtime, except when 
the child is bathing or playing football. 

In other cases, weak convex glasses to be worn 
only during study, may be prescribed for delicate- 
toned, high-strung youngsters, with normal-sighted 
eyes, in which there is a tendency to develop 
focussing spasm when they apply their vision 
closely to studying from books. In either of the 
foregoing examples, and in more or less analogous 
ones of juveniles needing convex glasses, the 
importance of depending upon these is greatest 
during school and college days, and will diminish, 
as does the necessity for prolonged continuous use 
of near vision, as the individual’s organs become 
better knit with the advent of adult life. 


The glasses may be concave ones to combat and 
minimize the handicapping disadvantages under 
which the juvenile suffers who has to study and 
who has developed an elongated eyeball, with its 
incidental actual short-sightedness. If such short¬ 
sightedness be of only moderate degree, say the 
child is short-sighted to not less than 13 or 20 
inches (3 or 2 dioptres), the correcting glasses 
must be worn habitually, except when the near 
vision is employed, as for study, etc., upon objects 
not more than 13 or 20 inches from the eyes. So 
doing, the child will enjoy the full range of 
distance-vision when wearing the glasses, and 
when studying without them will employ less than 
the normal amount of focussing power, and corre¬ 
spondingly incur less risk of aggravating the short¬ 
sightedness. 

A more short-sighted child, one who is short¬ 
sighted to less than 13 inches (3 dioptres) would 
need sufficiently strong concave glasses to give 
full distance vision at all ordinary times, and 
proportionately weaker concave glasses to wear in 
their place when employing the near vision for 
reading, study, and the like. Such a young one 
should never be without wearing glasses, except 
when sleeping, bathing, or playing football, and 
should be made to take pains to invariably change 
the glasses accordingly as distant or near vision 
is being employed. 

Many young people study in classes where the 
black-board, or diagram screen, is utilized to assist 
the desk or book work in hand. For such of 
these as require differing glasses for distance- 
vision, and for near-vision, it is frequently ad¬ 
vantageous to prescribe spectacles with divided 
lenses. The upper half lens before each eye being 
adapted for distance-vision, while the corresponding 
lower halves are of such a different power, and at 
such a different inclination, as to adapt them for 
near-vision. Lawyers and business men who, 
from long-sightedness or astigmatism and old¬ 
sightedness, have need of both distance and near¬ 
vision glasses, greatly appreciate such divided 
glasses, and often wear them habitually. This 
constant wearing of divided glasses should be 
prohibited in the case of young people. These 
may utilize such divided glasses in the class-room. 
Out of doors, and generally, except for close study, 
young folk should wear good-sized, simple, pro¬ 
perly fitted distance-vision-glasses, wherewith they 
may enjoy the least curtailed range of that 
easy and clear distance-vision, whereby so much 
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unconscious education is gained, and the invalu¬ 
able habit of independent original observation is 
cultivated. 

The common apprehension that the wearing of 
spectacles by young people is fraught with danger, 
owing to a risk of breakage during play, and of 
incidental damage to the eyes by particles of 
broken glass, is vefy ill-founded and mischievous. 
I have met with no example of such an accident; 
but I have seen many instances of eyes escaping, 
with little or no damage, from an accident, which 
would probably have jeopardised, if not destroyed, 
the vision of one or both eyes had they not been 
shielded. Their spectacle glasses diverted the 
impact of chemicals, or debris, or gunpowder- 
grains projected by an accidental boiling up or 
explosion. 

Parents and teachers often demur to glasses being 
worn when cricketing, but certainly upon in¬ 
sufficient grounds. 

Only poor-toned youngsters with moderate long¬ 
sightedness, or others with either a high degree of 
long-sightedness or definite astigmatism, should 
have constant out-door use of convex (magnifying) 
glasses prescribed. All youngsters in the class¬ 
room duties of school life, and in their in-door 
avocations, have to practise quite enough, if not 
too much, focussing to adapt their eyes for near 
vision, as contrasted with distance-vision. It is 
therefore important that their focussing power 
should get all the rest possible during out-door 
recreation hours, which it would not, if its 
substitute, or auxiliary—the convex glasses—were 
then laid aside. Furthermore, these distance- 
spectacle-requiring, long-sighted youngsters, would 
maintain more interest, incur less risk of head¬ 
ache, and gather more benefit during out-door 
games which they played without the necessity of 
keeping their focussing power in an unnaturally 
prolonged state of activity or tension, when normally 
it would be in a condition of reposeful readiness 

Only short-sighted or astigmatic youngsters 
should be wearing concave (diminishing) glasses. 
Such short-sighted or astigmatic youngsters, without 
such glasses as will give them their best obtain¬ 
able distance-vision, would either contrive to see 
without proper glasses, by certain distinctly mis¬ 
chievous manoeuvres which aggravate short-sight¬ 
edness, or would experience a languishing interest 
in out-door games, with a compensating attraction 
towards undue reading, and suchlike much-to-be- 
deprecated sedentary and in-door amusements. 


Either of these alternatives stands self-condemned. 
The short-sighted youngster who is obliged to play 
cricket (a universally compulsory game in English 
boys* schools), or who elects to play fives, racquets, 
tennis, golf, etc., without his glasses, and therefore 
without his maximum sharpness and range of 
distance-vision, incurs infinitely greater risk of 
being badly struck on the eye, head, or elsewhere, 
by a ball of which he would have received ample 
warning had he been wearing efficient glasses. I 
sanction the temporary setting aside of distance- 
vision spectacles at football, out of regard for the 
spectacles and esteem for the game; each is too 
useful to be dispensed with, save from dire 
necessity; yet the two cannot survive together, 
except by each at times giving place to the other. 

Astigmatism, or astigmatic, is a technical word 
which, from necessity, I used just now; patients, 
parents, and others often want a non-technical 
definition of its meaning. To such, I say, an 
astigmatic eye is one, the convex front of which, 
instead of being like the section off the end of an 
egg, with the curvature of all its meridians equal, 
is like a section off the side of an egg, with the 
curvature of its various meridians differing—there 
being one meridian of long gradual curvature, and, 
at about right angles thereto, another meridian 
of short abrupt curvature; and, between these 
meridians, of least and greatest curvature, any 
number of meridians, with all gradations of 
curvature, between the least and greatest. 

Further that, as a result, objects at the same 
distance from the eye are, at one and the same 
time, in focus and out of focus, of different 
meridians of the astigmatic eye. A charmingly 
original patient described this to the man who 
took her down to dinner, after she had returned 
from consulting me, in the following graphic 
manner: “ I am astigmatic; guess that means my 
naked eye sees the prongs of this fork first-class 
now while I hold them upright, at arm’s length, 
but directly I turn them flatways they appear all 
blurred between.” Astigmatism, of even moderate 
degree, while uncorrected by suitable special- 
made glasses, often involves intolerable unrest 1 
or incidental wear, tear and tension, upon the 
focussing function and adaptiveness of young eyes. 
To this are traceable various nervous manifesta¬ 
tions, which persist, to the horror of the parent, 
distress of the patient, and dismay of the medical 
attendant, until the cause (the astigmatism), being 
discovered, and corrected, after careful and skilful 
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examination, the effect ceases. Thus it has been 
my pride and privilege to cure, by proper glasses, 
obstinate eyelid spasm, school-child inattention, 
epilepsy, facial spasm, pseudo-choroeic movements, 
neuralgias, headaches, etc. However, highly im¬ 
portant as astigmatism is, and intimately associated 
as it is with what we are considering, its further 
pursuit must now be postponed. 

Doctor Clement Dukes, the indefatigable Rugby 
School doctor, in the recent third edition of his 
capital book—“ Health at School ”—writes :— 
44 The defects of eyesight, as occasioned by educa¬ 
tion, are becoming a very serious national concern. 
It is a fact, that boys working under unfavourable 
conditions, and with insufficient light during school- 
life, are sustaining serious injury by the production 
of short-sight. Sooner or later this result must 
frustrate our desire to appoint only the best men 
to all the posts in those 4 services * for which the 
candidates’ eyes are tested to weed out the short¬ 
sighted. Through rejection of candidates for this 
defect, appointments will have to be allotted to 
those with good sight, without special reference to 
mental ability and acquirements. At the present 
moment io per cent, of those who have passed for 
the Indian Civil Service appointments are judged 
inadmissible on account of this preventible defect. 
It is therefore becoming a national question.” 

I quote this almost verbatim to remind you that 
school equipment, regime, hours, and lighting, all 
merit so much attention from the whole-hearted 
eyesight-saver and patriot, that this lecture affords 
no adequate opportunity for attempting to instruct 
you thereon. It also demonstrates that an intelli¬ 
gent, general medical worker among, and student 
of Rugby school-boys, one far removed from a pro¬ 
fessed oculist, and beyond that suspicion of being 
an eyesight faddist which may attach to me, has, in 
spite of his predilection for high education, honestly 
come independently to share my charge that the 
modern-day, unphysiological compulsory schooling 
of the young is distinctly damning their eyes, for 
this and succeeding generations, to the irreparable 
detriment of the nation. 

Another time I hope to discuss before you the 
methods and times for medical survey in the 
matter of eyesight, of candidates for the public 
services, as definite scientifically directed reform 
must be quickly introduced to prevent a continuance 
of the scandal that the best eyes are rejected and 
inferior ones are admitted in Royal Naval cadets, 
upon whose perfection, durability, and acuteness 


of eye-sight the heaviest national stakes are 
destined to ultimately depend. 

The judgment of you, a post-graduate class, 
containing many who will not be devoting yourselves 
at all exclusively to my speciality, upon the success 
and utility, or reverse, of my effort to treat a highly 
technical subject in non-technical language and 
style, will be welcomed by me as a guide to the 
course I pursue when again called upon to address 
you. 


THERAPEUTICAL NOTES. 


Feeding in Acute Disease.— Dr. Page, in an 
article in the New York 44 Med. Rec.,” calls 
renewed attention to the results obtained by Dr. 
A. Gluzinski in his investigations into the digestive 
power of the juices of the various parts of the 
alimentary canal during the pyrexial stages of acute 
disease. These investigations showed conclusively 
that during the stage of febrile disturbance the 
gastric juice was entirely without digestive power; 
such being the case, Dr. Page asks if it is not a 
very distinct indication for the total abstinence 
from all food, except cold water, while fever is 
present in acute illnesses. He then quotes several 
instructive and successful cases in which he had 
tried the plan, for periods varying from one to 
several days, with great satisfaction to all concerned. 
Rheumatism, typhoid, diarrhoea, are instances of 
the maladies among the cases. The test for the 
discontinuation of the treatment, is the appetite 
of the patient; nothing but plain water is given 
until the patient asks for food because he feels 
hungry. When this period arrives, then the usual 
rules of liquid nourishment with gradations up to 
ordinary diet becomes applicable. The plan is 
certainly in accordance with physiological principles 
and deserves careful trial. 


Dentition Fever. —Drop doses of aconite will 
prevent convulsions. If not, then small doses of 
bromides.— (Hallopeter, Med . Rec.) 


In Aerate Dysentery, involving the colon 
high up, I have found large enemata, containing 
two to three drachms of subnitrate of bismuth, 
much more efficient than the exhibition of bismuth 
by the mouth.— (Wood, Med . Rec.) 
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In this lecture to-day, Gentlemen, we shall 
consider some cases of nervous disease. 

A case of Multiple Neuritis .—The first case is 
that of this man, aged 46, whose illness began on 
December 26th, the day after Christmas Day, when 
he says he fell down in the street. On getting up 
he was able to walk, but soon fell down again, and 
was finally helped home. After that he had to 
remain in bed, as he had loss of power in both arms 
and legs. About the same time he had severe 
pains in the legs and arms (but especially in the 
former) of a shooting character, which were nearly 
constant day and night. 

As regards his previous history, he said that for 
three or four weeks before the time mentioned he 
had suffered from pains in the limbs generally. He 
had not, he avers, been indulging in any way 
characteristic of the festive season of Christmas. 
He has not been accustomed to take much drink, 
except that some years ago when he was a com¬ 
mercial traveller he took it rather freely, though 
even then he did not drink spirits. The only other 
illness he has had is one that is rather important. 
He has had gout for sixteen or seventeen years, his 
last attack having occurred in September, the one 
previous being in January of last year, that being 
very severe. His father, he says, had gout. 
The only other circumstance worth mentioning in 
this connection, is that before this last illness came 
on he had had considerable trouble and worry. 

As to his condition on admission I can inform 
yt>u from the notes Mr. Hopkins has been kind 
enough to show me: He was paralysed in both 
arms and legs, so as to be quite incapable of 
movement. There was well-marked wrist-drop, 


the extensors of the arms being more affected than 
the flexors. There was extreme hyperaesthesia of 
the hands and feet. The knee-jerks were quite 
absent. At that time there was also occasional 
squint and diplopia, and the conjunctivas were 
deeply injected. The functions of the bladder and 
rectum were not interfered with, and there wais 
nothing wrong in the thoracic and abdominal 
viscera, while the urine contained no albumen. 
There was not then, nor is there now, any evidence 
of gout in the joints, nor tophi in the ears or 
elsewhere. 

His present condilion is very much the same as 
then. As you see, he lies on his back and has 
great difficulty in moving his legs. He can lift the 
right leg from the bed a little way, but not the left, 
which he can only draw up with a great effort for 
two or three inches. 

If, to begin with, we examine the legs somewhat 
carefully, we find them in a position corresponding 
to the wrist-drop of the arms, or ankle-drop, the 
flexors being stronger than the extensors. The 
muscles generally are much wasted. As regards 
his sensory phenomena we find that there is still 
hyperaesthesia. He feels a touch very intensely. 
This hyperaesthesia is both superficial and deep, that 
is, muscular as well as cutaneous. One difference 
in his present condition as compared with that on 
admission, is that while there is hyperaesthesia, 
especially of the knee and the upper part of the 
leg, the feet are not everywhere hyperaesthetic, in 
fact, they are in parts deficient in sensation, the 
deficiency being manifested especially in the power 
of localization ; he cannot say distinctly where he 
is touched. There is not, however, absolute 
anaesthesia. The knee-jerks are entirely absent. 
The superficial reflexes cannot be obtained, and 
anyhow, could hardly be shown because of the 
want of power of movement. From the knees 
downwards there is desquamation of the skin, and 
where this has passed off the skin is very smooth. 
The same muscular paralysis though not equally 
marked, is shown in the upper limbs. There is 
not complete loss of power in the hands, which he 
can just move, but they are very weak. The 
muscles of the forearm are considerably wasted. 
In the hands this is also obvious. There is wasting 
of the interossei, and also a noteworthy hollowing 
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of the palm. This deserves special consideration 
because wasting of the interossei is often charac¬ 
teristic of one kind of disease, while wasting of the 
palm and thenar eminence is often the result of 
another. The wasting of the dorsal aspect of the 
hand resembles that which is often seen in 
rheumatoid arthritis, whereas the wasting of the 
thonar eminence and hollowing of the hand are 
seen in progressive muscular atrophy. In the left 
hand, besides the wasting, there is some contraction 
and rigidity of the two last fingers, but not of the 
others. 

With regard to the sensory phenomena of the 
upper limbs there was, when he came in, marked 
hyperesthesia of the palms. That is very slight 
now; the sensory phenomena having passed off. 

I cannot make out that any part of his hand or arm 
is anaesthetic. What tenderness there is in the 
arms is not so much superficial as deep, that is, 
muscular. There is no evidence of anything 
wrong with the cranial nerves, the muscles of 
the trunk, the diaphragm, the larynx, or any 
other part We have had no opportunity of 
testing the electrical reactions of the muscles, but 
from their appearance there can be little doubt that 
they would show the “ reaction of degeneration.” 

Another noticeable feature about the hands, 
more noticeable there than in the feet, though in 
them it is distinct, is the condition of the skin. On 
the back of the hand, for instance, the skin is 
exceedingly smooth, being almost destitute of 
wrinkles, giving the hand, so to speak, a curious 
want of expression. This is also marked at the 
tips of the fingers, while the skin is soft and silky 
to the touch. This is distinct evidence of atrophy 
Of the skin such as is often the sequel of nerve 
lesions. There is also a curious flattening at the 
base of the nails, where instead of there being a 
lump, the nail passes off almost smoothly. These 
conditions are sometimes seen in gouty people, and 
in the aged without gout, but in all cases they are 
evidence of atrophy. 

In the limbs, then, we have various kinds of 
lesion. There are motor lesions, as shown by the 
loss of power combined with atrophy of the 
muscles. Sensory disturbances are also present, 
these being partly hyperesthetic and partly 
anaesthetic as well as paresthetic. There is, too, 
distinct interference with the nutrition of the skin. 
All these symptoms can be explained by an 
affection of the nerves, viz., multiple peripheral 
neuritis , and, as I think, by nothing else. This is 


an opinion generally but not yet universally 
admitted. Some eminent physicians still believe 
that there must be in these cases some spinal 
cord changes either in addition to or in place of 
the nerve lesion. Ten or fifteen years ago cases of 
this kind were always described as examples of 
acute spinal paralysis. I think, however, we may 
be able to show, (i) that they cannot be due to an 
affection of the spinal cord, and (2) that they must 
be due to an affection of the nerves. 

Suppose, in the first place, that these symptoms 
were produced by an affection of the spinal cord, 
of what nature would that affection be ? Consider¬ 
ing the loss of power and the rapid wasting of the 
limbs, we should have to assume an affection of 
the anterior cornua of the spinal cord, anterior 
poliomyelitis, such as we find in an acute form in 
infantile paralysis, and in a chronic form in muscular 
atrophy. It is when the muscles are cut off from 
their connection with the anterior grey matter that 
this rapid muscular atrophy combined with paralysis 
results. Again, the other class of phenomena, the 
disturbances of sensation and the entire loss of 
muscular reflex or knee-jerk, are partly such as we 
find in tabes dorsalis, and would point to an 
affection of the posterior columns of the cord. If, 
therefore, the condition were dependent on some 
affection of the cord, it would have to be an 
extensive transverse lesion involving both the 
anterior and the posterior portions. Besides, both 
pairs of limbs are affected, so that a cord lesion 
which could account for the condition would require 
also to have a very great vertical extension. So 
extensive a change, if acute, is hardly known except 
in cases of severe myelitis leading to rapid destruc¬ 
tion of the cord, and producing symptoms of a 
much severer character and different type from 
those here. Furthermore, even if it were a chronic 
change, that is, a widely diffused chronic myelitis, 
interference with the bladder and rectum would be 
inevitable, and bed-sores would probably form. I 
do not think, therefore, there is any lesion of the 
spinal cord which would produce the symptoms 
we find in this case without producing other 
symptoms of a different nature, that is, it would be 
such as we are not justified in assuming to exist. 

In the next place we have to consider whether 
an affection of the nerves would explain the symp¬ 
toms. (I put aside the possibility of cerebral 
affection because the changes are so universal, and 
there are no strictly cerebral symptoms.) 

The nerves of the limbs are, of course, mixed 
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nerves; and they may be considered as going to 
the muscles and to the skin. In both parts there 
are what are called sensory and motor fibres, 
which, however, it is perhaps better to speak of 
as efferent and afferent,—some of both kinds going 
to the muscles and some to the skin, both being 
contained in each mixed nerve. 

With regard to the muscle nerves,—the efferent 
fibres of these have, of course, their motor func¬ 
tion, and also that of keeping up the nutrition of 
the muscle; so that if they are destroyed we have 
a loss of motor power and loss of nutrition, which 
is exactly what is present here. The afferent 
fibres of the muscle nerves have also two functions 
to subserve,—that of the common sensation of 
muscles and that of transmitting the muscular 
sense. As regards the common sensation of muscles 
it is quite clear in this case that it is exaggerated. 
There is an interference with that function; and 
it is, I may say, a general law of sensory nerves, 
that if they are slightly injured, hyperaesthesia 
results, if they are more injured, paraesthesia, and 
if still more, anaesthesia. We may see these three 
degrees in the tenderness of an inflamed part; in 
neuralgia, from pressure on a nerve, and in total 
loss of sensation, when the conducting power of 
the nerve is absolutely destroyed. 

In this case the loss of the knee-jerks is evidence 
of interference with the reflex arc by a cutting off 
of the afferent fibres of the muscles. Of course, 
you may say that the motor fibres are cut off also, 
and that this might account for the absence of 
reflex action, as no movement could be produced. 
True; but the motor paralysis is not quite com¬ 
plete, and yet the loss of muscular reflex is absolute, 
so that this loss must be referred to a lesion of the 
afferent fibres. 

With regard to the cutaneous nerves, these also 
have two parts, although they are sometimes 
spoken of as if they were merely sensory. The 
efferent fibres of the cutaneous nerves innervate 
the skin muscles and the muscles of the hairs, and 
serve also to keep up the nutrition of the skin. 
Therefore, if they are cut off you have loss of mus¬ 
cular contractility in the skin itself and loss of 
nutrition. The loss of muscular contractility is, I 
think, shown here by the absence of wrinkling. The 
larger wrinkles of the skin are no doubt due to mus¬ 
cular action, and if they are wanting, it shows a want 
of innervation in the smooth and striated muscles. 
There is also here a thinning of the epidermis 
.shown by the smoothness and glossiness of the 


surface, which is a sign of atrophy from defective 
nutrition. An affection of the efferent fibres of 
the cutaneous nerves, therefore, would explain 
the symptoms present here. The sensation is 
also disturbed in a peculiar manner. At the be¬ 
ginning there was distinct hyperaesthesia in both 
extremities. This is now much diminished or 
scarcely perceptible in the hands; in the feet also 
it is very much less than it was,—in fact, there is 
even a certain amount of anaesthesia in the feet, 
—facts which are readily explicable if, as we 
suppose, a slight injury of these fibres produces 
hyperaesthesia, and a more considerable injury 
produces anaesthesia. (It is not necessary now to 
consider the question of the separate paths for 
common sensation and sensations of pain.) All 
the conditions here, then, would be explained if 
all the different classes of fibres belonging to the 
mixed nerves were affected by some morbid 
change. Why one set of fibres is affected more 
than another is not quite clear. In certain cases 
of the disease we are supposing the sensation is 
most affected, in others the motor power. It 
seems to be a very capricious condition.' 11 ' 

The questioh next arises as to whether the 
lesions which are assumed to explain the phe¬ 
nomena are actually known to occur. There is 
not the least doubt that this is so, because in 
the cases in which it has been possible to make 
a post-mortem examination, there has been 
found a distinct inflammation of the peripheral 
nerves, and that not merely at their extremities, 
but also nearer the centres, the changes being 
sometimes marked even in the plexuses. There 
are two kinds of changes. There is first a breaking 
up of the nerve axis-cylinders themselves and the 
medullary sheath. This is called parenchymatous 
neuritis. There is also an inflammation of the 
connective tissue around or between the nerve 
fibres, known as perineuritis or interstitial neuritis. 
Sometimes one of these changes predominates, 
sometimes the other. We may think it probable 
that in the earliest stage there is more of the 
parenchymatous change, while, if the affection 
lasts a long time the connective tissue changes 


• Generally, however, the afferent fibres are more readily 
and more permanently affected, by an injury of equal in¬ 
tensity, than the efferent fibres. Thus in cutaneous nerves 
any slight injury causes sensory disturbances (of afferent 
fibres), while it is only in severe cases that atrophic changes 
(efferent fibres) are seen. So in alcoholic paraplegia the 
lo^s of reflex action (afferent fibres of muscular nerves) will 
persist long after motor power (in efferent fibres) is re?tored. 
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predominate, but as the nerves are not examined 
during life it is difficult to say. Moreover, there 
is no other lesion to account for the symptoms, 
for in most of the cases which have been examined 
it has been clearly established that the spinal cord 
was intact. To quote one instance out of many, 
I have seen one very marked case of multiple 
neuritis from alcohol where the spinal cord was 
carefully examined all through and found quite 
normal. In other cases there have been some 
changes in the spinal cord, but these have been 
much less considerable than those in the nerves. 
It is pretty certain, then, that this condition is a 
multiple peripheral neuritis affecting both classes 
of nerve fibres. 

Multiple neuritis is a disease which has been 
comparatively lately discriminated. I may, there¬ 
fore, say a word or two about other symptoms 
found in some cases, which are absent here, 
without pretending to give anything like an ex¬ 
haustive account of the matter. In early stages, 
we often find distinct tenderness of the nerve 
trunks, which is an important help in diagnosis. 
Other nerves besides those of the limbs may be 
affected. The cranial are sometimes, though not 
often, involved; and that would be the explanation 
of the squint and diplopia present in this case on 
admission. The vagus nerve may be inflamed, 
producing an exceedingly rapid pulse (even up to 
200 in the minute) and disturbances of respiration. 
Involvement of the phrenic nerve may produce 
paralysis of the diaphragm; and other muscles of 
respiration may be affected. Optic neuritis has 
also been described. Some cases have a remark¬ 
able resemblance to tabes dorsalis, showing distinct 
ataxia as well as loss of knee-jerks, but distinguished 
chiefly by the absence of the pupillary changes of 
tabes. In cases of recovery these pseudo-tabic 
symptoms may continue long after all the truly 
paralytic symptoms have disappeared. Generally 
speaking, however, the combination of sensory 
and motor symptoms, distinguishes neuritis from 
any of the simple systemic diseases of the spinal 
cord. 

We must pass on, however, to consider the 
causes of this remarkable disease, which are 
various, but generally agree in being toxic; that 
is, due to some poisonous material diffused in the 
blood, and acting directly on the nerves. 

What was the cause in this case is not quite 
clear. We know that one of the causes un¬ 
doubtedly is alcoholism, and the date of the onset 


of the symptoms in this case may seem suggestive, 
but the patient himself denies any justification for 
the supposition, and his tongue is clean and steady, 
besides which his general condition is not sug¬ 
gestive of alcoholism. Gout is another cause 
assigned for this condition. But I have never 
heard of a case of neuritis produced by gout any¬ 
thing like so extensive as this. The gouty neuritis 
is more often limited to certain nerves and apt to 
be chronic. However, I do not say that we can 
absolutely exclude this cause here. The patient 
has had a great deal of gout; and at the time he 
was taken ill was rather apprehensive of a fresh 
attack. The other probable causes of this condition 
do not apply, I think, in this case. Neuritis may 
arise from syphilis, but in that case it is not of the 
character seen here, being more local. There are 
also various kinds of toxic neuritis. One is that 
produced by lead; but that is generally very 
partial. The hands in this case seem to have 
presented the appearance of those of lead poisoning 
—drop-wrist; but that only shows that lead poison¬ 
ing is a neuritis attacking the nerves, and so is this. 
But lead has never been observed to produce so 
universal a neuritis as this, and, moreover, there are 
no other signs of lead poisoning. Arsenical 
neuritis is exceedingly like this in its symptoms, 
but there is nothing to point to arsenical poisoning 
in this case. Neuritis sometimes follows acute 
fevers. I have seen one or two cases following 
influenza; and it strikes me it is possible that that 
may have been the cause here. However, there is 
no distinct evidence on the point. But besides all 
these there are other cases quite unexplained. 
Such cases are very much like the Asiatic disease 
kak-ke or beri-beri. I once saw a case very like 
this which the physician in charge of it was 
inclined to call a sporadic case of beri-beri 
although it occurred in England. There are 
cases, finally, of acute multiple neuritis, of which 
no explanation can be given, and which may be 
provisionally spoken of as idiopathic or specific. 

With regard to the prognosis, in acute cases this 
is, I think, always good, for whatever the cause 
may have been, it will cease to act, and as in the 
case of any injured organ, spontaneous recovery 
will occur. The prognosis of toxic cases, including 
the alcoholic, depends entirely on the extent to 
which habits have been developed, and on the 
amount of injury already produced. 

With regard to treatment, I think all we can 
say is that there is no treatment for neuritis as 
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such; it has to be a treatment of the cause where 
the cause is known, and afterwards a treatment of 
the consequences. When the acute symptoms 
have subsided, we may use massage, or apply the 
galvanic current to the paralyzed muscles. A 
course of Arsenic is sometimes of great value, and 
Quinine, Iron or other tonics are thought to be 
useful. The great point is to keep up the general 
nutrition. 

Case of Brachial Neuritis .—The consequences 
which follow neuritis are just the consequences 
which follow other paralyses accompanied by 
atrophy, namely, debility and contraction. The 
first patient had a little contraction of the two 
ulnar fingers of the left hand, but this condition 
is more markedly seen in the second patient 
whom I wish to show you, a man aged 44. He 
came in, Mr. Hopkins tells me, with symptoms 
rather pointing to a sort of chronic myelitis; and 
it was thought it might be myelitis or general 
paralysis. These symptoms I am not going to 
discuss, however. He was admitted on the 20th 
of October, and ten days after had an attack of 
herpes zoster along the left arm, following mainly 
the distribution of the ulnar nerve below the elbow. 
It affected the little and ring fingers, and the 
others to a less extent. That lasted for about a 
fortnight, and was followed by symptoms of a 
different kind, namely, numbness and shooting 
pain along the arm and hyperaesthesia of the finger 
tips with paralysis. These symptoms, which were 
apparently referable to neuritis, following the 
zoster, were afterwards followed by the changes 
now present, which are much like those in the 
other patient but more advanced. There is con¬ 
siderable muscular wasting, especially of the 
interossei. There is hollowing of the palm, and 
the thenar eminence is to a certain extent flattened. 
The skin is also thin and smooth. He suffers, too, 
from stiffness with some contracture of the ring 
and little fingers, especially on the ulnar side. 
The others are less contracted. It does not hurt 
him to move his wrist or elbow, and he can raise 
his arm above his head without difficulty. 

It is a curious question whether this neuritis was 
at all connected with the herpes zoster, which, 
itself, is certainly an affection of a cutaneous nerve 
or nerves, because it follows the distribution of 
certain cutaneous nerves. The change, however, 
in that disease is a superficial one, inflammation of 
the skin following the nerve, and there are generally 
no motor phenomena. At least, very few such 


cases of a combination with the latter are on 
record. I remember one only, where simul¬ 
taneously with herpes of a sensory nerve—the fifth, 
there was paralysis of a neighbouring motor nerve 
—the seventh. 

Now zoster, though a nervous affection, is not 
necessarily due to inflammation of the nerve. 
There appears to be a morbid change running 
outwards along the cutaneous nerves, till it reaches 
their terminations in the skin, where it disturbs the 
nutrition and sets up inflammation. The only 
ascertained anatomical lesion in herpes is an 
affection of the ganglia—in the case of mixed 
nerves the ganglia of the posterior roots; in the 
fifth, the Gasserian ganglion. These ganglia 
have been found inflamed in a certain number 
of cases, so that the origin appears to be central. 
Nevertheless, a neuritis, if sudden and severe, 
would doubtless produce the same effect, and we 
may therefore regard all the symptoms here—the 
eruption, the neuralgia, the motor paralysis and 
its consequences as resulting from an acute neuritis 
of the brachial nerve or plexus. The affection is 
similar to that in the other case, but confined to a 
single limb. 

Two Cases of Tabes Dorsalis. — These other 
two patients have phenomena illustrating by con¬ 
trast and by resemblance the nervous symptoms 
in the first case. The first is a man with distinct 
locomotor ataxia, but not advanced. He has com¬ 
plete loss of knee jerk and no pupil reflex, but 
retains the power of accommodation, and has 
other classical symptoms of tabes. He has also 
complete anaesthesia of the feet, but none of the 
hands. His gait is a little unsteady, and, as you 
see, on turning suddenly while walking he nearly 
overbalances himself. The other is an old man 
in a very advanced stage of tabes. He has the 
pupil phenomena, and is incapable of walking 
without support. When supported, he shows the 
most exaggerated form of ataxic gait, throwing out 
the feet with violent movements and being in¬ 
capable of putting them down flat on the ground. 
Observe the muscular force displayed, with absolute 
inability to co-ordinate the movements so as to 
walk. The anatomical lesion in these cases is 
posterior sclerosis. 

Primary Spastic Paraplegia .—Here is another 
very different case, illustrating the condition of 
spastic paraplegia. The patient, a woman aged 
48, has had difficulty in walking for about six 
months. The gait here, too, is very characteris’ic. 
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The difficulty such patients have is in bringing 
the heel to the ground and keeping the toes off 
it. As they walk, the toes are dragged along the 
ground. In an out door patient you can generally 
trace it in the soles of the boots, which are very 
much worn at the inner edge of the toe. There 
are exaggerated knee-jerks and decided ankle- 
clonus. There is no affection of sensation here 
at all, no hyperaesthesia, no anaesthesia, nor is there 
any muscular wasting; but some stiffness of the 
legs, and tendency to spasm. 

We now know for certain that these symptoms 
point to affection of the lateral columns of the 
cord, the descending pyramidal tracts; and unless 
those parts are affected, such phenomena are not 
produced. That, I think, is the only inference we 
can draw from the symptoms; and this does not 
in the least tell us what has been the primary 
change. There are still some who think that the 
primary change in these cases of degeneration of 
the lateral descending tracts must be cerebral; 
and it is quite certain that if a lesion of the motor 
areas of the cortex of the brain lasts a sufficiently 
long time, there will be a descending degeneration 
passing downwards through the motor tracts of the 
cord, and producing symptoms of secondary spastic 
Paraplegia . It always seems to me, I must say, a 
difficulty to conceive of a morbid change beginning 
in the lateral columns alone, without affection of 
the termination of the fibres in either direction; 
that is, a true primary lateral sclerosis. There is 
no history to explain the disease in this case, 
though the patient has had rheumatism. 

I am quite certain that there are some cases of 
this due to syphilitic disease. I have seen more 
than one patient come into hospital with marked 
symptoms of this disease and quite unable to walk, 
and go out in two or three months with perfect 
gait after taking large doses of Mercury and Iodide 
of Potassium. In one such case the diagnosis 
was confirmed. The patient had previously com¬ 
plained of her eyes, and at the time she was being 
treated for the paraplegia, she had an attack of 
syphilitic iritis. On the other hand, in most 
cases, no such cause can be traced, and anti¬ 
syphilitic remedies have not the slightest effect. 

Case of Diffuse Myelitis .—In this other case, 
a man ret. 53, there is no history of any pre¬ 
vious illness or accident, but since Christmas 
there has been gradual loss of power in the 
lower limbs. He was admitted on February 
27th. For two weeks previously he had been 


unable to walk or stand. The right leg has 
always been more affected than the left. There is 
slight difficulty in micturition, and incontinence of 
faeces. The superficial reflexes are exaggerated. 
The right knee-jerk is a little brisker than the left, 
both being on the whole increased. There is 
also some imperfection of sensation which, is not, 
however, by any means abolished. There is 
nearly complete absence of the power of voluntary 
movement. He can raise the left foot from the 
bed, the right hardly at all, and is quite unable to 
walk. The only conclusion you can draw from 
these facts, is that the insufficiency in motor power 
is due to a lesion of the cord above the giving off 
of the nerves. In the first case it was in the 
nerves themselves; here it is higher up. As in 
the case of spastic paraplegia, when the descend¬ 
ing motor tracts are involved and the cerebral 
influence is cut off the spinal centres exhibit 
greater excitability. They lose the inhibitory in¬ 
fluence of the brain, and thus we have the reflexes 
of both kinds increased. There is nothing wrong 
with the arms, or with any higher part of the 
nervous system. More than one lesion might pro¬ 
duce this condition, but the most likely would be 
a diffuse transverse myelitis cutting off the cerebral 
innervation. I think that is probably the ex¬ 
planation ; but how the disease was set up in this 
case, I do not pretend to say. There are cases 
of myelitis in which we can trace no cause. In 
other cases it appears to be due to a chronic 
form of syphilis, of which there is here no history. 

To sum up, of the six cases which Mr. Hopkins 
has kindly shown us, there are two in which 
paralysis and sensory disturbances are due to 
inflammation of nerves only; two of tabes with 
ataxia and sensory disturbances, due to sclerosis 
of the posterior columns of the cord; one of 
spastic paraplegia without sensory troubles, due to 
lateral sclerosis; and one with combined sensory 
and motor symptoms, due to diffuse myelitis. 
They present instructive analogies and contrasts, 
of which I have been able to give only a broad 
outline. 


Asthma.—A capsule containing two grains of 
phenacetin, one of quinine, three of muriate of 
ammonia, one-eighth of capsicum, and one twenty- 
fourth of strychnine, given four times daily, will 
often relieve an attack of this distressing malady. 

(Mays, Med. Rec.) 
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A CLINICAL LECTURE 

ON A CASE OF 

STRICTURE OF THE URETHRA. 

Delivered at University College Hospital, Jan. 16, 1894, by 
ARTHUR E. BARKER, F.R.O.S., 

Professor of the Principles and Practice cf Surgery in 
University College, and Surgeon to the Hospital. 

This patient, Gentlemen, is suffering from stric¬ 
ture of the urethra. He is 34 years of age, and 
years ago had two attacks of gonorrhoea, of which 
the stricture is the result. 

What is a stricture of the urethra ? There used 
to be three different forms described, the organic , 
the inflammatory , and the spasmodic; but I think 
you will do well to follow Sir Hen ry Thompson’s 
advice, and discard the use of the term for the 
two last conditions altogether, reserving it solely 
and entirely for what is called the organic stric¬ 
ture. What, then, is meant by an organic stricture 
of the urethra ? In considering this question we 
have first to ask, what is the urethra? The 
urethra is often spoken of as if it were an open 
tube leading from the bladder into the penis; but 
it really is nothing of the kind except for about 
three minutes out of the twenty-four hours. At 
other times it is nothing more than a little chink, 
or slit, as its walls fall together; and although 
potentially it is a tube, and can be made into a 
tube by the passage either of water in one direc¬ 
tion, or of an instrument in the other direction, 
it is really not open, except, as I say, for about 
three minutes in the twenty-four hours, that is 
when the patient passes water. 

If, during the time that it is collapsed, any 
material is deposited in its walls which resists 
dilatation, there, of course, you have an obstruc¬ 
tion ; and it is really that which we call “ a stric¬ 
ture.” Of course, on the other hand, if you could 
have such a thing as spasm of its walls (theoreti¬ 
cally, of course, that is possible), there would be a 
resistance to the flow of urine too, and to the 
passage of an instrument into the bladder. But, 
although it is theoretically correct to say tha t the 
muscular walls of the urethra can contract, such a 
thing is exceedingly unlikely to produce an ob¬ 
struction to the flow of the urine. Sometimes, 
too, particularly by those who are not at all skilful 
in their use, it is said to be a cause of difficulty 


in the passage of instruments into the bladder. 
Whenever you hear a man complaining that he 
cannot get an instrument into the bladder because 
of spasmodic stricture you may take leave to 
doubt his possession of the necessary tactus eru - 
ditus. Again, supposing this urethra is a flexible 
passage lined by mucous membrane which may 
from various causes become acutely inflamed, that 
inflammation may, of course, cause a certain 
swelling and narrowing of the passage, just as the 
Eustachian tube, for instance, is narrowed by a 
swelling of its membrane, and there may be a cer¬ 
tain amount of impediment to the flow of urine 
outwards, and also, it may be, to the entrance of 
an instrument, or the passage of fluid from without 
inwards. In that case you might in some measure 
be justified in talking of “ a stricture but that is 
not what is meant by the term here. A stricture, 
properly so called, is some permanent organic 
change in the wall of the passage which prevents 
its dilatation. 

This organic change is produced in the following 
way. The patient gets an inflammation in the 
urethra in one of a variety of ways. A blow in 
the perineum may induce it; or it may be set up 
by gonorrhoea, that is the inflammation from 
inoculation of the gonococcus of Neisser; or, it 
may be set up by any form of septic inoculation, 
that is, it is quite possible that urethritis may be 
excited by other septic organisms gaining entrance 
into the passage, as, for instance, during contact 
with persons of the other sex who are suffering 
from leucorrhoea. At all events, any of these 
forms of inflammation may lead to exudation of 
lymph at one or other spot in the urethral tract, 
where it may collect in the submucous tissue, and 
form a layer more or less thick. This is some¬ 
times very trifling, but in other cases it may be 
exceedingly abundant, and form a deposit extending 
over an inch or two of the urethra. As this in¬ 
flammatory material in the submucous tissue of 
the latter undergoes organization into fibrous tissue, 
it, of course, prevents the slit from dilating every 
time the passage is used. The duration of natural 
dilatation is, as I said, very short, about three 
minutes out of the twenty-four hours, so that, 
practically, the exuded lymph has the chance of 
steady uninterrupted organization. Having thus 
developed into fibrous tissue round the urethra in 
the collapsed condition, it forms a ring surround¬ 
ing the passage when at its smallest calibre. The 


contraction of this^fibrous tissue reduces the 
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calibre still further, until Anally, in some cases, a 
stricture is produced which will hardly admit of 
the passage of an ordinary pin. Here is an ex¬ 
ceedingly fine bougie, hardly thicker than a horse¬ 
hair, and even this will not go through some 
strictures, the contraction of the exuded and 
organized material round the urethra being suffi¬ 
cient to almost completely close it. But re¬ 
member, that it never is actually completely closed, 
the reason being that it is still lined with mucous 
membrane, and mucous membrane will not adhere 
to mucous membrane as long as it is mucous 
membrane. 

There are other varieties of this organic stricture 
which must be borne in mind. An ulcer may be 
set up in the urethra. Now, an ulcer does not 
usually follow the gonorrhoeal process. Gonor¬ 
rhoeal poison, pure and simple, deposited on 
mucous membrane, does not produce ulceration 
there ; it gives rise to catarrhal inflammation.; but 
if that poison is accompanied with other pus- 
producing organisms, as is often the case, 
destruction of tissue may ensue. If such ulcera¬ 
tion be extensive it may implicate the whole 
circumference of the urethra; and it is quite con¬ 
ceivable that it may produce an exceedingly tight 
stricture; but, curiously enough, it does not, so 
far as we know, produce a complete obliteration or 
atresia of the urethra. Such ulcers can be seen 
in the urethra with the endoscope as raw patches. 
Sometimes, too, ulcers on opposite sides of the 
urethra adhere, and as the urethra stretches during 
micturition the lymph between the two surfaces is 
drawn out, being relaxed when the urethra col¬ 
lapses. In this way a stricture is produced which 
is known as the “ bridle stricture.” It is not easy 
to diagnose this during life, but it is often found 
on post mortem examinations. 

The extent of the inflammatory deposit round 
the urethra which produces stricture varies con¬ 
siderably in different cases. Sometimes it is only 
a little ring of fibrous tissue like a thread; in 
other cases it is like a broad band extending, it 
may be, for half an inch or an inch and a half 
along the passage, narrowing it all round for that 
distance; in others, again, it is a material de¬ 
posited only on one side of the urethra, which, as 
it shrinks, twists the latter into a zigzag. You can 
thus imagine a great many varieties of narrowing 
produced, but always in the same way, primarily. 

The usual situation for the stricture which 
follows gonorrhoea, as in this particular case, is 


about five inches down the urethra. It is not 
very easy to account for this, as that brings you 
to the widest part of the passage. There is no 
organic stricture in the prostatic portion. It is 
only when you are in front of the membranous 
portion that you get to the region which is likely 
to be affected by organic stricture ; and then this 
process of narrowing may affect the tube any¬ 
where between the membranous portion and the 
meatus externus, but, commonly, it is in the 
bulbous portion. Sometimes that is the only 
place where there is a stricture; in other cases 
there are two or even three strictures in front of 
that again. Very often there is only a stricture at 
the orifice or just inside it, where, curiously 
enough, the urethra is again dilated normally. 

In this man’s case there were two attacks of 
gonorrhoea; but neither of them, he says, were 
very severe, and neither was treated very 
heroically, so that we cannot attribute his con¬ 
dition to any excessive inflammation set up 
during the treatment. Patients, I may tell you, 
are very apt to throw the blame for their stricture 
on their medical man. It is natural to throw the 
blame on somebody else under these particular 
circumstances. They often put it down, there¬ 
fore, to the way their doctors treated them with 
strong injections. In this case, however, there 
were no strong injections used. The attacks 
were mild to begin with, and were treated with 
mild remedies. In fact, the probability is that 
they were so mild at the lime that the man 
neglected them, and allowed a condition which 
might have left nothing at all in the shape of 
inflammatory material in the submucous tissue, if 
attended to, to go on until the chronic inflamma¬ 
tion there had piled up a quantity of plastic 
material which subsequently contracted. A very 
great number of people, you may take it, who are 
the subjects of gonorrhoea, do not have strictures. 
If they are careful and the condition is treated 
rapidly they are not more liable to have a 
stricture in this than in any other of the mucous 
tracts in the body. Thus the repeated colds in 
the head which many people have, if attended to, 
rapidly subside, and do not leave much thickening 
of the mucous membrane of the nose. The 
Eustachian tube, too, is frequently attacked with 
passing catarrhs which do not leave any constric¬ 
tion. The same may be said of the (esophagus 
and vagina. It is when these things are neglected 
that the inflammatory material becomes heaped up 
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in the submucous tissue, and subsequently leads 
to contraction. 

Symptoms. 

The symptoms of stricture I would ask you to 
bear in mind. The first thing that the patient 
notices is probably that he is passing water more 
frequently than he ought to. As a rule, a healthy 
man will pass water three or four times a day. 
He does not feel any call in average weather to 
pass it oftener. (Of course, if he is out in the 
cold, or is taking food or drink likely to produce 
very acid urine, he may require to do so more 
frequently.) The patient with stricture, however, 
in whom the narrowing is beginning to give trouble, 
notices that he is called to micturate much more 
frequently in the course of the day, until, finally, 
when the stricture is close and tight he has a con¬ 
stant desire. 

Next he notices the stream is getting thinner, 
and does not pass so straight as usual. It comes 
out very often with good force, but twisted and 
forked. 

Then he notices frequently that he has some 
pain while making water produced by the straining 
on the tightened portion of the urethra. 

Very frequently he will notice that the first 
urine he passes contains some turbid material, 
some muco-pus while (I am talking of uncom¬ 
plicated cases, of course), after the first few 
drachms, it will come away quite clear and 
forcibly. Again, he may notice at the first a little 
trace of blood, which being washed away allows 
the rest of the urine to flow quite clear. 

These symptoms lead him to suspect there is 
something wrong with his urethra, and he comes 
to you. After hearing his story you come to the 
conclusion that he probably has stricture. You 
are, however, not perfectly certain as to the exist¬ 
ence of or the seat of the latter, or its shape, or 
the number of narrowings present, until you pass 
an instrument. In doing that you should be 
careful to use a large instrument first, and a 
bulbous one is to be preferred for this first ex¬ 
amination, with a calibre of from 8 to 10. This 
enables you to detect any narrowing of the urethra 
very easily, however slight that narrowing may be. 
With it you may detect at one place a constriction 
which is just perceptible, while further along the 
tract the instrument jams, generally about the 
bulbous portion of the urethra. Having found 
out the position of the stricture in this way, by 
running your finger along the course of the urethra 


outside you will likely make out some thickening 
at a corresponding point to that at which the 
instrument was intercepted in its passage along 
the tract, and along with this there may possibly 
be a little tenderness. 

The next thing to ascertain is the calibre of the 
passage. To do that you employ instruments of 
the size you used in the first examination,—*>., 
with a calibre of 8 to 1 o gradually diminishing. Soft 
instruments should be preferred, and it is better 
to use a catheter than a bougie. This latter point 
should be especially attended to if you are only at 
the beginning of your experience, as you want to 
have that—I was going to say enjoyable—con¬ 
viction as soon as possible, that you have entered 
the bladder. If the patient has been suffering 
pain and you have been using force you are afraid 
of finding your way out of the urethra into the 
surrounding tissues. In using a bougie you can 
have no assurance that this has not taken place; 
while the appearance of a few drops of urine 
through a catheter at once relieves you of any 
doubt that you have reached the bladder, A well- 
made catheter, too, is really as efficient in finding 
out the seat of a stricture as a bougie. Catheters 
are more expensive and more easily deranged, 
therefore, when we acquire a certain amount 
of skill, we use bougies. But the fact that the 
bougie is more rigid ought not to recommend its 
use; because with the soft catheter you ought to 
be able to find out what you want. If you have 
to use rigid instruments it means force. Take the 
diminishing instruments then until you find one 
has gone through. It may only take a minute or 
two; it may take half an hour: it takes an un¬ 
skilful man a couple of hours sometimes to get 
one in. With a well-oiled and a well-made in¬ 
strument it is the first five minutes that determine 
the whole thing. If you go the right way about 
it you will probably succeed in that time; if you 
do not you begin to doubt whether you will ever 
get in. It is best to commence with an instrument 
which is quite straight except just at the point. 
The only way to get into the stricture at all in 
some cases is to use such an instrument. The 
point is sure to have a certain amount of bend in 
it, sufficient, at all events, for you by a rotatory 
movement to direct it to different parts of the 
urethra so that the moment you come opposite the 
opening it will slide in. The opening, remember, 
is not always in the middle line, and you have to 
go round the urethra searching for it. 
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Having found the stricture, what are you to do ? 
You may employ any of several modes of treat¬ 
ment. You may use what is spoken of as 
“gradual dilatation,” as I did at first in this 
case. That is tedious, but very often quite effec¬ 
tual. It consists in the passage of successive 
instruments of increasing calibre day by day. To 
this, however, there is the drawback that although 
you may be able to get in one day you may not 
succeed the next; and thus there may be loss of 
time. Besides, as in this case, although the stric¬ 
ture was easy to dilate it almost immediately con¬ 
tracted again, being, as it is called, a “ resilient ” 
stricture. It is, however, very safe; and many 
patients prefer to have the loss of time for the sake 
of safety. 

There is also the method of " continuous dilata¬ 
tion.” In this an instrument is passed, say the 
smallest you have, and is immediately tied in, and 
left for twenty-four hours. The patient passes his 
water past it. At the end of that time you replace 
it by a bougie, say twice its size, and you are as¬ 
tonished to find that it goes in with the most 
perfect ease. This is continued for several days. 
The explanation of the small instrument producing 
a dilatation larger than its own actual size is pro¬ 
bably that as it lies in the bladder it creates a 
track for the urine which, forcing its way past the 
stricture, dilates it, while the pressure it maintains 
on the inflammatory exudation is supposed to en¬ 
courage absorption. Whether the latter point is 
true or not, the passing of the urine, at all events, 
tends to stretch the urethra at the affected point. 
Besides, the instrument keeps the urethra straight. 
Whatever the explanation of its action this con¬ 
tinuous dilatation method is very effective. It 
also takes time, however, and also fails with 
“ resilient ” cases like the one before us. 

A third form of treatment is that of forcible 
stretching. This can be carried out in two or 
three different ways. The gentlest way of all is 
by means of the graduated steel sounds of Sir 
Joseph Lister. These, introduced years ago, have 
proved of the very greatest value. Running from 
the smallest English size, No. i, to No. 12, they 
are so constructed that each instrument, small at 
the point, represents, three inches up, a calibre 
three times as great. The theory upon which you 
employ these instruments is, that having slipped 
them through the stricture the latter closes on the 
shallow part behind the point, but being gradually 
insinuated further the instrument slowly dilates the 


narrowed part three sizes. If you feel that you 
have done it easily, without pain to the patient, 
you may go on with another instrument, and again 
another, so that, in this way, in the course of a few 
minutes you may dilate the urethra from a calibre 
of 1, to 6 or 7. You must, however, be exceed¬ 
ingly cautious. With the small numbers, unless 
you are deft, indeed, you may do serious damage, 
and it is better not to push the dilatation too far 
all at once. You may call this gradual dilatation ; 
but not to confound it with the other methods of 
stretching with soft instruments, it is better to 
speak of it as forcible dilatation, but of a very 
gentle kind. 

Then there are other instruments for stretching 
the urethra. For instance, here is Holt’s dilator 
which is worked in a somewhat different manner. 
This will not go through a stricture unless the 
latter is open enough to take its free end. By 
gently insinuating the latter, it is passed through 
the stricture which grasps it tightly. It consists 
of two hollow blades and a central stem soldered 
on the end. Between these two blades is a tra¬ 
veller which takes the stem in its centre, so that it 
is kept exactly between the blades of the instru¬ 
ment. As it goes down it dilates the blade, and 
so tears the stricture. The rupture is often ex¬ 
tensive enough to admit of the passage of a No. 
12 instrument. This is decidedly forcible dilata¬ 
tion, and sometimes the tearing process is very 
severe indeed, and patients have had very serious 
sequelae from the use of this instrument, which 
was very fashionable some years ago. Better 
methods of stretching have since been introduced, 
doing much less damage, and constructed on a far 
better principle. There are many other forms of 
dilators, but I need not describe them ; they all act 
on the principle of getting into the stricture and 
bursting it. 

Another method of dealing with stricture is now¬ 
adays far more in vogue than any of the others, 
viz., cutting the narrowing medium. Remember 
this point—the point on which Sir Henry Thompson 
used to lay such stress here years ago—that once 
a man has a narrowing—an organic stricture from 
inflammatory tissue poured out round the urethra— 
he has always that tissue there; it never goes away. 
If you have a scar on your hand or face, that scar 
remains for ever; there is no escaping it; there it 
is. If you get inflammatory tissue round the 
urethra, there it remains. Now the bursting of a 


stricture may tear through this, and you may have 
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new tissue forming a new scar; but the bursting 
force is usually so violent that the inflammatory 
process set up by it causes a great deposit of 
lymph, and the new scar is very nearly as bad as 
the old. But what happens when you cut a 
stricture ? Supposing you have taken the pains to 
cleanse the urethra beforehand and make it aseptic, 
used perfectly clean instruments, and thereafter 
thoroughly cleaned the passage, and you then 
divide the stricture, the new fibrous tissue which 
is springy shrinks away from the cut, and a more or 
less gaping wound is left, which fills up with new 
cicatricial tissue. But it is a cicatrix formed under 
totally different conditions to the original one. 
The first fibrous tissue deposited around the 
urethra was formed under a condition of chronic 
inflammation; there was, therefore, a quantity of 
material thrown out. The inflammation lasted for 
days, or weeks, or, perhaps, even for months, so that 
a very considerable amount was formed, and a very 
great deal of shrinking took place. But if you 
make a clean aseptic cut through that tissue, and it 
heals rapidly, the amount of plastic material exuded 
is comparatively small, and the healing has taken 
place with a minimum of vascular excitement; 
consequently the new tissue has not such a tendency 
to shrink, and is very much softer. We all know 
the difference between a scar formed after suppura¬ 
tion, and one formed after union by first intention ; 
the one is hard and gristly, the other soft and 
pliable. When we cut a stricture under aseptic 
conditions, therefore, we do far more than when we 
tear the morbid material across. The cutting 
method has consequently come very much into 
vogue of late both on practical and theoretical 
grounds. 

It would, I think, weary you to tell you of all 
the instruments devised for dividing strictures. 
The one we use most in this hospital is this 
modification of Dr. Otis’s, the American surgeon, 
who some years ago brought out a very admirable 
kind of urethrotome. It had some small defects 
in it which were remedied by my late colleague, 
Mr. Berkeley Hill, so that the instrument we use 
here has frequently been called Hill’s urethrotome. 
I do not think that is quite fair. Mr. Hill, himself 
the fairest of men, would not have thought it so, 
but would have called it Dr. Otis’s urethrotome 
with modifications by himself. Its principle is 
that, first of all, it cuts, unlike Thompson’s, from 
before backwards. The advantage of this is that 
if you have to get an instrument through a stricture 


so as to cut it from behind forwards, you are 
limited in the number of strictures upon which 
you can operate, as many require operative treat¬ 
ment through which you could not get an instru¬ 
ment large enough to conceal a cutting blade, and 
the smallest Thompson’s urethrotome you could 
use had necessarily to be at least the size of a 
No. 6 English catheter in order to carry a blade 
worth anything. With this modified Otis urethro¬ 
tome you go through the narrow part while cutting 
from before backwards, and you can therefore 
treat the most contracted stricture. The first 
principle of the Otis urethrotome is that the fine 
filiform bougie which you use for finding out the 
stricture in the first instance, becomes at once 
your guide through it. Here is a fine, No. £ I 
suppose, English bougie, the ability to pass which 
through the stricture would make you positive you 
could cut it. You pass it into the urethra into the 
bladder. As soon as you feel that it is going on 
into the latter, you are ready to cut. You push 
it down until it has almost vanished in the urethra; 
and you find that at its blunt end there is a little 
screw on a steel cap, by means of which you fix it 
into the end of the urethrotome, which then 
becomes part of the bougie, and being pushed on 
must go through the stricture. In that way the 
fine point of the urethrotome is got into the 
narrowest part of the urethra. This instrument 
consists of two blades of triangular cross-section, 
the base being turned towards the centre of the 
instrument. These blades are made of steel, and 
can be separated to any extent practically. Between 
them there passes the dilator, which has a slot on 
each side into which the railway lines fit, so that 
once engaged between them it cannot leave the 
slots. Concealed in this central pointed and 
wedged-shaped body is a steel blade, capable of 
being thrust forwards and cutting upon one surface 
only. When it is thrust out by the thumb on the 
haft, of course it comes against the stricture. As 
it retires again by a spring action you push the 
wedge a little further, and you can thus cut again 
and again. It is used in this way: when the 
instrument has been passed well through the 
stricture the two blades are tightly embraced by 
the latter, and thus when the wedge is pushed 
down it, you feel a strong resistance. The blade 
is then slightly protruded and cuts the stricture. 
The wedge is then passed a little further. If it 
passes freely so much the better; if not, the blade 
is again thrust forward. 
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The advantage of this instrument, besides passing 
through the stricture and following the filiform 
bougie, is that it stretches the material at the 
moment it is being cut, and that material only is 
divided. Now, with Civiale’s, Thompson’s, and 
Maisonneuve’s urethrotomes there was no way of 
guarding against having a long incision in the 
urethra. The blade was thrust out, and scored 
the urethra as far as the instrument was withdrawn, 
and the stricture was not put on the stretch any 
more than any other part of the urethra. With 
this instrument you limit the cut exactly to the 
narrowed portion of canal. There ought also to 
be with the instrument a scale to indicate to what 
extent the blades are dilated. But there are 
several sizes, and this is not always necessary. 
Its use is a very effectual way of dealing with 
stricture. You leave a clean cut on the floor or 
the roof of the urethra—usually the floor is chosen; 
after that, healing takes place without much 
inflammation, and the scar that is left is soft and 
can be easily stretched in the further process of 
healing. You must remember that the urethra is 
collapsed all the twenty-four hours minus three 
minutes, and in cases of stricture you must occa¬ 
sionally dilate it to accustom it to the larger 
calibre it is going to have in the future; but not 
at first; after cutting, leave it quite quiet. Imme¬ 
diately after the operation, pass in a perfectly clean 
catheter and draw off the urine; then tell the 
patient to hold his water as long as he can, so as 
to leave the wound in the urethra perfectly un¬ 
disturbed, to get through the first stage of healing 
without being covered with urine. At the end of 
that time, when the patient is beginning to feel a 
call of nature, perhaps eight or ten hours after¬ 
wards, it is better to take a perfectly clean silver 
catheter and draw off his water, so that the urine 
shall not come down that clean urethra and 
possibly decompose and irritate the wound. At 
the end of eight or ten hours more you may do it 
again. After that the patient may sit in a bath of 
hot water, and pass his urine. It so happens that 
this patient from the first emptied his bladder 
naturally. My house-surgeon, Mr. Lister, put 
him into a bath and asked him to do so. This 
was accomplished without the slightest pain, due 
possibly to the fact that we were dealing here with 
a young man who was otherwise perfectly healthy. 

In such a case you have clean urine from sound 
kidneys and a clean bladder; the fluid was not 
therefore decomposed, and was non-irritating. If 


your patient has cystitis with his stricture, which is 
very often the case, and the urine is foul, on no 
account must he be allowed to pass his water over 
the fresh cut, otherwise it is certain to be irritated. 
If by ill luck he should feel a call when you are 
not by and he is obliged to let out his water, you 
had better wash out his urethra afterwards with 
Boracic Lotion or some other germicide, because 
you want a scar formed with a minimum amount 
of inflammation. We took special pains with this 
man, washing his urethra out before and after 
the operation, and every time an instrument has 
been used since. He has not had a single bad 
symptom. I wish we could say that of all our 
cases; but it is very common indeed after doing 
an internal urethrotomy, to find the patient very ill 
for a time. A rigor frequently occurs, and often 
there is a good deal of urethritis. In former days 
such cases often became generally septic; but if 
you are careful to cleanse the urethra and the 
instruments, and to keep the patient warm and 
free from over-stimulating food, you will probably 
find the majority of cases go as straight as this 
man’s. It is not uncommon to see the temperature 
go up the night after the operation ; but this man 
has had no rise of temperature at all. He will 
probably remain in hospital for but a day or two, 
and then go away with injunctions to come back 
from time to time and have an instrument passed. 
I have very little doubt that his condition, if not 
perfect as to his urethra, is greatly improved by 
what we have done. 


Treatment of Gonorrhoea. —Dr. W. S. James 
recommends {Inter. Jour, of Surgery .— West. Med* 
Rep.) the following injection, which has given 
excellent results in a case of chronic gonorrhoea, 
where sulphate of zinc, nitrate of silver, and 
bichloride of mercury had proved inefficient* 
He has obtained equally favourable results in the 
acute form of this disease:— 

R Boracic Acid . 3 iss 

Tincture of Iodine ... 7 >ij 

Glycerine ... . 3 j 

Distilled Water ... q. s. ad 5iv 
Sig.: To be used as an injection morning and 
night. 


Haemorrhoids when prolapsed and inflamed, 
and operation is refused, paint daily with tincture 
of iodine.—(I vanoff, Med. Rec.) 
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CLINICAL NOTES. 

(Specially reported for The Clinical Journal. Revised 
by the Author.) 

-*- 

WITH HR. HUTCHINSON AT 
THE CLINICAL MUSEUM, APRIL 17,1894. 


The following notes describe some of the more 
important cases which attended for demonstration 
on Tuesday, April 17th:— 

Palmar and Plantar Psoriasis (Ichthyosis?) 
in a Child.—Dry and cracked palms and 
soles in a young child (Mr. Hitchins).* 

The patient, a girl of 5, had the whole of the 
palmar aspects of the hands and digits slightly red, 
thick, and peeling. The soles of her feet were in 
a similar condition, with the exception that the 
skin was supple and healthy under the arch, where 
it was exempt from pressure. The child was florid 
and in perfect health, and there was no tendency 
to ichthyosis on any other part. The mother 
stated that the conditions were not congenital, and 
had not been observed until two years of age. 

Remarks .—Persisting affections of the palms and 
soles in children are almost unknown excepting in 
association with ichthyosis. We must, having 
regard to the child’s perfect health, consider this 
case as allied to ichthyosis. No doubt the child 
was born with a peculiarity in the structure of the 
skin, which rendered it less capable than usual of 
resisting the effects of mechanical irritation ; thus, 
when the child began to walk and to handle toys, 
the skin revealed its defective organization by 
passing into a condition of chronic inflammation. 
In this respect we have a parallel with certain 
other well-known types of disease, such as retinitis 
pigmentosa, Kaposi’s disease, and many others in 
which nothing is to be observed at the time of 
birth, but in which exposure to light, sun, etc., at 
once brings on a peculiar form of degeneration of 
tissue. 

Annually recurrent Herpes on the Cheek 
(Mr. Hitchins). 

A group of herpetic vesicles arranged like 
zoster occupied the lower part of the left cheek, 
nearly touching the angle of the mouth ; close 

* Where a name is mentioned it is that of the Surgeon 
who brought the case for demonstration. The description 
and the remarks are in all cases by Mr. Hutchinson. 


above them was a group of scars, which looked 
as if caused by a previous attack of herpes. 
The patient was a woman, aged 25, who gave a 
history of three attacks in three successive years. 
Each had occurred at the same season. The 
present attack was in its fourth day. She knew 
nothing of the history of what had caused the 
scars; they had been there, she said, as long as 
she could remember. She appeared to be in good 
health, but there was a possibility of her having 
suffered from syphilis. 

Remarks .—One of the questions is as to no¬ 
menclature, whether we should regard this as a 
case of febrile, i.e., catarrhal herpes, or of a form of 
zoster. There is a group of cases of what we may 
call “recurring herpes” which,perhaps,stands mid¬ 
way between the two type forms—it is never seen 
on the sides of the trunk, where typical zoster is 
most common, but occurs on the cheeks, neck, or 
buttocks; it is much less painful than true zoster, 
but it is arranged in the corymbiform manner, and 
is usually at some distance from the lips, genitals, 
etc., where symptomatic or febrile herpes is usually 
seen. It is often the fact that the subjects have 
had syphilis, and sometimes, as has been noticed 
by Dr. Buzzard, they are suffering from tabes. 
The intervals between the attacks vary much, from 
a few weeks to a year or more. Arsenic, so long 
as it is continued, usually prevents recurrence. 
In the present instance the group of scars 
probably represents a severe attack in early 
childhood. 


Hair-growing Mole on the Face. 

A girl, aged 10, had a thick mole deeply pig¬ 
mented and covered with hair which involved 
nearly the whole of her left cheek. By the side 
of the patient was placed her photograph, taken 
seven years ago, before treatment. It illustrated the 
results obtained by the use of the actual cautery. 
The greater part of the mole had been destroyed, 
and a scar quite free from hairs had taken its 
place: the cautery had been used three times at 
intervals of six months. It is proposed to complete 
the cure by the same method. A drawing showing 
the good results of the cautery treatment in cases 
of vascular naevus was exhibited. 

Remarks .—In the use of the actual cautery for 
the cure of naevus or thick moles it is necessary to 
warn the patient’s parents beforehand that many 
operations, extending over a long period, will be 
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necessary. The essential point is not to attempt 
too much at one time. If the cautery is used too 
vigorously contraction of the scar, or even keloid 
induration, may easily result. 


Spondylitis Deformans (Dr. Stocker, of 
Forest Gate). 

This patient offered a splendid example of this 
remarkable condition. His back was bowed and 
head bent forward, so that he was always looking 
to the ground. So far as could be ascertained, 
his whole spinal column was one piece of bone; 
he could neither nod nor move his head from side 
to side. His right scaptfla appeared to be quite 
fixed, and the left was almost so. Although his 
shoulder joints were free from disease, the fixation 
of his scapulae made the movements of his upper 
extremities very restricted. All the ribs were 
ankylosed and respiration was wholly abdominal. 
No stiffness or rheumatoid changes could be 
discovered in any of the joints of the- limbs. 
The patient, who was a healthy-looking man of 
37, denied having ever had gonorrhoea, thus ex¬ 
cluding the suggestion of gonorrhoeal rheumatism. 
His illness had begun about four years ago. He 
had been an inmate at St. Bartholomew’s, under 
the care of Dr. Andrew (October, 1889). He 
had never had rheumatic fever, and did not 
consider that he had been “ rheumatic” in any 
special degree. He had, however, had two attacks 
in his foot not unlike gout; his father had suffered 
from gout in the great toe more than once, and 
several relatives were believed to be subject to 
rheumatic gout. 

Remarks .—We have in this case a very remark¬ 
able instance of morbid changes of a constitutional 
kind, restricting themselves to a certain territory. 
Apparently all the joints of the man’s spine have 
become fixed, whilst all those of his limbs have 
escaped. His vertebrae, his ribs, even his scapulae 
are fixed. In other cases of ankylosing rheumatism 
we may find almost all the joints of the limbs 
stiffened, and those of the spine free. Clearly, 
there is some pathological law underlying these 
facts which we do not fully understand. As a 
practical observation, I may note that most of the 
cases of ankylosing rheumatic gout of limbs are, 
I think, in women, and those of spine in men. 
Spondylitis deformans is, in my experience, almost 
always a consequence of gonorrhoeal rheumatism, 
and the latter is in its turn an appanage of inherited 


gout. In the present case we have the gout 
history, but not that of gonorrhoea. The disease 
appears to have begun without any special exciting 
cause, tinless we may avail ourselves of the sug¬ 
gestion of a damp bed. Having once been set 
going, it has pursued its relentless course to the 
end which you have seen. My theory of osteitis 
deformans is that it is usually begun by an injury 
to one bone, and the periostitis thus caused 
supplies infective material, which attacks other 
bones and causes similar changes in them. Will 
you allow me to suggest a like hypothesis in the 
present case? It is the one by which, as you 
know, I try to explain a great number of chronic 
aggressive maladies. Spondylitis deformans is in 
the main an ossification of ligaments. Having 
begun in those of a vertebra, under the law of 
preference by which infective material selects 
structures closely similar to those in which it had 
its birth, it attacks subsequently those of the spinal 
column as a whole. The only alternative that 
can be suggested is that the changes are brought 
about by nervous influence, and this to me is 
more difficult of belief. 

[A good photograph from a specimen in the 
Dupuytren Museum, in Paris, was exhibited to 
illustrate this case. It shows the whole spine 
ankylosed.] 


Acquired Syphilis in the subject of 
Inherited Taint. 


A man, aged 25, presented the following indica¬ 
tions of inherited taint:—Evidences of past inter¬ 
stitial heratitis, scars at angles of mouth, sunken 
nose, and prominent frontal eminences. One of 
his brothers had suffered from chronic caries of 
one tibia, which had needed repeated scrapings. 
Thus the recognition of inherited taint seems con¬ 
clusive. Now this man, being at the time in 
apparently good health, contracted a chancre in 
March, 1893. He was told that it was “hard,” 
and it was attended by hard glands in the groins, 
which did not suppurate. He was treated by 
mercury, and subsequently, in consequence of 
pains in the bones, by iodide of potassium. He had 
sore throat, and lost his voice, but had no eruption. 
At the present time—a year after the chancre—he 
has symmetrical periosteal swellings of the meta¬ 
carpal bones of both little fingers, and in slight 
degree of several phalanges (syphilitic dactylitis). 
He has no other symptoms. 
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Remarks .—I do not think there is any doubt 
that in this case a young man, the subject of 
inherited taint, has had a specific chancre. As 
he has taken mercury from the beginning and 
continuously for nearly ten months, we cannot 
infer anything from the absence of secondary 
symptoms. He has had the “ suppression treat¬ 
ment,” and it has succeeded. The tendency to 
bone disease at so early a period is, however, 
remarkable, and we may suspect that the inherited 
taint has predisposed to it. This may not im¬ 
probably be the explanation of not a few cases in 
which tertiary symptoms occur very early. We 
must give iodide, for in some cases not only does 
mercury fail to prevent periostitis, but it appears 
to make it worse. [After a month’s treatment 
with iodides all traces of the nodes had dis¬ 
appeared. In further confirmation of the diagnosis 
of hereditary syphilis, I may say that on subsequent 
inquiry of Dr. Edmunds of the St. Thomas s 
Home, where the patient’s brother had been treated 
for bone disease some years ago, I learned that I 
had myself on that occasion seen the case, and 
after interrogating the father had arrived at a con¬ 
fident diagnosis of inherited taint.] 


Subcutaneous Naevus in the Neck (Dr. 

Busch, of the German Hospital). 

A girl, aged 15, had an ill-defined mass of 
considerable size in her right neck, under the body 
of jaw, and passing downwards and upwards. The 
skin over it was pigmented. It felt knotted and 
at parts adhered to the skin. It was believed to 
have been present from birth. Mr. Hutchinson 
stated that his diagnosis was a venous naevus, which 
had been partly obliterated. 


Ichthyosis Herpetiformis (Dr. Busch). 

The subject of this case was a girl of 17, who 
had formerly been under Mr. Howse’s care in 
Guy’s Hospital, and whose portrait is in the 
Museum of the Royal College of Surgeons. The 
ichthyosis was wholly unilateral, and involved the 
pectoral and axillary regions and inner side of the 
upper arm, passing down below the elbow. It 
displayed papillary growths varying in size at 
different regions, and black from dirt which it was 
impossible to wash off. Great benefit had been 
obtained by Mr. Howse’s operations (cutting away 
the papillae), but there was more to be done. 


Remarks .—We meet with the congenital defects 
in the formation of the skin known as ichthyosis 
under several different conditions. In the more 
common, the skin is affected generally and every¬ 
where. There is, however, another group of cases 
in which the changes occur in streaks, and often 
with very definite deviations from bilateral sym¬ 
metry. Of this we have numerous illustrations in 
the Museum, and several important examples of 
it have been produced at our demonstrations. 
This form is almost always attended by papillary 
growths. I have hitherto been in the habit of 
calling it “ ichthyosis in streaks,” and many years 
ago in describing such cases I suggested that the 
changes might be due to some intra-uterine malady 
analogous to herpes zoster. I now propose for it 
the convenient designation of ichthyosis herpeti¬ 
formis ; meaning by the adjective that the arrange¬ 
ment of the patches suggests nerve-distribution, 
and resembles that of herpes. It is to be noted, 
however, that although often strictly unilateral and 
in definite streaks, the groups of papillae are seldom 
arranged exactly according to the distribution of 
known nerves. This deviation from close similarity 
to herpes zoster may, however^ possibly be ex¬ 
plained by the fact that the disturbance of the 
nutrition of the skin occurs at an early period of 
foetal life, before the nerve structures have become 
developed according to their final plan. Be this 
as it may, the name will, I think, suggest a natural 
resemblance, and no more is intended. 


THERAPEUTICAL ROTES AND FORMULAS. 


The Treatment of Chronic Rheumatism.— 

Professor Dujardin-Beaumetz has recently delivered 
a lecture which is entitled “A Critical Examination 
of the Treatments of Chronic Rheumatism.” 

The maladies described as chronic rheumatism 
may be grouped under three heads: First, the 
rheumatism described in 1800 by Beauvais, 
characterized essentially by deformity of the 
articulations; this type is known as rheumatoid 
arthritis, or arthritis deformans. In the second 
group is included articular rheumatism of chronic 
course, which has succeeded usually an acute 
articular rheumatism. The third group consists of 
cases of the rheumatic diathesis. Here the rheu¬ 
matic poison manifests itself rarely in the joints, 
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but rather by muscular pains, neuralgias, con¬ 
gestions, etc. 

The treatment of these three types of diseases 
is essentially different. Thus, rheumatoid arthritis 
is a disorder of nutrition, degenerative rather than 
inflammatory, and dependent on impairment of 
proper nervous influence. Its course is pro¬ 
gressive ; it is never cured, and the most one can 
expect is to stop the onward march for a time. 
For this purpose, arsenic and iodine are the only 
drugs which seem to have any effect, and even these 
do not always accomplish their purpose. Iodine 
is best given in the form of an iodide, and not over 
fifteen grains a day are needed. Grasset thinks 
that bromine is also of service, and he gives a 
mixture containing, iodide of sodium, grains ij, 
bromide of sodium, grains iv, and chloride of 
sodium, grains viij. For the pains and acute 
exacerbations of the disease, phenacetin is useful. 
The diet should be rich and nutritive, and should 
contain meats, green vegetables, wines, and milk. 
At the same time external medication, in the shape 
of baths, electricity, and hydrotherapy, is indicated. 

In chronic rheumatism which follows the acute 
articular disorder, the course of the disease is 
different. Its progress is not steady, but by 
bounds, each fresh attack of acute rheumatism 
leaving further impress on the articulations. 
More can be done therapeutically for this affec¬ 
tion. Medically, the use of the salicylates is to be 
recommended, both to help the chronic and to 
ward off acute attacks. The secret of success in 
the medication of rheumatism lies in perseverance. 
The anti-rheumatics must be used persistently for 
many months. 

But the essential cure for chronic rheumatism 
lies, after all, in external measures. Of these the 
most important is massage, next electricity, while 
the water treatment can be effectively combined 
with the other measures. Naturally, the French 
speak of the springs of their own country, and of 
these, Dax, Aix, and Bourbonne are the best. As 
to food and drink, Dr. Beaumetz does not al¬ 
together forbid wines, but recommends a mixed 
diet with vegetables preponderating, the bowels are 
to be kept open with laxatives, and the kidneys 
kept active by diuretic drinks, such as milk, white 
wine, etc. 

In the third form of chronic rheumatism, the 
rheumatic diathesis, the treatment is essentially 
dietetic and hygienic. By means of the thermal 
waters and a careful alimentary hygiene, excellent 


results can be obtained. Salicylate of soda, 
asaprol, and phenacetin are useful in relieving 
pain. But it is warm bathing which seems to be 
especially efficacious. The results are due, it is 
now admitted, not to any special quality in the 
water, but simply because it is warm and abundant. 
As to the diet, it is necessary to avoid all ptomaine- 
producing foods as much as possible, and Beau¬ 
metz recommends approximately a vegetarian diet. 

{Med. Rec .) 


Disinfecting the Intestinal Tract.— Quite 
recently, Dr. Ernst Freund has succeeded in 
completely sterilizing the contents of the intestine 
by the administration of peppermint-oil, which is 
preferably exhibited in the form of the following 
capsules: menthol, gr. if; oil of sweet almonds, 
TTL 4-8; from 6 to 8 capsules in the twenty-four 
hours. The dose of menthol administered never 
exceeded fifteen minims in the cases in which this 
method of treatment was tried by Dr. Singer, and 
the author has never observed any unpleasant 
symptoms to follow the use of this remedy. The 
administration of purgatives with the same end in 
view, did not prove so satisfactory.— {Med. Rec.) 


Toothache.— 

ft Dry Alcoholic Extract Opium 

Camphor . aa 0.50 

Balsam Peru 

Mastic... ... ... aa 1.0 

Chloroform ... ... 10.0 

Introduced into the cavity it calms the pain at 
once.— (Journ . de Pharrn.) 


Gonorrhoea— 

ft Antipyrin ... ... gram. 10 

Bichloride of Mercury centig. 10 
Water ... ... gram. 1000 

Sig.: Inject and let remain in canal for half 
an hour.— (Watier, Med. Rec.) 

Correction. 

VoL III. page 408 —-The prescription for Chapped Hands 
should read 

Glycerine ... q.s. ad 5 j» not ad 3 j 
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A LECTURE 

ON THE 

THERAPEUTICS of HEART DISEASE 
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Course, April 4, 1894, 

By SEYMOUR TAYLOR, M.D. 

Gentlemen, —I make no apology for introducing 
the subject of heart disease to you to-day, since 
cases constantly occur to everyone in active prac¬ 
tice. If I may judge from my out-patient records, 
cases of heart disease, of one form or another, are, 
taken together, quite as numerous as any one of 
the more serious organic diseases. From a rough 
estimate of three different periods I have computed 
that ten per cent of my out-patients have come 
with heart disease. Hence it behoves us to have 
clear views as to diagnosis and treatment. 

At the onset, I may say that my remarks will not 
be limited entirely to the therapeutic side of the 
question ; but will include some suggestions which 
arise from pathological questions, and also some 
rules for dietary and regimen. And I regret that 
I shall be unable to put before you anything that 
has not been previously advanced by others. But 
I will endeavour to state the main facts which 
should guide us in the treatment of so important a 
subject as heart disease. 

In recent years the discovery of valvular disease 
of the heart in a patient has not led to the hope¬ 
less despair which once attached to that condition 
Cardiac disease is amenable to treatment, and in 
many instances patients can be so relieved that life 
is no longer a burden, nor is the sufferer a heavy 
charge on his friends, or on a charity. We must 
recognize the fact that in disease, Nature herself 
exerts efforts in the direction of repair, and we, by 
our art and science, can materially supplement such 
efforts. 

It is not enough nowadays to merely diagnose 
the rough existence of cardiac disease, and failure ; 
but we must know the precise character of each 
form of disease, and, what is equally important, 
estimate the compensatory conditions which Nature 
has produced in her reparative efforts. Each form 
Vol. IV., No. 3 . 


of cardiac disease has its signs, symptoms, and ap¬ 
propriate treatment. In one set of cases a certain 
line of treatment may be scientific and beneficial, 
in another it may be wrong, or even disastrous. 

In all cases of heart failure compensation is the 
desired end. If this be complete, the disease is 
practically for the time neutralized, although the 
causal condition is not cured. Compensation can 
be secured in a large percentage of cases, and 
hence, heart disease has not the gloomy outlook it 
once had. Further, should we be secure of our 
ground, it is well not to acquaint our patient with 
the worst prognostic features of his illness; but 
rather we should teach him to lose, or to forget his 
acquaintance with an enfeebled organ, whilst at the 
same time we lay down strict orders as to his mode 
of living. He may then easily fall into methods 
which prolong Jife, instead of moping along with a 
depressed nervous system, which in itself not in¬ 
frequently hastens the end. When compensation 
is secured it is well to leave off for a time the ad¬ 
ministration of cardiac tonics; otherwise they may 
do harm, and they elicit no response when they are 
subsequently urgently wanted. We do not spur a 
willing horse, and such a stimulus is almost useless 
in an exhausted one. Here, rest is the desirable 


treatment. 

Leyden points out three degrees of cardiac failure 
(1) in which only slight dyspnoea exists perhaps 
with occasional haemoptysis. In these cases the 
disorder demands a slight curtailment only of the 
heart strain which is usually tolerated by a healthy 
person: (2) those cases in which Nature’s com¬ 
pensation begins to fail, as shown by increasing 
dyspnoea and oedema. This usually yields to treat¬ 
ment, and therefore may be regarded as a temporary 
condition only; (3) those cases in which there is 
severe dropsy of the connective tissues together 
with a water-logged condition of lungs and liver, 
accompanied by urgent distress even on lying 
down. The dyspnoea may indeed often be more 
accentuated on lying down, owing to the pleural 
effusion overwhelming the upper part of the thorax. 
This condition may nevertheless be relieved by 
cardiac tonics. 

Keeping in view the fact that muscular compen¬ 
sation is the essential aim of our treatment, it will 
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occur to you, as it has occurred to me in a large 
series of cases, that our first step should be to im¬ 
prove the general health of our patients. 

It is of prime importance that the nutrition of 
the muscles, including the heart, should be strength¬ 
ened. For this end, iron, arsenic, quinine, and 
strychnia are useful; they may be considered as 
cardiac tonics of minor degree. 

Look at the anaemia of aortic incompetence. 
Here iron is at once a valuable and scientific 
therapeutic remedy. Consider a case of ordinary 
chlorotic anaemia. In this case likewise iron is 
essential; and whether the anaemic murmur is 
due to some qualitative change in the blood, or 
whether it is caused by some alteration in the tone 
of the vessels, or whether it is due, as many now 
think, to actual alteration in the valvular gateways, 
the murmur ultimately disappears under the in¬ 
fluence not only of ferruginous medicines, but also 
of the other tonics which I have named. In all 
cases, however, the course of iron should be a pro¬ 
longed one, and that preparation should be selected 
which causes the least disturbance of the digestive 
system. 

Another important factor in treatment is rest. 
You will easily recall to mind cases which have 
been admitted to the wards in an apparently critical 
and even hopeless condition, but which after a stay 
of six weeks, have been restored to comparative 
health and comfort. This amelioration has been 
brought about not so much by the influence of 
drugs as by effect of prolonged rest. We see parallel 
examples in the work performed by the horses 
which we drive. It is an axiom that a horse is 
capable of doing twenty miles a day for six con¬ 
secutive days, but it will not travel fifteen miles a 
day if worked continuously without a rest. The 
beneficial effect of a day in bed upon ordinary 
healthy but overworked individuals is marvellously 
good, and so much greater are the effects which 
are produced by prolonged rest upon heart sufferers. 
It frequently is enough to restore compensation 
even when there has been marked dyspnoea and 
dropsy, as there are during the period of rest no 
urgent demands on the diminished reserve of the 
heart’s force. 

I can only repeat that in valvular disease, our 
first object is to secure compensation. Our second 
end is to maintain it. These two desiderata may, 
in a large number of cases, be secured by the 
means I have spoken of, and without the adminis¬ 
tration of special cardiac medicines. 


All cases of organic heart disease may be divided 
into two large comprehensive groups, named re¬ 
spectively, primary and secondary. In primary 
heart disease the lesion consists either of valvular 
disorganization, or of muscular exhaustion from 
cardiac overwork and strain. Secondary heart 
disease is caused by plus tension consequent on 
disease of the kidneys and of the arterial system. 
In the first or primary group, digitalis, strophanthus, 
and other cardiac tonics are clearly indicated—each 
in its proper sphere; in the secondary group the 
administration of digitalis and like remedies is 
manifestly wrong treatment. Our aim should be 
to diminish the arterial tension and not to drive, 
with extra force, a column of blood through a nar¬ 
rowed vessel. We must treat the spasm of the 
arterioles first, and the heart incompetence after¬ 
wards. I have seen distressing symptoms produced 
by small doses of digitalis given to cases of Bright’s 
disease in which a mitral regurgitant murmur was 
probably produced by over-action of the left ven¬ 
tricle. 

It is now necessary to consider with more detail 
the various valvular lesions which occur, and the 
broad lines of their treatment. First, as regards 
mitral regurgitation. This form of disease is the 
one most frequently met with. Here the first signs 
of failure occur in the left ventricle, and it is the 
result of weakness of this chamber as well as its 
mechanism that we have to treat. It is necessary 
that ventricular hypertrophy should be secured, not 
only for the propulsion of a sufficient volume of 
blood in the system, but also to strengthen and 
narrow the mitral gateway so that its shortened 
curtains may approximately fit. In the early stages 
regulated exercise, a proper dietary and regimen 
are sufficient supplementary aids to Nature’s own 
efforts to relieve, and this rule especially applies to 
cases occurring in early life. Do not treat the lesion 
with specifics, but leave it alone until such period 
when failure begins to show itself. But there comes 
a time when the ventricle does fail; the relation¬ 
ship between the work which is in front, and the 
power which is behind becomes disturbed. The 
heart begins to beat feebly and quickly. Just as 
the steps of a runner who is becoming exhausted, 
become shorter and quicker, so in the heart, its 
failure is denoted by rapidity of action, and by im¬ 
perfectly performed functions. The rapidity is due 
to the stimulus of the blood, which, instead of 
being impelled onwards, remains behind to act 

upon the endocardial surface. There is conse- 
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qnently no interval of repose for the ventricle. It 
does not enjoy that recuperative period of early 
and mid diastole, which it should have in order to 
gather itself together for a better spring forward. 
If we can give or restore this period to die ven¬ 
tricle, therein lies our hope of relief. Digitalis, 
strophanthus, convallaria, and other heart tonics 
hold out such hopes. 

In mitral stenosis the balance of power must 
be shifted further back. The centripetal force of 
the cavities behind the obstruction must be not 
only maintained but augmented. If we had drugs 
which, in their actions, exerted special influence 
on only one cavity, one drug for this ventricle and 
another for that auricle, the treatment of heart 
failure would be indeed simple: but we have no 
remedy which exerts a hypertrophic influence on 
the right ventricle and left auricle, at the same 
time leaving die left ventricle ignored. Disease, 
however, will sometimes come to our aid, and in 
the chronic bronchitic and other pulmooary ail¬ 
ments ^rhich are apt to ensue, we find allies which 
may help us in the establishment of hypertrophy 
of the right ventricle. Paradoxical as this may 
appear, I nevertheless hold, and I shall refer to it 
when considering aortic insufficiency, that in some 
instances so-called complications are beneficial 
rather than otherwise; and I have observed good 
effects ensue in more than three cases of phthisis, 
complicated with mitral narrowing, which had been 
treated by residence in high altitudes. 

Afterwards, when the right ventricle becomes 
embarrassed and overloaded we must endeavour 
to relieve such difficulty by bleeding or purgation 
or both. 

In this last stage, cardiac tonics and alcoholic 
stimulants are wrong; as Broadbent has pointed 
out. We should relieve the congested venous 
system first by depletion, so as to afford the right 
side of the heart fuller scope for its action. It 
will occur to any one who considers the subject, 
that our great object is to maintain an equilibrium 
between the dynamics of the right side of the 
heart and the work which it has to perform. So 
that it is necessary not only to relieve the con¬ 
gested venous system, but also to diminish the 
actual bulk and quantity of the blood. This may 
in many cases be brought about not only by pur¬ 
gatives and bleedings, but also by reducing the 
quantity of fluids which the patient would wish to 
imbibe. As purgatives, nothing succeeds better 
than the sulphates of magnesia and potash. Com¬ 


pound jalap powder is also useful, and so k 
elaterium. The latter drug, however, must be 
given with care and circumspection, as it is a de¬ 
pressing remedy. Our richer patients derite 
benefit from prolonged courses of Carlsbad and 
Hombiirg waters. 

In aortic obstruction we have the least serious 
form of valvular disease, so far a* my observations 
and experience go. I know of at least six cases 
in whom aortic obstruction has existed for quite 
fifteen years, and in whom there is no distress 
and no sign of cardiac failure beyond what 
we should expect from the natural decay of the 
tissues. In these cases no active treatment k 
necessary. It is wrong to look upon them as 
confirmed invalids. The ventricle behind the ob¬ 
struction easily accommodates itself to the slight 
extra strain which is thrown upon it; and by 
exercise in moderation, by work which is not 
laborious, and by a restricted but sufficient dietary, 
a useful life may be prolonged to the allotted 
span. Further, by graduated exertion, ventricular 
hypertrophy may amount to such a healthy degree 
and remain at such a standard that even more 
violent strains can be endured, which if tried at 
the onset would cause distress, or even collapse. 

Aortic regurgitation is the most serious of all 
valvular lesions. It is urgent not only in itself as 
a disease, but it is serious, inasmuch as a pre¬ 
ponderance of cases occurs in men and women 
who are in the prime of life, and who have 
numerous and heavy responsibilities to bear. 
Here we have to endeavour to increase the 
muscular strength of the left ventricle; and 
nothing succeeds in this object better than iron, 
strychnia, and other tonics, supplemented by a 
diet of animal food. The diet sheet should be 
restricted to such articles of food as are allowed 
to an athlete who is training for a prolonged 
struggle. It is obvious that in this disorder one 
of two things must be done. Either we must 
diminish the amount of blood which has to be 
propelled into the aorta, in other words, lessen 
the work to be performed by the ventricle, or we 
must increase the cardiac energy itself. Now 
blood-letting is altogether unjustifiable, since the 
tissues, as it is, do not receive their proper 
modicum of blood pabulum. This will occur to 
you at once when you recall the blanched com¬ 
plexion and collapsing state of the capillaries 
which are diagnostic of the disease. Compen¬ 
sation is best secured by iron and arsenic:—give 
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a prolonged course of one or other drug, and 
gradually increase the doses. Occasionally they 
may, with advantage, be combined as the arseniate 
of iron in the form of a pill. 

There is an important clinical point in con¬ 
nection with aortic insufficiency to which I 
should like to draw your attention. I have long 
held that the dangers and discomforts of aortic 
regurgitation are in a great measure ameliorated 
when it is accompanied by mitral regurgitation. 
The refluent blood can then find its way back 
from an embarrassed ventricle, through a patent 
mitral orifice, into the accommodating pulmonary 
plexuses, and eventually into the liver. These 
organs act as sponges and so relieve the left 
ventricle from the terrible weight of the regurgitant 
column of blood. The forces of the enemy, re¬ 
gurgitation, are thus dispersed through at least 
two large organs and can then be attacked by 
drugs which act on the two different positions; 
and although it may be argued that our campaign 
has thus to be carried on over a large field, and 
our attack is at a corresponding disadvantage, the 
enemy is also at a similar disadvantage. The 
forces of regurgitation are not then borne by the 
one enfeebled and yielding ventricle, but the attack 
on the weakest point is dispersed by the very 
yielding of the mitral orifice,—a masterly retreat, 
as it were. 

. I know that this view is contested by many 
good authorities; but it is, on the other hand, 
upheld by Sir Michael Foster, and other clinicians 
of repute. Our adversaries say that the comfoTt 
which attends aortic regurgitation, when compli¬ 
cated by mitral insufficiency, is dearly bought at 
the expense of extensive dropsies and earlier 
death. My reply to this is that no physician can 
accurately measure the span of life in aortic re¬ 
gurgitation. We can give no approximate duration 
of it even. And if the double lesion brings with 
it a freedom from dyspnoea and discomfort, I, for 
one, would wish to have the double disease, rather 
than the single one. 

One series of cases will, I think, help to con¬ 
vince you on this point. Some years back, I 
showed in this theatre three cases of simple aortic 
regurgitation simultaneously with three others in 
whom the aortic lesion was complicated with mitral 
regurgitation. By the forgetfulness of the porter 
all six patients were allowed to walk upstairs 
instead of using the lift. Those with the double 
lesion performed the task with comparative ease, 


whilst those, in whom the mitral valve held com¬ 
petent, were so alarmingly distressed that they had 
to be retained in the hospital for some hours, and 
one had to be put to bed. 

The senile heart is a much more difficult sub¬ 
ject for treatment than we should, from a superficial 
glance, suppose. We see cases in which irregu¬ 
larity, intermission, and labouring heart work go 
on for years. And notwithstanding that, the vessels 
are tense and tortuous. There is not necessarily 
any valvular inflammation; but there is, as a rule, 
ventricular dilatation which allows of, and causes 
auriculo-ventricular overflow. 

In such cases the state of the tissues in general 
is a pretty fair index of the condition of the heart 
muscle, and these tissues tell us pretty plainly that 
we must not drive the cardiac machine at too 
high pressure; and so long as the pulse continues 
at a fairly normal frequency no tonics are required 
beyond iron and nux vomica. 

Afterwards I am in favour of caffein. As stated 
further on, it is not only a cardiac tonic, but it 
relieves capillary tension, a very desirable end in 
old patients. 

I show you a pulse tracing, in which the heart 
beats ran in triplets, with an intervening inter¬ 
mission. Regularity was completely restored by 
iron and nux vomica. 

Therapeutic remedies . There are many drugs 
which act as direct cardio-vascular tonics: and it 
now remains for me to briefly review the action 
and advantages of the principal ones. 

Digitalis is by far the best and most reliable. 
It is, when tested in a large series of cases, worth 
more than any other combination of drugs that I 
know of. When other medicines have been tried 
and found wanting, we revert to digitalis with 
some degree of confidence. But herein lie one or 
two points which require consideration. 

The personal factor is an important one in 
therapeutical practice. It frequently happens that, 
from some idiosyncrasy, digitalis does not succeed 
as well as some other remedy. We know that it 
is the drug which is required, but we are dis¬ 
appointed with it, as the symptoms do not yield. 
This is due to some personal peculiarity; the 
drug does not suit the individual; it is, to them as 
it were, a poison, even in small doses. We see 
similar inaptitudes to assimilate quinine, opium, or 
even tea and coffee. 

Again, there comes a period when digitalis, 

which may hitherto have suited the patient ad* 
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mirably, must be discontinued. The system refuses 
to respond to the stimulus, and ground is then lost 
unless we change to strophanthus or to some other 
cardiac tonic, which we may do with advantage. 
There is no rule as to how long digitalis should be 
given, except that the evidence afforded by the 
heart is the best guide. Some authorities assert 
that the drug should be given for not longer than 
ten consecutive days; but others that it may be 
administered for long periods in selected cases. 

What is the action of digitalis? It lessens the 
frequency of the heart beats, it increases the vigour 
of each individual systole, and it lengthens the 
diastolic pause. It is easily seen, therefore, that 
in some diseases it does an incalculable good; in 
others it may do harm. 

Its effect in diminishing the heart’s frequency of 
action, is beneficial in poverty of blood, indepen¬ 
dent of valve disease, as the accelerated action 
accompanying this condition would ultimately lead 
to dilatation from over-action, when attended by 
deficient supply of nutrition. It is equally ad¬ 
vantageous in cases of palpitation due to plethora 
and excess of blood nutriment. Here the palpita¬ 
tion, unless checked, would lead to hypertrophy. 

Besides diminishing the frequency of the heart’s 
beats, it increases their vigour, and therefore fills 
the arteries and pushes on the blood which has 
accumulated in the veins. It is hence specially 
indicated in failure from mitral regurgitation, 
as its primary action is on the capillaries, and its 
secondary action is on the heart. But in un¬ 
complicated aortic regurgitation I do not advise 
the use of the drug, since as it increases the 
length of the diastolic period, it allows so much 
longer time for the column of regurgitant blood 
from the aorta to exert a dilating and, therefore, 
baneful influence on the left ventricle. I can, in 
emphasis of this doctrine, relate to you the 
experience of a junior practitioner, who confesses 
that he had given digitalis in three cases of 
uncomplicated aortic disease, and in whom it 
caused disastrous effects in forty-eight hours. 
Other instances have since then occurred to my 
observation. On the other hand Professor Allbutt 
and other careful observers prescribe digitalis, when 
hypertrophy fails, and the pulse begins to quicken 
and become irregular, independently of the con¬ 
dition of the mitral valve. For myself, I can only 
repeat that it is not unaccompanied by danger, 
unless aortic regurgitation is supplemented by 
nutral regurgitation. Further, nearly all the 


authorities are agreed that digitalis must not be 
given in any lesion, during the early stages, when 
hjpertrophy and dilatation together make up a 
large and a strong ventricular cavity. 

As a last precaution in prescribing digitalis, let 
me remind you not to administer it on an empty 
stomach, as it may then produce nausea and 
vomiting. 

Strophanthus is another valuable and safe 
remedy. It is a cardiac tonic, a diuretic, and 
quickly relieves praecordial pain and dyspnoea. 
The tincture is the best preparation. It should be 
given in small (lUJj) doses, gradually increased and 
combined with stimulants and anti-spasmodics, 
such as ammonia and ether. It is a most useful 
drug in aortic regurgitation, as its power of 
lengthening diastole is not so great as digitalis, nor 
has it so marked a cumulative action; and any 
danger which may lurk in its administration, is 
considerably lessened by its combination with 
ether. 

Convallaria majalis is a simple cardiac tonic 
and a safe remedy. Its action is similar to that of 
digitalis, but not so marked. It causes slowing, 
and increases the force of the heart beats. But it 
will frequently be found, in lessening compensation, 
that each of the foregoing drugs individually fails, 
and disappoints us after a time. Then a combina¬ 
tion of all three often produces an effect little short 
of marvellous. Once or twice in recent years I 
have been called in consultation over cases of 
advanced mitral disease, in which central failure 
has shown itself by extensive dropsy of the limbs, 
oedema of the lungs and liver, and a general water¬ 
logged condition of the system. On inquiry of my 
colleagues in attendance as to the exhibition of 
digitalis, the reply has been, “He has had it.” 
A similar response has been given in the cases of 
strophanthus and convallaria. But they had not 
been given collectively—and when this was done, 
benefit speedily accrued to the patient, and credit 
to his medical advisers. 

If I may turn aside for a moment, I cannot too 
urgently impress on you that in most drugs there 
are properties which are special to the individual 
remedy, and which are not possessed by any of the 
others, and for that reason a combination of cardiac 
tonics often succeeds where the single drug, 
whether it be digitalis or strophanthus, fails. 
Further, if this be true, as I am assured myself it 
is, I am not in favour of prescribing digitalin, or 
the so-called active principle of any drug. I think 
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many of the valuable properties of the remedy are 
thrown away when we prescribe one alkaloid or one 
concentrated principle only. Try for yourselves 
the use of strychnia, and you will be surprised to 
observe the greater benefits which are derived from 
the corresponding dose of the nux vomica. 

Belladonna is of great service in cases where 
digitalis has disagreed. It lessens palpitation, 
diminishes the sensitiveness of the endocardium, 
and lessens the irritability of the stomach. As a 
local application it sensibly diminishes true 
cardialgia, and is also of great advantage, as is 
well known, in all cases of old pericarditis where 
dragging pain is a prominent symptom. It cannot 
be that the belladonna plaister affords such 
soothing relief as it does, from the mere mechanical 
effects of pressure only. 

Caffein is not only a heart tonic, but is also a 
valuable diuretic. It may be prescribed as the 
citrate (grij) by itself, or advantageously combined 
with the tincture of convallaria. One of its chief 
uses, however, is in the slow labouring heart of 
senility, as it somewhat accelerates the heart’s 
action, as well as invigorates the systole, and at 
the same time it diminishes the blood pressure. 

Strychnia , or better still the tincture of nux 
vomica, is a valuable cardiac stimulant Try for 
yourselves, you who are wearied and in a state of 
muscular flabbiness from overwork in London, I 
Say try on yourselves the effects of ten drop doses 
of the tincture three times a day for two weeks. 
Every muscular organization appears to respond to 
the drug, not only the voluntary muscles, but those 
which line tubes and ducts. The bowels are less 
sluggish, expectoration in the bronchitic is easier 
effected, and the pulse itself becomes fuller. But 
the remedy is especially useful when the right 
heart is failing and dilating in chronic bronchitis 
and emphysema. It is a powerful and valuable 
adjunct to digitalis. 

The advantages of iron and quinine have been, 
to my mind, somewhat overlooked by the pro¬ 
fession. They both increase the tone of the 
muscular fibres, not only of the ventricle walls, 
but of the vessels. 

In out-patient practice, I am in the habit of 
prescribing iron, or quinine, or both, much more 
frequently than digitalis. But then, of course, the 
bulk of out-patients with heart disease have it 
only in a mild form, with compensation well main¬ 
tained, or at least only slightly failing. And it is 
such cases which most frequently consult us:— 


cases who are not actually bed-ridden, but who 
desire to lead a useful, if restricted, life. 

The effects of these drugs are more than 
encouraging. I shall show you one or two cases 
in which iron has formed the chief, if not the only 
cardiac tonic. I prefer to keep digitalis and the like 
as reserves. 

As a rule, heart diseases are not very painful dis¬ 
orders. Still morphia, by its relieving the distress 
and sense of heart weariness in advanced disease, 
is a great boon; and is especially useful when 
digitalis is failing. Its use is not necessarily contra¬ 
indicated even in albuminuria, and usually the 
good axiom obtains “that the indications for 
morphia, as a rule, outweigh those against it” 

Alcohol is useful as a stimulant, but not as a 
cardiac tonic. That is to say, its influence is tem¬ 
porary and evanescent, and when given with a view 
to act on the heart it must be given continually, 
and often in increasing doses. 

The form of heart disorder in which it appears 
to be especially useful is that in which the ven¬ 
tricles are flabby, their cavities dilated, and the 
heart-thrust feeble. Such cases are seen in the 
last stages of mitral disease: in very chronic bron¬ 
chitis and asthma, and in senility. 

Alcohol is contra-indicated in those cases in 
which the heart’s action is strong yet irritable, and 
in which there is usually sleeplessness at night. 
The spirit which is often given to such sufferers as 
a “ night cap ” is better omitted. A basin of hot 
gruel or soup will just as readily produce sleep, as 
half the efficacy of the “ night cap ” lies in the 
warmth applied to the stomach. 

There is yet another drug which I venture to 
think may be unknown to some of you. That is 
the Prunus virginiana or American wild cherry. 

My attention was first called to it some years 
back by an article in one of the journals by Dr. 
Clifford Allbutt. I can reiterate all that he says 
in praise of the drug. It relieves the flagging and 
distended ventricle of the chronic bronchitic: it 
stimulates the flapping chambers of the anaemic, 
and it increases the muscular tone in subjects re¬ 
covering from fever and other exhausting diseases. 
It is also given with great advantage in the irritable 
“convulsive ” heart of the overworked man of feeble 
physique. 

It is especially useful in dilatation of the right 
heart, whether as a result of chronic bronchitis or 
of mitral stenosis. I use it more in private than in 
hospital practice; and perhaps no drug has brought 
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me so much credit. It is an excellent change or 
substitute for digitalis—but I do not mean to say 
that it can ever replace that drug. 

Finally, these heart tonics are not restricted in 
their actions to chronic diseases of the heart. They 
are one and all useful, each one in its proper place, 
in acute endocarditis. A heart beating rapidly is 
beating imperfectly; and the greater the rapidity 
during acute endocarditis the greater the chance of 
ultimate chronic valve disease. It is the constant 
- strain and blood pressure on a valve which causes 
granulations to form, as Sibson pointed out. In 
proof of this I must quote the mitral valve as 
evidence. That flap which is nearest to the aortic 
valve, and which acts as a curtain almost common 
to the two orifices, helping to close the mitral, and 
directing the blood towards the aorta, is always the 
first part of the mitral valve to be affected. It has 
the most work to do and the greatest strain to bear, 
and hence, if there is any sign of valvular change, 
we shall find it here, even if nowhere else. We 
can lessen these risks by rest, which is of course 
essential, and also by the various heart tonics. 

In concluding these somewhat disjointed re¬ 
marks, I would wish to advocate some remedies 
which are not strictly therapeutical. 

In all cases where we possibly can, let the com¬ 
pensatory hypertrophy come naturally, and without 
medicinal aid. Allow, and enjoin, even bodily 
exercise in moderation. We see the clerk with 
mitral regurgitation somewhat rapidly fall a victim, 
whilst the man employed in light manual labour 
drags on. 

Again, in the heart failure of old age, gentle 
exercise is beneficial. Irregularity of systolic force, 
and intermission of rhythm are often removed after 
a fairly long walk. But it is necessary that the 
heart and system generally should have sufficient 
recuperative powers left to respond to the stimulus 
of exercise. 

On the other hand, if dilatation, which is a 
retrograde step, must come, let it come gradually. 
It is the sudden change in the character of the 
walls and of the cubic dimensions of the ventricles 
which is fraught with danger. We can happily 
apply the break by ordering rest, a restricted 
dietary with diminished starchy constituents,.and 
by the-use of one or more of the cardiac tonics I 
have spoken of. 

Cold applied directly over the cardiac area is a 
stronger stimulus than one who has not tried it 
would imagine. I have seen in a case of advanced 


mitral stenosis, where the right Ventricle came 
close to the surface of the chest, ice-bags , relieve 
the dyspnoea in an astonishing way, chiefly by 
giving tone to the muscular contraction. Cold 
therefore to the central organ may be useful—as 
a rule it should not be applied to the periphery. 

Illustrative cases were then exhibited. 


TYPES OF IDIOCY AND 
IMBECILITY. 


BY 

FLETCHER BEACH, M.B., F.R.O.P. Lond., 
Physician to the West End Hospital for Diseases of the 
Nervous System, Paralysis, and Epilepsy; Honorary General 
Secretary Medico-Psychological Association; 
Formerly Medical Superintendent of the Darenth Asylum 
for Imbecile Children. 


Before proceeding to the immediate subject of 
this paper, it will be necessary to make a few 
remarks on the definition and classification of 
idiocy and imbecility. 

Idiocy has been defined as “ mental deficiency, 
depending upon imperfect development, or disease 
of the nervous system, dating from birth or from 
early infancy, previous to the evolution of the 
mental faculties.” Imbecility is a milder form of 
mental incapacity. While these definitions suffi¬ 
ciently designate the mental state which exists in 
each case, it must not be forgotten that certain 
physical characteristics are associated with both 
conditions, such as a slouching gait, dwarfish 
stature, wandering eye, abnormal head, and signs 
of the scrofulous cachexia. In fact, the presence 
of these and other conditions in association with 
fixed mental characteristics enable us to divide 
the cases which come before us into definite 
groups. 

Various systems of classification have been 
adopted. Some authors base theirs on the power 
of speech possessed; others classify according to 
the degree in which the reflex and volitional 
functions are manifested. My own is chiefly 
based upon certain characters existing in idiots 
and imbeciles, the system being one which I have 
found useful in demonstrating the disease to 
students. I classify under the headings of 
“congenital” and “acquired” idiocy and imbe¬ 
cility, including under the. former those cases 
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occurring at the time of birth, under the latter 
those supervening afterwards. The classification 
is as follows:— 

Idiocy and Imbecility. 

Congenital . 

(i) Simple congenital; (2) Microcephalic; (3) 
Hydrocephalic; (4) Scaphocephalic; (5) Paralytic; 
(6) Cretinism (sporadic and endemic). 

Acquired\ 

(1) Eclampsic; (2) Epileptic; (3) Hydro¬ 
cephalic; (4) Paralytic; (5) Inflammatory (a) 
Hypertrophic; (6) Traumatic; (7) Cretinism 
(endemic). 

It will not be out of place, before proceeding to 
describe types of idiocy and imbecility, to call 
attention to the points to be observed in diagnosing 
the disease. If we are called to a case which 
occurs in infancy, we should observe the shape, 
with regard to symmetry, of the head; it may be 
too small (microcephalic), too large (hydrocephalic 
or hypertrophic), obliquely twisted (plagiocephalic), 
keel shaped (scaphocephalic), or sugar loafed 
(oxycephalic); also the size, as heads below 17 
inches rarely show signs of much intelligence; 
whether there is inability to support it, so that it 
hangs back motionless; inability of the spine to 
support the body; any flaccidity of the limbs; 
any difficulty in swallowing the milk drawn from 
the breast; whether the infant is capable of grasp¬ 
ing one’s hand; whether any notice is taken of 
passing objects, and what capability of following 
with the eyes; any notice of sound ; any voice. 
The presence or absence of strabismus or nystag¬ 
mus should also be noted, as well as the distance 
between the eyes, these being too nearly approxi¬ 
mated in microcephalic and too widely separated 
in hydrocephalic cases. The position of the eyes, 
whether oblique or not, should be observed, the 
former condition being found in the Mongolian 
variety. The integument around them should be 
examined for epicanthic or semilunar folds of 
skin at the inner canthi; and the position of the 
ears, whether implanted far back or not, should be 
noted. Later on, we compare the child’s intellect 
with that of others of the same age; we observe 
the facial aspect, which is often of low type, and 
whether the fontanelles are closed; the shape of 
the palate, a highly arched or, on the other hand, 
an elongated one being found in these cases; the 
grasping power of the hand, which is often weak; 
the presence or absence of automatic movements, 


contractures, or spastic rigidity—these conditions 
being found in cases of low type; whether there is 
any flow of saliva from the mouth; the state of 
the circulation, which is often feeble; the amount 
of development of the senses; whether there is 
sluggishness of movement, or, on the other hand, 
constant excitement; the presence or absence of 
speech and of will; the presence or absence of 
epilepsy. 

Often the congenital cases can be distinguished 
by a small or badly shaped head, a shelving fore¬ 
head, a face of low type, a V-shaped palate, large 
ears implanted too far back, indistinct speech, and 
in very low types a flow of saliva from the mouth, 
and impassive, sluggish, or automatic movements. 
The non-congenital cases often have a bright 
expression, a head of good shape, well-made limbs, 
activity of movement, and fairly good speech. 
Many of these patients, however, cannot learn 
much, for the eye is perpetually wandering and 
the attention cannot be fixed. 


Simple Congenital Idiocy and Imbecility . 


By this term I mean that the patient was born 
an idiot or imbecile, without any obvious defect or 
abnormality of the head or limbs. This classifica¬ 
tion includes cases of a very low and some of a 
fairly high type. The following is a case illustrat¬ 
ing the first class:— 

B. B., a boy, aged 14, has a somewhat animal 
face, with pug nose, thick lips, and large ears. 
His head measures 19$ inches in circumference, 
and is narrow in front. There is a history of 
phthisis on both sides of the family, and his father 
is very nervous. On admission he was unable to 
speak or utter a sound. Circulation feeble, special 
senses defective, little power of observation or 
imitation; his attention could not be arrested 
except for a short time. Is very vicious and has 
occasional fits. After three years’ treatment his 
attention can be engaged for about five minutes. 
Can say " mother.” Tries to say 41 one” in 
counting. Is interested while at school, and has 
become less vicious and noisy. He cannot wash 
himself, but has learnt to feed himself; is usually 
clean in his habits. Little progress has been 
made, and we cannot expect much improvement. 
The fits which occurred in this case often super* 
vene in a patient of the congenital class while 
under treatment, no doubt owing to the fact that 
a slight irritation acting on a lowly organized and 
unstable brain will be sufficient to produce them. 


Digitized by 


oogie 



The Clinical Journal, <fco.J 


DR. BEACH—IDIOCY AND IMBECILITY. 


[May 16,1894. 45 


The above case and those which follow were under 
my care at the Darenth Asylum for Imbecile 
Children. 



Low Type Idiot. 


N. M., a girl, aged 11 years, is another case of 
low type. She is a fairly nourished child, with 
good use of her limbs, very dull in intellect, dirty 
in her habits, not subject to fits. She cannot 
speak, but makes a sound like “ ah.” She can 
eat with a spoon, but cannot wash, dress, or make 
herself useful. There is some power of observa¬ 
tion, but very little of imitation and attention. 
She does not know a single letter or colour. She 
has been under training for three years and has 
made absolutely no progress. 

Included under the head of congenital idiocy 
and imbecility are cases of the Mongolian variety, 
so called from the similarity in their facial cha¬ 
racteristics to the Chinese. They are often the 
last born of a long family, and sometimes have a 
phthisical family history. The chief signs of this 
type are shortness of stature, broad features, 
obliquely placed eyes, flattened bridge of the nose, 
rounded pinna to the ears, hypertrophied papillae 
of the tongue, which presents transverse fissures, 
rough skin, and hands and feet short and broad. 
The roughness of the skin and the conformation 
of the face caused the late Dr. Seguin of America 
to name these patients furfuraceous cretins; cer¬ 
tainly a bad nomenclature, for the facial characters 
are quite different from those of cretins. They 
are very imitative, and see the comic side of 
everything. Their circulation is feeble, and they 


usually die early of pulmonary affections. Many 
of these cases are caused by trouble, fright, or 
worry of the mother during pregnancy. These, 
as well as those of low type above described, have 
a fairly sized brain, but which presents great 
simplicity of the convolutions. They usually 
improve under training. 

The patient, E. R., aged n years, presents 
these characteristics. Her mother is a delicate 
woman, subject to hysterical attacks. The case is 
said to be due to a fright of the mother when 
pregnant, bringing on a hysterical fit. She be¬ 
came very spiteful just before the birth of the 
child. Th6 maternal grandmother died of apo¬ 
plexy, and there is a history of phthisis on the 
mother’s side. The parents are temperate. The 
child is of a cheerful disposition, but very restless 
and destructive. She is able to talk a little. On 
admission she did not know a single letter or 
colour, and had no knowledge of figures. She 
made some progress after four years’ training, 
having learnt the alphabet and many words. She 
can spell several words, has learnt some arithmetic, 
and knows all the colours and several forms. Can 
sew a little. 

E. H. is a case of higher type, and shows what 
can be done by proper care and training. All 
such patients have an intelligent look, and the 
expression on the whole is pleasing. They im¬ 
prove considerably under training, so that the 
boys learn trades and contribute towards their 
maintenance, and the girls occupy themselves in 
domestic work. 

E. H., aged 13 years, is a well nourished girl, 
of dark complexion, well behaved, but lazy. She 
can speak fairly well. On admission she could 
spell words of two letters, write a few letters, knew 
some colours, and could add two and two together. 
She was able, after two and a half years’ training, 
to read words of four and five letters, add to twenty, 
do easy multiplication tables, and make pinafores 
and other articles of clothing. She worked in the 
dormitory every morning before going to school. 
Her father was a delicate, weak-minded man, and 
her paternal uncle was insane. She was bom 
prematurely owing to a fall of her mother during 
pregnancy, was a delicate child, and did not walk 
till two, or talk till seven years old. 

Some of these cases have a vaulted palate, and 
one has a protruding alveolar arch. The vaulted 
palate is fairly often present in cases of congenital 
idiocy and imbecility, but as it is met with in 
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persons who are perfectly sane, the only inference 
that can be drawn from its presence is that if we 
find it in a patient, it enables us to say that the 
case is a congenital one. Other characteristics, 
present or absent, must of course guide us in 
giving a prognosis. 

The remaining case is of a still higher type, and 
after some years’ training was discharged recovered. 
M. H., aged 13 years, was on admission a bright, 
cheerful, active, well nourished girl, of dark com¬ 
plexion, and clean in her habits. The only history 
that could be obtained was that her mother was 
insane and was an inmate of an asylum. Her 



Imbecile of High Type. 


head measured 19! inches in circumference, 13 
inches transversely, and 14 inches antero-pos- 
teriorly. No history of epilepsy. Observation, 
imitation, and the power of attention were well 
developed, and her memory was fair. She knew 
all the letters, could spell several words, and write 
all the small letters. Could add two and two, and 
repeat twice times tables. Knew all the colours, 
and could hem fairly. After two years’ training 
she could read from the First Standard, spell a 
great many words of one and two syllables, and 


write from dictation. Could work addition and 
subtraction sums, count to 200, and say seven 
times tables. Made shirts and pinafores. At the 
end of eight years’ training she could read fluently, 
write neatly, and work long division sums. Two 
years afterwards she was discharged recovered. 


A POST-GRADUATE DEMONSTRATION 

ON A FEW 

Surgical Cases in the Out-Patient 
Department of the Hospital for 
Sick Children, Great Ormond Street, 

WITH 

Remarks on the Principles of Treatment of 
the various Diseases Illustrated. 

BY 

CHARLES A. BALLANOJB, M.S., F.R.O.S. 
Lecturer on Practical Surgery, and Assistant Surgeon 
to St. Thomas’s Hospital, etc. 

ASSISTED BY 

H. STANSFIELD COLLIER, F.R.O.S., 
Surgical Clinical Assistant. 


Mr. Ballance prefaced his remarks on the 
cases by saying that his friend, Mr. Collier, was 
equally with himself responsible for the treatment 
and general care of the patients, and that it was 
only therefore because of his special official con¬ 
nection with the hospital that he was giving the 
lecture, and not Mr. Collier. Mr. Ballance further 
remarked that he was under deep obligations to 
the nnrsing staff, and especially to Sister Helen, 
who amongst her manifold duties had greatly aided 
in the successful treatment of the joint cases by 
the visits which she paid to patients in their own 
homes. 

A few of the cases of Hip disease treated during 
the last year . 

1. Male, ®t. 8. Family history of phthisis. Came to 
hospital September 9,1893. 

History .— Lameness for six months. Pain mostly in 
knee, and at night. 

Examination.— Rigidity of right hip ; some wasting of 
buttock and thigh, and flexion of latter. Pain elicited 
most easily by abduction or rotation outwards of thigh. 
No sign of abscess. 

Treatment. —Tonics. Liston’s long outside splint on 
sound side. Extension by weight and pulley of diseased 

limb. 

February 4,1894: Thomas’s splint, patten, and crutches. 
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February 16,1894: No pain. Flexion can be performed 
a little beyond a right angle, and there is also some 
limitation of the movements of abduction. Rotation 
normal. Buttocks and thighs symmetrical. All move¬ 
ments initiated by patient same as on opposite side. 

2. Male, set. 7. Father's sister died of phthisis. July 
5, 1893, applied at hospital. 

History. —Has limped since March last with right leg. 
No pain at night, but now flexion and rigidity of right 
hip, with pain on forcible movement. Is a pale anaemic 
child. 

Treatment. —01. morrh. and vin. ferri; long outside 
splint to sound side. Extension by weight of diseased hip. 

November 15: Splint left off. December: Allowed to 
walk about house. February 16, 1894: Examination; 
flexion to right angle ; some limitation also of abduction 
and rotation; no pain; disease of hip obsolete; some 
lateral movement of right knee in extended position, 
hence, some insecurity in walking. 

3. Male, 9 years old. Came to hospital in October, 
1893. 

History. —Had been limping for a week or two, and 
had complained much of pain in the right knee. He 
showed much rigidity of the right hip, with much pain 
upon manipulation, and the limb was held in the position 
of flexion with abduction and outward rotation. 

Treatment. —A Liston's long outside splint was applied 
to the sound side, and the child's right limb was extended 
by weight and pulley. Cod liver oil and steel wine were 
administered. 

Present Condition. —February 16, 1894: No pain; limb 
is quite straight; there is very slight limitation of flex¬ 
ion, and of abduction. Thomas's hip splint, patten to 
opposite foot, and crutches are ordered. 

4. Female, set. 7 years. 

History. —No family history of phthisis. Began to 
have pain and to limp four years ago. Three years ago 
she wa3 an in-patient in this hospital for seven weeks. 
Since that time she has worn a Thomas's hip splint, and 
has from time to time attended this department. 

Present Condition. —February 16, 1894: Looks well 
nourished. She shows leucomatous patches in both 
cornem. Her left thigh is slightly flexed upon the pelvis, 
and no movement is obtainable at the hip-joint. There 
is not quite half an inch of shortening. For more than 
a year there has been no pain. 

5. Female, sat. 9 years. 

History.— No history of tuberculosis in family. Patient 
had scarlet fever in May last, and during convalescence 
began to complain of pain in the right hip-joint, but 
there was not an acute attack of arthritis. First came 
November 1. The limb was flexed, abducted, and 
externally rotated, and there was much pain upon 
manipulation. The child was kept in bed and a weight 
extension of 3 lbs. was applied. 

January 17,1894: “ Limb nearly straight; child still to 
be kept supine, and a Thomas's hip splint to be applied.” 
February 16, 1894: One finds the joint ankylosed in a 
nearly straight position, with the thigh somewhat flexed 
and rolled outwards. No shortening is to be made out. 
The child is to have a patten and crutches, and to get 
about with the Thomas's splint. 

6. Male, set. 7 years. 

History. —First came July 5, 1893. Had limped for 
four months. No family history of tubercle. 

Condition. —Well nourished. Right thigh flexed, some¬ 
what abducted, and rolled out. Movements of extension, 
abduction, and rotation, outwards and inwards, limited 
considerably, and painful. 

Treatment. —Patient ordered to be kept in bed, and a 


weight extension was applied. Cod liver oil and steel 
wine were prescribed. 

November 22, 1893: No pain; slight limitation of 
movements of abduction and external rotation; a 
Thomas’s splint with patten and crutches ordered. 
February 16,1893: No lameness; very slight limitation 
of abduction, combined with external rotation; muscles 
only slightly wasted. The splint was ordered to be 
left off. 


The points which it would appear desirable to 
discuss more in detail with you are (1) the very 
earliest signs of hip-joint disease, (2) the best 
treatment to adopt, and (3) the subsequent con¬ 
dition after obsolescence of the disease. 

Lameness is a common symptom which may be 
present with or without distress or actual pain. 
Pain is a symptom which is often obvious by 
palpation in front or behind the joint, or by passive 
movement of the joint Pain, however, may be 
entirely absent until elicited by some special 
movement imparted to the joint by the surgeon, 
such as rotation outwards, or abduction. In 
connection with this point, it is interesting to 
notice that the ligamentum teres is most stretched 
by these movements, combined with flexion. 

It is hardly necessary to add that these patients 
have often starting pains at night. Pain in the 
knee, too, is as we all know a common symptom 
of hip disease; and it is necessary to be on our 
guard against mistaking disease of the hip-joint for 
disease of knee. It has more than once happened 
to us to have to remove splints which had been 
applied to the knee in cases of hip-joint disease 
in which the pain referred to the knee was the 
prominent symptom. 

The attitude of the limb is peculiar, the thigh 
being always flexed, this being the position of least 
tension. Further, in every case rigidity, partial or 
complete, is present. Not unfrequently, too, some 
fulness can be seen or felt over the front of the 
joint, as compared with the opposite side. 

In some very early cases a fluctuating swelling 
is discovered below and external to the joint pre¬ 
senting between the sartorius and tensor vaginas 
femoris, and this is pathognomonic of abscess not 
only in this position but also in the joint, the pus 
having escaped from that cavity. We should 
admit such a case to the ward at once, and in 
dealing with the abscess an opportunity is given of 
examining the joint, and of thoroughly removing 
the diseased tissues found there. The relation of 
the following case illustrates this. 


A boy, aged 5 years, came under treatment two and* 
half yean ago. His father had phthisis when he married 
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his cousin, whose family history was markedly tubercular. 
His mother was not 15 when the child was bom. When 
first seen, there was a fluctuating swelling below the 
anterior superior iliac spine of the left side, with rigidity 
of that hip-joint and pain. The right hip-joint was 
slightly flexed, rivid, but not painful. When the child 
had been fitted with a double Thomas’s splint, an incision 
was made into the abscess over the left hip. such as is 
made for the anterior excision of the hip-joint. The 
caseous pus in the abscess was curetted away, and the 
finger, following a sinus towards the anterior superior 
angle of the great trochanter, entered the joint cavity. The 
carious head of the femur was removed with much 
tubercular synovial membrane and granulation tissue; 
great pains were taken to remove every trace of tubercular 
material; 1 in 1000 perchloride solution was freely 
used for irrigation; a drainage tube was kept in for three 
days, and in three weeks the wound had soundly healed 
without suppuration. Three months later, an abscess 
having formed in the opposite limb at the same spot, 
a precisely similar operation was performed with the 
same result. The child was in a double Thomas’s hip 
splint for eighteen months after the first operation, and 
at the present time he can run and jump and climb. 
When he walks there is a certain waddling gait, reminding 
one of the progression of a patient with double congenital 
dislocation of femoral heads. 

2. With regard to the treatment of non¬ 
suppurating hip cases, it is an essential to insist 
upon absolute rest in the supine position. We 
find that in out-patient practice Liston’s splint 
upon the sound side, with extension by weight of 
the affected limb, answers best; and it is in the 
carrying out of this treatment that we gain so 
much by the weekly visits of Sister Helen to the 
homes of the patients. Not until two months 
after the disappearance of pain is this treatment 
altered, and then the child can be allowed to kick 
about in bed without apparatus; or a Thomas’s 
splint is applied, and the child allowed up upon 
crutches with a patten to the sound limb. This 
treatment is continued for some months until we 
are sure that the disease is obsolete. 

If practicable, as soon as active symptoms have 
disappeared, it is of the first importance to re¬ 
commend that the child be taken out in the splint 
to obtain fresh air and sunlight in the parks, a 
perambulator being so arranged that the child lies 
upon its back as if it were in bed. It is easy to 
order from the hospital cod liver oil and iodide 
of iron, but oftentimes the great difficulty which 
has to be faced is that of obtaining for the child a 
sufficient quantity of proper nourishment; and 
here the Children’s Invalid Association fills an 
important gap, and gives the child eggs, or two 
pints of boiled milk a day, or other things. 

3. The conditions subsequent to obsolescence 
in the cases shown are quite perfect for all the 
ordinary purposes of life. No lameness whatever 
is left; there is no shortening, and the limbs are 


symmetrical. The limitation of certain move¬ 
ments, noticed on careful examination by the 
surgeon, is of great interest. It must be remem¬ 
bered that the tubercular tissue in the joint is an 
alien tissue, and when it ceases to hold its own it 
is destroyed and replaced by the action of tissue 
cells around, just as a blood clot or an aseptic 
animal ligature is replaced by fibrous tissue. It 
is not, therefore, difficult to understand how these 
defects in the movements of the cured joint may 
be explained by the formation of fibrous tissue in 
certain parts of the joint in the place of tubercular 
granulation material. Now, we have noticed that 
the movements which in the early stage of this 
disease elicit in certain cases pain most easily, 
which presumably disturb most, early tubercular 
lesions in the joint, are abduction and external 
rotation, combined or separate, the limb being in 
the flexed position; and it is just these movements 
which become slightly limited during the ob¬ 
solescence of the disease. When treatment has 
been neglected during the obsolescence of the 
disease, ankylosis of the hip in a more or less 
flexed or even rectangular position is common. 
When necessary, it is easy to divide the femur with 
a chisel just below the great trochanter and put 
the limb straight; possibly also the division of the 
tendons of the adductor longus, rectus, etc., may 
be required in old cases. Last autumn I operated 
on the son of a surgeon, aged 22 years, who was 
greatly deformed. He had rectangular ankylosis 
of the left hip-joint and rectangular ankylosis of 
the right knee-joint from tubercular disease long 
since obsolete. He was only able to get about 
on crutches. By suitable osteotomies both limbs 
were made quite straight, the patient’s height was 
increased six inches, and now he has burnt his 
crutches and walks about well with a stick. 


Two Cases of Tubercular Disease of Knee-joint. 


1. Male, 80 1. 4 years. Came first in November, 1892. 


History .—Several uncles and aunts died of phthisis. 
There was no history of injury. He had been " lame in 
his right knee ” for six weeks. 

Condition .—Right knee swollen and flexed; outlines of 
joint obscured by the puffy swelling; much limitation of 
movement, no displacement of bones. 


Treatment.— The limb was gently straightened; a 
plaster case was applied from the upper third of the 
thigh to the lower third of the leg, and an outside 
splint reaching from the great trochanter to three inches 
below the foot was fixed with web straps. The splint 
was renewed from time to time. Cod liver oil and hypo- 
phosphite of soda were given. 

February, 1894. The progress towards recovery has 
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been very slow, bnt the knee now is normal in shape 
and mobility. Child has been walking for one month. 

3. Female, sat. 5 years. Came first two years ago. 

History .—Her only nncle died of phthisis. For six 
months she had been lame, and had had pain in the left 
knee. 

Condition .—Left knee swollen, flexed, and synovial 
membrane pulpy. 

Treatment .—The limb was pat up in a plaster case in 
the extended position and an outside splint with its 
lower end projecting below the foot, for the prevention 
of walking, was applied. These measures, with the ad¬ 
ministration of coa liver oil and of iron, have been 
continued till the present time. 

February, 1894. There is no swelling or displacement 
of tibia, but some limitation of the range of movement, 
so that complete flexion cannot be carried out. The 
disease appears to be obsolete. Child walks without 
evident lameness. 

Remarks .—A large number of knee cases are 
brought for treatment during the course of the 
year, and those in which the disease has been 
present only a few months often yield to proper 
out-patient treatment. When a longer time has 
elapsed, or when any displacement of the tibia has 
occurred indicating a softening and invasion of the 
crucial ligaments an operation is generally in¬ 
dicated. It is important, too, to remember that 
in children primary disease of the synovial 
membrane is not so common as primary disease 
of bone, although the manifestation of tubercle 
may be, and not unusually is, discovered first in 
the synovial membrane. No arthrectomy, in the 
hope of obtaining movement of the joint after¬ 
wards, should be attempted if any displacement 
of the tibia has occurred. The knee-joint is 
valueless unless the crucial ligaments are intact, 
and such an attempt will certainly terminate in the 
patient having a permanently flexed and displaced 
joint and a useless limb. The treatment of joint 
diseases by the operation of arthrectomy is clearly 
a great advance on the old operation of formal 
excision, since, in many instances, the only 
scientific method of treatment is to remove the 
disease and nothing more than the disease. In 
disease of the knee-joint the cases most suitable 
for arthrectomy are those most likely to be cured 
by prolonged rest, fresh air, good food, and tonics. 
It is only rarely that a case of disease of the knee 
is brought here for which the only treatment that 
can be adopted is amputation. Such are neglected 
cases of enormous swelling and abscess of the 
joint in very young children, extensive involvement 
of bones, the presence of many sinuses, or the 
discovery of visceral tubercular lesions, say in 
the lungs. 


A Case of Symmetrical Syphilitic Synovitis of 
Knees. 

A male, aged six years, came to the hospital first on 
December 27,1893. He had suffered from snaffles daring 
the first year of his life, bat is said to have shown no 
skin eruptions. When he was eight weeks old he had 
convulsions, and the right arm and leg became paralysed. 
A year ago he began to complain of pain in the left 
knee, and a week or two later of pain in the right knee, 
and both knees became swollen. 

A brother, aged 2 years, was brought to the hospital 
on the same day, and showed a large mucoas tubercle 
of the anas. 

Present State .—December 27, 1893. The boy shows 
some rigidity of the right arm and leg—probably late 
rigidity after hemiplegia. There are no scars; the nose 
is well developed. The knee-joints contain fluid, And 
there appears to be some thickening of synovial 
membrane. The movements are fairly free, but complete 
extension cannot be obtained; there is no pain upon 
manipulation. There is well-marked crackling to be felt 
during movement. 

Treatment. —The limbs were fixed in the extended 
position by means of plaster cases, and a mixture con¬ 
taining five minims of the liquor hydrargyri perchloridi 
and half a grain of iodide of potassium was ordered to 
be taken three times a day. 

February 16, 1894. The boy’s knees are now very 
nearly well; there is no pain. Crackling and evidences 
of effusion are now absent. All that remains is very 
slight fulness at the sides of the patellar ligament. One 
can find nothing abnormal about the ends of the bones. 

Remarks .—In this case there was strong pre¬ 
sumptive evidence of syphilis. The diagnosis lay 
between syphilitic, tubercular, and rheumatoid 
disease. Syphilis is probably the commonest 
cause of symmetrical chronic disease of the larger 
joints in children. There was much more mobility 
than one would expect in untreated tubercular 
disease of a year’s duration; there were no dis¬ 
placements of bone, no wasting of muscle, and 
there was no pain nor lameness. To exclude 
rheumatoid arthritis as met with in children in 
such a case is very difficult and often impossible 
without trying the effects of iodide of mercury, 
and in this case the history was most valuable in 
clenching the diagnosis. The case illustrates how 
remarkably completely the severe lesions of con¬ 
genital syphilis may disappear. 

Cases of Spinal Caries. 

1 . Female ©t. 4 years and 9 months. Came first 
August 23, 1893. 

History.— No family history of tubercle. 

Condition. —There was a small boss in the dorso-lumbar 
region ; marked rigidity of spine ; pain over right buttock 
and of right thigh; spasm of adductors of right thigh, but 
hip-joint moves freely. 

Treatment. —The child was kept in bed for some weeks, 
and a poroplastio jacket was oraered. 

On January 24, 1894, this note was made, 11 bursa over 
spinal boss. Thickening along right psoas, ? early psoas ab * 
scess.” The mother was ordered to keep the child supine, 
and a long outside splint was applied. 
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February 16. Now fluctuation can be made out in the 
right iliac and right lumbar region. 

2. Female, at. 2 yean and 6 months. Came first 
January 13th, 1894. The history dates from six weeks 
ago. 

Condition ,—Plump and in general good health. The 11th 
and 12th dorsal spine and the 1st lumbar spine projected, 
and there was evidence of psoas abscess commencing high 
up on the left side. 

Treatment, —Rest. Poroplastic jacket. Tonics. The 
mother was ordered to take the child out for fresh air in 
a suitably arranged perambulator. 

February 16. The abscess has increased downwards, 
and one can make out upon deep palpation fluctuation in 
the position of the upper part of the left psoas. 

3. Female nt. 11 years. Came to this department 
first a week ago. 

History .— Several members of the family have died of 
phthisis. Her disease dates from four years ago. Two 
years ago she was an in-patient here, and had an 
incision made above the right femoral arch for psoas 
abscess. This healed up, and from that time to the 
present she has worn a poroplastic jacket. 

February 16. She shows very little rigidity, but there 
is slight projection of the second and third lumbar spines. 
The scar of the incision is apparent. The patient looks 
well nourished, and enjoys good health. 

4. Female set. 6 years. 

History .— No family history of tubercle, nor of syphilis. 
Has suffered from time to time for two years with pains 
in epigastrium and back. Is said to have had a rash and 
snuffles during the first year of life, and to have had many 
small ulcers of the skin during that time. First came 
here yesterday. There are no scars at the angles of the 
mouth, nor at the anus, and the nose is well formed. 
There are, however, many circular scars of the skin of the 
thighs and legs, which suggest that the child is syphilitic. 
There is a boss corresponding to the 6th dorsal vertebra 
and its immediate neighbours. There are no signs of 
abscess, and no pains. The knee-jerks are slightly in 
excess. 

Remarks .—The diagnosis of early caries of the 
spine is, in most cases, easy. The rigidity and 
fixation of the back, the local enlargement, the 
attitude of the patient during rest and movement 
are so typical and well known as not to require any 
detailed discussion. The rigidity of the back 
separates this class of cases at once from the 
curvatures which we so often find depending upon 
rickets. In any doubtful case the child has only 
to be laid prone upon its chest, whilst the surgeon 
seizes its thighs and moves them laterally to and 
fro. In rickets the spine will be noticed to be 
quite mobile, but in caries it will move as a whole. 

In childhood the complaint of persistent pain 
in any spot, such as the stomach or the thigh, 
should always lead to a careful investigation of 
the spine. 

It not seldom occurs that such cases apply 
before any projection of the spine has taken place. 
It need hardly be mentioned that flexion of the 
hip due to irritation of the psoas, or the presence 


of a spinal abscess, making its way in front of, or 
behind the hip-joint, may be, but ought not to be, 
mistaken for morbus coxae. 

In the out-patient room, we are often able to 
follow the development of a spinal abscess. Very 
often such an abscess, under proper treatment, 
may dry up and become obsolete, and not seldom 
it probably happens that an abscess in the posterior 
mediastinum undergoes this change, and, therefore, 
from beginning to end. the surgeon is unaware of 
its existence. 

If a spinal abscess continues to enlarge, a time 
comes when it is necessary to open it. 

The surgeon should never elect to open psoas 
abscess near Poupart’s ligament, because of the 
difficulty of maintaining asepticity in this neighbour¬ 
hood, and because the opening is not dependent 

The opening in the loin is not only more easily 
kept aseptic, but is at the lowest part of the abscess, 
the child being supine. Moreover, it sometimes 
happens that the diseased vertebrae can be reached, 
and directly treated at the time of the incision. 

Spinal abscess bulging the pharynx should be 
invariably treated by the incision along the posterior 
edge of the stemo mastoid. A direct opening into 
the pharynx may be expected to lead to a septic 
condition, which may end fatally. 

It must not be forgotten that in young children 
we sometimes meet with an acute abscess pressing 
forwards the posterior pharyngeal wall, and interfer¬ 
ing with deglutition and respiration. This condition 
must not be confounded with a spinal abscess, and 
is often treated by an incision through the pharynx, 
but when large it may be opened by an incision 
through the side of the neck, with a view of avoiding 
the possible entrance of pus into the air passages, 
and the occurrence of septic broncho-pneumonia. 

A child often has a large psoas abscess, and yet 
to outward appearance is in robust health. A 
great responsibility, therefore, rests with the surgeon 
who opens a spinal abscess. There are no pyogenic 
cocci in a psoas abscess unopened, and it is well 
to insist that if they get there, and the child suffers 
from hectic, it will generally be the fault of the 
surgeon. How then is this calamity to be avoided ? 
The greatest care must be used in cleansing the 
skin of the patient, and it is hardly necessary to 
add that the person of the operator and his instru¬ 
ments and sponges must be clean in the scientific 
sense, and no assistant should be allowed to touch 
the wound. When the pus has been evacuated, 
and, if thought advisable, the cavity of the abscess 
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irrigated, the wound should be completely sewn up, 
and the dressing applied. If the pus re-collect, 
the same operation may be repeated. 

With regard to the treatment of cases of spinal 
caries. So long as pain is complained of, absolute 
rest in the supine position must be insisted upon, 
and to insure this a double Thomas's splint, or a 
long outside splint should be applied. When pain 
has ceased, a poroplastic jacket should be fitted 
for the purpose of securing relative immobility, 
rhe poroplastic jacket is more comfortable, 
more durable, and less uncleanly than a plaster 
apparatus. 

In cervical or upper dorsal caries, the ordinary 
jacket is inefficient; the weight of the head must 
be taken off the diseased vertebrae, either by a 
jury-mast or a cervical collar. If either of these 
have to be worn for a long period one must 
remember that some arrest of development of 
lower jaw will occur. 

The question is often asked— Can the formation 
of a boss be prevented ? The least knowledge of 
the real nature of the disease will negative such a 
hope; but the long continuance of treatment in 
the supine position, with the jacket on, will tend 
to limit the extent of the deformity. Another 
question—When may the jacket be left off? Each 
case must be judged upon its merits. Some 
children never suffer pain or show subjective 
symptoms of the disease, and in these the spinal 
support must be worn for at least two years, and 
in other cases at least eighteen months must 
elapse after all active signs have disappeared, 
before the splint can be discarded. 

The supine or prone position does not neces¬ 
sitate the patient being confined to the house, 
and the more the child is in the open air, the 
better. 

This seems a good opportunity for speaking of 
the pain and misery which are so often the un¬ 
necessary lot of little children. Especially is this 
the case in Potts' disease, the early signs of which 
cause no suspicion of illness in the minds of some 
of the ignorant and unkind parents of these 
children. To dissipate this ignorance, and to 
insist upon the kindest and most sympathetic 
treatment of the poor children is the privilege, and 
indeed the bounden duty, of the surgeon. 

Before closing the remarks upon spinal caries, 
the query, when should laminectomy be done? 
must be answered in as few words as possible. In 
the first place, unless there be involvement of 


bladder and rectum, a paraplegia of many months 
duration may be completely recovered from with¬ 
out operation. Conversely, any sudden involve¬ 
ment of bladder or rectum associated with 
paraplegia is a distinct indication for the operation 
to be forthwith carried out. Again, the functions 
of the lateral columns may be arrested before 
actual degenerations set in, hence the onset of 
exaggerated knee-jerks, ankle clonus, and of 
muscular rigidity, would be consistent with the 
hope of a good result from operation. It would 
be useless to operate when ascending and de¬ 
scending degenerations have occurred. 

Continued paralysis of bladder, with dribbling, 
would suggest destruction of the bladder centre, 
while involuntary micturition would only point to 
loss of control of the higher centres, and would 
not contraindicate an operation. Loss of tactile 
sensation and muscular sense may be recovered 
from, but inability to distinguish heat from cold, 
or painful sensations, would point to a profound 
lesion of the cord, and associated with other 
symptoms, would tend to a diagnosis of total 
transverse myelitis. 

The sudden loss of muscular power does not 
indicate a displacement of bone, but is usually 
produced by the pressure of an abscess on the 
cord or the occurrence of a haemorrhage into an 
abscess cavity. This event then clearly shows the 
need for immediate operation—the pus cavity 
presents on one or both sides of the theca; and 
the opening of it, and the subsequent escape of 
pus, may at once be followed by a disappearance 
of the symptoms for which the operation was 
undertaken. Nevertheless, there are cases in 
which the loss of power occurs quickly, and is not 
due to the pressure of pus. These are caused by 
the growth of the tubercular granulations pressing 
on and involving the theca; and, as before said, 
may be recovered from, if the disease becomes 
obsolete, without operation. On the other hand, 
the new fibrous tissue, which replaces the tuber¬ 
cular tissue, when the disease becomes obsolete, 
may itself be the cause of pressure on the theca 
and cord, and require removal by operation. 

(To be concluded.) 

Nsbyus.—T hread through the growth silk pre¬ 
viously soaked in alcohol and perchloride of iron 
(Rosen's method). Left in a week, these threads 
close up all blood-vessels through which they 
pass.— (Abbe, Med. Rec.) 
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THERAPEUTICAL NOTES AND FORMULA. 


Obstinate Singultus.— Charles S. Dickinson, 
M.D., in the Medical Record writes as follows:— 
On Feb. 3rd, a man, aged about 33, single, came 
to my office for treatment, complaining of dizziness, 
no appetite, lack of ambition, and tenderness in 
the epigastrium. Almost immediately he was 
taken with severe paroxysms of hiccough. I 
prescribed magnesia sulph. one ounce, to be 
followed by small doses of cocaine, without any 
benefit. In the afternoon of the 5th I determined 
to wash out the stomach, which I accordingly did, 
but without any favourable result. The patient 
could eat very little, and the food distressed him. 
No cessation during the night or next day, in spite 
of pilocarpine and various other remedies. In the 
evening of the 6th I gave the patient oleum ricini, 
Jss; bismuth subnit., gr. x; oleum piperiti, IT^ij ; 
this had the effect of controlling them for the night; 
but early next morning, February 7th, they began 
again as badly as ever, the remedy of the night 
before did no good, and the patient was rapidly 
becoming exhausted. Could not eat anything. 
I gave morphine in the evening, which gave the 
patient little snatches of sleep, temporary cessation 
from hiccough, but ultimately failed of the desired 
result. On the morning of the 8th they were as 
bad as ever. I began to despair of giving any 
permanent relief with the various medicines. A 
happy thought took possession of me at this 
juncture. I had some oatmeal porridge made for 
him, which I had served with milk. This was on 
the afternoon of February 8th. Quickly hiccough 
stopped, no recurrence since; patient is doing 
finely on an oatmeal diet. It was of gastric origin, 
due probably to irritation of the walls of stomach; 
the oatmeal served as a demulcent to the irritated 
mucous membrane. This is, I believe, a new 
remedy, but it deserves a further trial by all 
practitioners who meet with this obstinate affection 
in their practice. 


The Treatment of Warts.— Professor Kaposi, 
of Vienna {La Semaine Mkdicale\ recommends, 
when the warts are solitary, removal by the 
knife, but when multiple, and especially on 
the face, he employs the applications of thuya 
occidentalis or fuming nitric acid. Vegetations are 
best treated by dusting with resorcin or salicylic 
acid, or a plaster of ten to twenty per cent. 


Resorcin, if applied for a long time, acts as a 
caustic, and may irritate the surrounding normal 
skin. These same topical applications are also 
excellent in keratosis palmaris and plantaris, even 
when they are not wart-like. In multiple warts of 
the face he employs the following: 

R Flowers of Sulphur ... gram. 20 (3v) 

Glycerine . „ 50 ($iss) 

Pure Con. Acetic Acid „ 10 (3iiss) 

Sig.: Apply locally to each wart. 

They dry up, become bluish, and drop ofl. 
Continue this for several days. In mollusciform 
naevi, electrolysis is the best treatment, except when 
the tumours are voluminous, when the galvano- 
cautery or caustic may be used.— {Clinique.) 


A New Test for Albumin.— M. Spiegler has 
devised a test for albumin, which is said to be 
endowed with extreme delicacy, its sensibility 
being 1 in 350,000. It is prepared as follows: 
Perchloride of mercury, 2 parts; tartaric acid, 1 
part; distilled water, 50 parts; glycerine, 5 parts. 
The urine to be examined is first rendered strongly 
acid with acetic acid and filtered. With a pipette 
some of the filtered urine is dropped on to the 
surface of 2 c.c. of the testing fluid. The presence 
of albumin is revealed by the development of a 
white ring at the point of contact of the two 
liquids. The presence of peptones does not 
interfere with the success of the analysis. 

{Med. Rec.) 

Lipoma of the palm or other situation may be 
distinguished from a fluid collection by spraying 
ether over the palm. In case of lipoma the fatty 
matter will become solidified by the cooling 
process.— (Polaillon, Med. Rec.) 


Chronic Bronchitis.— 

R Tinct. Nucis Vom.3j 

Tinct. Sanguinari* . 3j 

Ext. Pinus Canadensis (dark)... 3 *v 

Syr. Simp. 3 iv 

M. Sig.: A drachm every four hours. 

{Med. Rec.) 
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THE 

DIAGNOSIS OF DIPHTHERIA BY 
BACTERIOLOGICAL CULTURES.* 

BY 

P. J. WETHERED, M.D., M.R.O.P. 

Medical Registrar to the Middlesex Hospital. 


Although usually cases of diphtheria present no 
difficulty in diagnosis, yet there are a fair number 
in which the medical man finds it not at all an 
easy matter to decide whether the case in question 
is one of follicular tonsillitis or diphtheria; and 
there can hardly be a more important point at 
issue. 

After the discovery of the bacillus of diphtheria 
by Klebs and Loeffler, and the corroboration of 
their researches by other observers, it was suggested 
that a very considerable aid to diagnosis might be 
found in bacteriological cultures obtained from the 
deposits found in patients’ throats. A large 
number of investigations have since been made, 
and the general consensus of opinion seems to be 
that an important help to diagnosis in doubtful 
cases of throat disease is thus afforded, although 
many difficulties stand in the way, and the pro¬ 
cedure can only be carried out in hospitals or 
laboratories provided with apparatus for bacterio¬ 
logical research. 

But few cases have, so far as I am aware, been 
published in this country, and, therefore, I venture 
to bring before this Society the results which I 
have obtained; and I take this opportunity of 
thanking the members of the Middlesex Hospital 
staff for their kindness in allowing me to obtain 
the required material from their patients. I must 
also ask the Society to accept this short paper 
merely as a preliminary communication, for I hope 
to conduct another series of cases upon a rather 
different plan. 

In the series which I bring to your notice this 
evening, I have relied entirely on the morpho¬ 
logical characters of the Klebs-Loeffler bacillus; 

• A Paper read before the Medical Society of London, 
March 19th, 1894. 

Von. IV. No. 4. 


and I may quote as corroborators of this method 
many observers, such as Drs. Councilman and 
Williams, of New York (Amer. Journal of Med. 
Sciences, Nov., 1893.) 

Some German authorities, however, have pub¬ 
lished cases in which they state that bacilli 
indistinguishable by the microscope from the 
bacillus of diphtheria, have been found in cases 
which were decidedly not of diphtheritic nature. 
These organisms, however, could be distinguished 
by means of further cultures on gelatine, as the 
bacillus of diphtheria does not liquify the gelatine, 
whilst the other organisms do. Further in¬ 
vestigations are, therefore, necessary before the 
matter can be taken as settled; but meanwhile, in 
accordance with the views of the observers already 
mentioned, I would put on record the cases I have 
already examined. These amount to twenty*six 
cases of diphtheria, and sixteen of follicular 
tonsillitis, in all of which latter there was 
whitish deposit on the tonsils, but the whole 
history and clinical course of the cases left no doubt 
as to their nature. 

The first to draw attention to the possible value 
of bacteriological cultures in the diagnosis of 
doubtful cases of diphtheria was Baginsky (Berl. 
klin. Wochenschr., Nos. 9, 10, 1892), and to his 
results I shall again refer. 

The method which I have adopted is as follows : 
As soon after the admission of the patient as 
possible, I endeavoured to detach a small piece of 
the deposit on the throat by means of a strong 
piece of platinum wire fixed in a glass rod and 
bent into a loop at the end. This could easily 
be sterilized by heat. A piece of the deposit thus 
obtained was drawn over the surface of four or five 
culture tubes containing glycerine agar-agar. The 
diphtheria bacillus grows well on this medium, and 
I always kept cultures of pure growth of the 
organism for the sake of comparison, inoculating 
fresh tubes as required. The tubes were then 
placed in an incubator maintained at a temperature 
of 37 C., and examined after twenty-four hours. A 
growth of some kind was always obtained, but by 
the naked eye it was not possible to tell with any 
certainty the nature of the colonies which developed. 
As a rule, those composed of the pathogenic 
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bacilli were more opaque, and rather more raised 
from the surface than those of the other organisms. 
When some of the colonies were removed to cover- 
glasses and stained, there was no difficulty in 
recognizing the diphtheria bacillus. 

For the benefit of those who are not familiar 
with the appearance of this microbe, I may say 
that the diphtheria bacilli are straight or curved— 
generally the former. They vary considerably in 
length, being on an average a little shorter than 
the bacilli of tubercle, but twice as thick. They 
often adhere to each other so as to form chains, but 
the appearance which characterizes them is the 
polymorphism of the rods. In some, one or both 
poles of the bacilli are stained deeper than the 
centre, so that in the latter case a dumb-bell form 
is produced. Occasionally they are fusiform in 
shape, whilst at other times some of the members 
may closely simulate diplococci. 

In my series of cultures, the question which 
naturally arises is whether other organisms occurring 
in throat affections may be mistaken for the bacilli 
of diphtheria. 

I examined sixteen cases of follicular tonsillitis 
in the manner described above, and in no one 
instance could I find any organism which so closely 
resembled the diphtheria germ that any mistake 
could arise. In fact, in fifteen cases I found 
staphylococci or streptococci only, the former 
greatly preponderating, and in one case I found 
the bacterium termo, which from its size I easily 
distinguished. 

Dr. W. S. Miller, in his work on the Micro¬ 
organisms of the Human Mouth, states that he has 
isolated more than ioo different kinds of bacteria 
from the juices and deposits of the mouth, but the 
greater number of these were from tooth pulp and 
dental deposits. He does not draw any special 
attention to those which may be found in tonsillar 
deposits, but in the drawings which he gives of the 
various bacilli isolated, there are none which could 
be mistaken for the diphtheria bacillus with the 
use of a little caution. 

I examined twenty-six cases of diphtheria. 
With the exception of two, these were undoubted 
cases of the disease. These exceptions I shall again 
refer to. In fifteen cases diphtheria bacilli were 
demonstrated. In five of them the culture was 
almost pure, and in the remainder the bacilli were 
mixed with staphylococci. In the cases in which 
I failed to find the pathogenic organism, in eight 
staphylococci only were present, and in three 


streptococci. With regard to this latter point 
Baginsky came to the conclusion that two organisms 
might cause diphtheria, the more serious form 
being produced by the Klebs-Loeffler bacillus, and 
the less severe cases in which recovery took place, 
by streptococci. 

One of my three cases was that of a boy, aged 6 
years, who was admitted under the care of Dr. 
Coupland, who presented no membrane on the 
tonsils or pharynx, but there being much dyspnoea, 
tracheotomy was performed, and the boy recovered. 
Membrane was frequently coughed up through the 
tube. 

The second case was that of a little girl, aged 3, 
who was admitted also under the care of Dr. Coup¬ 
land with an illness of one week’s duration, and. 
suffering from urgent dyspnoea. The fauces were 
congested, but no membrane could be seen. 
Tracheotomy was performed, but death occurred 
six days subsequently. At the autopsy, membrane 
was found on the pharynx extending down the 
larynx and trachea into the lungs. 

The third case was that of a man, aged 24, who 
was under the care of Dr. Cayley, and who 
exhibited firmly adherent whitish membrane over 
the tonsils and palate. This rapidly separated and 
the man recovered. 

With regard to the other eight cases in which 
diphtheria bacilli were not found, five recovered 
and three died. In two of the cases it was 
perfectly obvious why failure resulted. In one, 
the membrane had been placed for a short time 
in r-20 carbolic acid, and in the other the mem¬ 
brane had lain in water for some hours. In 
another case under the care of Dr. Fowler, the 
membrane was extremely thick, and the germs had 
probably been destroyed by its excessive growth. 
In two cases the patients were aged respectively 1 
and 2 years, and owing to their struggles only 
mucus and no actual membrane could be obtained. 
In the three remaining cases I also failed to detach 
portions of membrane, and only succeeded in 
obtaining particles of mucus. These facts are 
interesting as tending to show that the mucus 
expectorated by diphtheritic patients is probably 
not infectious, whilst the membrane is exceed¬ 
ingly so. 

Turning now to the fifteen cases in which 
bacilli were found. Of these nine recovered and 
six died. I have little to say about them except to 
refer to the two cases which were admitted with a 
diagnosis of tonsillitis. 
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One was that of a man, aged 30, a police 
constable. He stated that he had been ill only 
one day, suffering from headache and sore throat. 
Both tonsils were greatly enlarged. On the right 
was a large irregular ulcer, its base being formed by 
a grey slough. There were three other smaller 
ulcers on the right, and two on the left tonsil, but 
no definite membrane was visible. The tem¬ 
perature was 99.2. There was no albumen in the 
urine. The glands behind the angles of the jaw 
were not enlarged. Although this was thought to 
be a case of tonsillitis, a cultivation was obtained 
by removing a portion of the slough from the right 
tonsil, and an almost pure culture of the diphtheria 
bacillus was procured from it # thus clinching the 
diagnosis. 

The second case was that of a woman, aged 35. 
She had an attack of diphtheria in 1882. She had 
been complaining of sore throat for two days 
previous to admission. The uvula and both 
tonsils were very red and swollen, and on the right 
was a small white patch with a greyish-green 
centre. The glands behind the angle of the jaw 
were not enlarged, and there was no albumen 
in the urine. The diagnosis was, therefore, doubt¬ 
ful, but bacteriological examination at once cleared 
it up, as pathogenic bacilli were found in the 
cultures. 

With reference to cases of membranous laryn¬ 
gitis, after the specific fevers, I must say that I 
have had no personal experience, but judging from 
recorded cases in which this method of diagnosis 
has been employed, it promises to be of great 
value. 

The cases I have examined are too few in 
number to found any definite conclusion upon, 
but I would venture to offer the following 
suggestions: 

(1) That bacteriological examination of material 
obtained from the throat in doubtful cases of 
diphtheria, may prove of great service in diagnosis. 

(2) That on microscopical examination there is 
no great danger of mistaking organisms found in 
cas^s of follicular tonsillitis for the pathogenic 
organism of diphtheria, although the naked eye 
appearances of the cultures are not characteristic. 

(3) That as certain observers have described 
non malignant organisms similar to the diphtheria 
bacillus if there be any doubt as to the nature of 
the bacilli, plate cultures on gelatine should be 
made as control experiments. 


A POST-GRADUATE DEMONSTRATION 

ON A FEW 

Surgical Cases in the Out-Patient 
Department of the Hospital for 
Sick Children, Great Ormond Street, 

WITH 

Remarks on the Principles of Treatment of 
the Y&rious Diseases Illustrated. 

BY 

OH ARLES A. BALLANOE, M.S., F.R.O.S. 

Lecturer on Practical Surgery, and Assistant Surgeon 
to St. Thomas’s Hospital, etc. 

ASSISTED BY 

H. STANSFIELD COLLIER, F.R.O.S., 
Surgical Clinical Assistant. 

(Concluded from page 51 .) 

Thvo Cases of Ncevi. 

1. Female aged 4 months. First came November 8. 
Appears healthy. There is no history of syphilis. There 
is a large Boft ill-defined tumour below the left ear, push¬ 
ing outwards the lobule of the ear, covering the mastoid 
process, and projecting forwards over the angle of the law. 
The skin over the tumour appears normal, except that here 
and there there are tiny patches of capillary nsBvi. Upon 
pressing the tumour it can be felt to become smaller. 
Electrolysis with about twelve milliamperes was per¬ 
formed. 

November 18. Electrolysis repeated. 

December 29. Tumour somewhat shrunken. It was 
again subjected to electrolysis. 

February 4. Electrolysis repeated. In the position of 
the previous punctures, some fresh capillary nmvi have 
grown in the skin. The whole tumour has shrunk a 
great deal. 

2. Female 5 months old. First came February 13. 
No history of syphilis. It is said that the nmvus has 
grown a great deal larger and has involved more skin sinoe 
birth. 

Present State .—There is a naevus of skin and sub¬ 
cutaneous tissues, involving the anterior aspect of the 
lower half of the right arm, and of the upper third of the 
right forearm. 

Treatment. —Electrolysis. 

Remarks .—The method chosen for the treat¬ 
ment of naevi of the face requires often much 
thought and nice attention to detail, while in most 
other regions the extent and position of scars are of 
less importance. We see about 150 cases of 
naevus in the course of the year. 

Speaking generally, the method adopted in this 
department for large subcutaneous naevi, is the 
application of electrolysis to destroy the vascular 
growth, and subsequently excision of the fibrous 
remains of the naevus is performed. For large 

cutaneous naevi of trunk or oOimbs, the applica- 
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tion of Pacquelin’s cautery is the simplest and 
easiest means of cure. 

When the growth attacks the face, the insulated 
needles should be driven through the often discreet 
spots of naevoid skin, and when the skin is un¬ 
involved, a naevus of the cheek or lip must be 
attacked from the mucous surface, so as to avoid 
scarring the skin. For capillary naevi of eyelid, 
nose, etc., the treatment should be a very weak 
electrolytic current, so applied as to produce no 
actual puncture scars of the skin. 

With regard to measuring the electrolytic current 
by means of the galvanometer, it is quite easy to 
employ one. Those usually employed mark a 
strength from 4 to 200 milliamperes. For large 
subcutaneous naevi a strength of 100 milliamperes 
can be employed, but for capillary naevi the 
smallest current which affects the circulation in 
them is the best strength to employ. With regard 
to the value of the galvanometer in this special 
operation it cannot be contested that practice in 
the treatment of naevi is of much more importance 
than the measurement of the current employed. 

The question is often asked, What happens to 
naevi which are not treated ? Doubtless they go on 
destroying and disfiguring the parts they invade, 
but a time comes when they undergo spontaneous 
atrophy, and sometimes ulceration. A case of 
cutaneous naevus of the whole of one upper ex¬ 
tremity attended here many years ago. The 
patient disappeared for three or four years when 
the red naevoid surface of the limb had been 
replaced by a soft silky white non-adherent 
atrophied cutis. 

A Case of Tubercular Disease of Ankle-joint. 

1. A male aged 3| years. First seen March 1,1893. 

History. —Father died of consumption. There is no 
history of injury. The boy has been lame and ha? 
complained of pain in the left foot for fourteen weeks. 

Condition .—March 1, 1893. An anaemic but well 
developed child. The left ankle region is swollen and hot, 
the normal depressions around the joint are obliterated. 
There is great pain upon movement. 

Treatment .—A plaster case was applied from the head 
of the tibia to the toes. In addition a wooden splint 
was applied on the outside of the limb, reaching from the 
great trochanter to three inches below the foot. Cod 
liver oil, and suitable diet were ordered. 

Subsequent History .—The plaster splint, renewed from 
time to time, was continued until the end of November, 
when it was found that the limb was free from pain or 
tenderness, that the swelling had decreased a good deal, 
and that the movements of the joint were but slightly 
impaired. At this time the plaster case was discontinued, 
the ankle-joint was strapped, and the boy allowed to get 
about with a bucket and pin support for the knee, 


allowing the leg to be kept at right angles with the 
thigh. 

February 16. There is no swelling, and no limitation 
of movement. The only remaining evidence of the past 
disease is some atrophy of muscles of the calf. 

Remarks. —This case illustrates again the value 
of rest in tubercular disease of important joints. 
The ankle-joint has been, until lately, the most 
unsatisfactory joint to excise, and, therefore, the 
treatment by rest has been carried to great lengths. 
Recently, however, the adoption of better methods 
of freely exposing the joint, and the rule of always 
completely removing the astragalus, have already 
led to excellent results. When such a case as this 
presents itself, the first thing to do is to immobilise 
the joint by means of plaster of Paris, and to 
arrange for the fixation to be continued for many 
months, indeed, until all traces of joint disease shall 
have vanished. A long wooden splint to prevent 
the child from standing should be applied to the 
outside of the limb. When the disease appears to 
be obsolete, the child may be allowed to walk 
about with a “ bucket and pin ” rest, so that the 
weight of the body is carried upon the flexed knee 
for at least six months. 

Case of Congenital Dislocation of the Hip. 

Female, aged 5 years. This child is well developed, 
though somewhat ansemic and flabby looking. She walks 
with a definite waddling gait, and it is easy to see that it 
is the left limb which is in error. The patient being 
stripped, the marked lordosis, the trochanter displaced 
upwards, and the remarkably free mobility at the left 
hip-joint, make the case clear. Extension does not alter 
the position of the trochanter, and although the head of 
the bone is undoubtedly farther back than it would 
normally be, there is no rolling in of the foot. 

Remarks .—Cases of single or double congenital 
dislocation of the hip are often seen in this 
department. The lameness can be readily made 
out not to be due to any weakness of muscles, as 
it is in infantile paralysis, because the affected 
limb or limbs are warm, and all the muscles 
react perfectly and are fully developed. Exten¬ 
sion will sometimes bring the trochanter down to 
Ndlaton’s line, but in consequence of some imper¬ 
fection of the head of the femur or of the lip of 
the acetabulum, on ceasing to extend, the deformity 
is reproduced. It has been recommended to 
keep the limb extended, the supine position being 
enforced, for a period of two years. There is no 
evidence that this treatment, which must interfere 
with the general health of the child, has ever led 
to a truly successful result. Further, any opera¬ 
tion for the purpose of fixing the head of the bone 
in its proper position can hardly be justifiable. 
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When both hips are displaced, the permanence 
of the rolling gait is the only trouble. When one 
hip-joint is dislocated, the relative shortness of the 
limb must be compensated for by a properly made 
boot, to obviate the risk of lateral curvature. 

Two Cases of Multiple Tubercular Lesions . 

1 . Male, aged 9 months. 

History .—His father is said to be suffering from 
phthisis. The swelling which one sees of the left index 
finger began four months ago. Soon afterwards, a swell¬ 
ing appeared of the right index finger, and a third 
swelling of the right thumb. 

Present State .—The child is ricketty and wasted. There 
are fluctuating swellings round the middle phalanges of 
the index fingers, and round the proximal phalanx of the 
right thumb. Over each malar bone is a small fluctuating 
swelling, which the mother has not previously noticed. 

2 . Female, aged 8 months. 

History .—No family history of tubercle to be obtained. 
Six months ago, several small nodules were noticed in the 
skin, and the swelling of the left index finger appeared 
two months ago. 

This is a wasted child, with several fluctuating 
tuberculides of the skin of the abdomen, and of the 
right thigh and left buttock. There is a fluctuating 
sweUing round the middle phalanx of the left index 
finger. 

Remarks .—With regard to diagnosis, the pre¬ 
sence of redness, fluctuation, and other signs of 
inflammation, readily separated strumous dactylitis 
from syphilitic disease or enchondroma. In 
syphilitic disease of a phalanx or a metacarpal 
bone, a fusiform swelling of the diaphysis occurs 
without pain and without external signs of inflam¬ 
mation. This is due to a deposit of new bone 
from the periosteum. Other signs of the disease 
elsewhere are generally present, and materially aid 
the diagnosis. When a tumour is the cause of 
the enlargement, among points to note would be 
the absence of local inflammation. A uniform 
enlargement of the whole bone producing a fusi¬ 
form swelling would not be present, but the 
enlargement would be limited to a certain region 
of the bone, and in shape would be spheroidal. 

Tubercular dactylitis is most often part of a 
multiple tuberculosis, and is especially common in 
children under 2 years of age. The tubercular 
infiltration primarily attacks the bone, and can 
sometimes be demonstrated to begin at the dia¬ 
physial junction. It is remarkable that the joints 
are rarely invaded, the epiphysis and the inferior 
articular lamella escaping destruction. 

The treatment of tubercular dactylitis consists, 
so long as there is no evidence of suppuration, 
in rest upon a palmar forearm splint, together with 
fresh air, suitable diet, and tonics. 


As soon as fluctuation can be made out, a lateral 
incision is required. The diaphysis is usually 
found to be carious and loose, and must then be 
removed with a small curette; the pulpy granula¬ 
tion tissue is scraped away, and the cavity packed 
temporally with iodoform gauze. The usual result 
of this operation is a shortened, but by no means 
useless finger. In Case 1 a sequestrum from each 
malar bone was removed, comparable exactly to 
the bone lesions of the fingers and thumb which 
were treated in the usual way. The child did 
well. 


Case of Tuberculosis of Iliac Glands . 

Female, aged 6£ yean. Fint came January 24 , 1894 . 

History .—No history of tubercle in the family. Two 
yean ago she was an out-patient here, and a tubercular 
gland was then removed from the left Bubmaxillary 
region. Began to complain of aching pain in the right 
groin eight months ago, and she has limped now and 
then ever since. She has had pain every day, but this 
has never been extremely severe. There has been no 
history of vomiting nor of diarrhoea, and no wasting has 
been observed. 

Present State .—January 24 : A well nourished child. 
She has in the right iliac fossa a moniliform fixed mass 
in the line of the external iliac vessels three inches long, 
which can readily be made out by palpation. There are 
no evidences of disease of hip, spine, or sacroiliac joint. 
The abdominal viscera appear normal. 

Treatment .—She was ordered to be kept supine in bed, 
and to take cod liver oil and syrup of iodide of iron. 

February 16 : Little or no change in the physical signs. 
She has complained of no pain since she has been kept in 
bed. Perhaps the tumour is a little smaller. 

Remarks .—This is clearly a by no means 
common case, and when the swelling was proved 
by examination not to be due to disease of bone 
or joint or spine, the diagnosis lay between peri¬ 
typhlitis and tubercular infection of the iliac 
lymphatic glands. Against appendicitis may be 
alleged two facts (1) that there has been no 
subacute or acute attack, and (2) that the “lump” 
has never been tender. In favour of the tubercular 
gland view, the reasons are (1) the history of 
cervical gland disease; (2) the insidious onset and 
progress of the tumour; (3) its lobulated feel on 
palpation ; and (4) the absence of tenderness. 


Urethane in Convulsions.— In America this 
drug is used freely in almost all forms of con¬ 
vulsions, but has been found especially useful in 
chorea (when very violent) and in uraemia. It 
may be given in large doses, fifteen to sixty grains, 
and repeated frequently, as much as 300 grains 
being given in a day. It is stated to be free from 
unpleasant after effects.— (Med . Rec.) 
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TWO LECTURES 

Delivered at the Cancer Hospital, Brompton, by 
FRED. BOWREMAN JESSETT, F.R.O.B., 
Surgeon to the Cancer Hospital, Brompton. 


LECTURE I. 

ON CANCER OF THE UTERUS. 


Gentlemen, —I have chosen the subject of 
cancer of the uterus for my lecture, as it is one of 
the most frequent forms in which the disease 
comes under our notice; and those who have had 
any experience of the disease will agree that it is 
one of the most fearful scourges that suffering 
women are heir to. I would urge upon you, then, 
with all the force in my power, the importance of 
most careful examination of all cases, and special 
attention to the smallest detail and symptom which 
may lead you to suspect the possibility of the 
existence of the disease. 

Age plays an important part, as cancer of the 
uterus, like cancer of other parts of the body, is far 
more commonly met with between the ages of 40 
and 50 than at any other period. This period is 
that in which all the organs appear to commence 
to degenerate or atrophy. And it would seem to 
be that time of life when cancer is specially prone 
to take root in the system. 

At the Cancer Hospital, out of 860 cases of 
cancer which I have tabulated, 476 occurred 
between the ages of 40 and 60 years of age. 
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Dr. Godson, in 600 cases he collected at St. 
Bartholomew’s Hospital, has noticed the same 
average. So that age is an important factor; and 
in any case of a woman suffering from haemorrhage 
between the ages of 30 and 60, a vaginal examina¬ 
tion should be insisted upon. 

In the first place, I propose to discuss some of 
the remote symptoms which are often present, and 
frequently are treated for more or less lengthened 
periods without any suspicion of uterine mischief 
existing. When attention is, however, attracted to 
the uterus, some condition such as ante- or retro¬ 
flexion, erosion of the os, metritis or incipient 


carcinoma is discovered; by treating these con¬ 
ditions, the symptoms which have been so long a 
source of trouble disappear. 

Now I have no doubt that many cases of 
incipient granular erosion of the cervix, or chronic 
inflammatory conditions of the endometrium, are 
frequent precursors of cancer, and that by neglect¬ 
ing these minor diseases, grave mischief may result, 
which will endanger the patient’s life. 

In studying the symptoms of uterine troubles, one 
cannot but be struck at the similarity of the symp¬ 
toms displayed by patients, whether they are suffer¬ 
ing from chronic metritis, endometritis, fibroma, or 
early stage of cancer. Possibly it will be only by 
close examination that any difference in character 
or intensity is discovered. And yet, although the 
general group of symptoms are so alike, yet it will 
be found that each form of disease has its own 
particular symptom more prominently developed, 
i.e. f haemorrhage in cases of myomata, nervous 
disorders and pain, in those of displacements, and 
leucorrhoeal discharge and haemorrhage, in erosion 
of the os and cancer. As then cancer of the 
uterus is often accompanied by displacements, 
endometritis, and occasionally with fibroids, it is 
readily seen what difficulties there are to contend 
with in arriving at an accurate diagnosis. Lcucor- 
rhceal discharge is, I believe, the earliest symptom 
present in cancer of the uterus, whether commencing 
at the fundus or at the cervical canal, and this can 
be readily understood when one remembers that 
cancer commences in the epithelium lining the 
uterine cavity, or the glands in the mucous 
membrane, so that the irritation, caused by the 
disease, causes a certain amount of endometritis, 
resulting in a catarrhal condition of the mucous 
membrane lining the cervix or the uterine cavity. 

Leucorrhoea, then, is an exaggeration and 
morbid alteration of the physiological, vaginal, 
and uterine secretions; for normally there is always 
a certain amount of secretion from the mucous 
membrane lining both the vagina and uterus, when 
this becomes increased or purulent, then the term 
leucorrhoea is applied to it. Vaginal leucorrhoea 
is a fluid milky secretion, which only stiffens linen 
slightly. It is acid in reaction. Uterine leucorrhoea 
is yellowish white, and only slightly viscid; that 
from the cervix is gelatinous. Normally it resembles 
white of egg. It stiffens linen considerably. It is 
alkaline in reaction. 

It is with the uterine leucorrhoea that we are at 
present interested, and no doubt this is the earliest 
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evidence or symptom that mischief of some sort 
exists in the uterine cavity. Now, of course, 
leuconhoea in itself is only a consequence of some 
catarrhal condition of the mucous membrane 
lining the cervix or cavity of the uterus, and on 
examination with the speculum, will be seen 
exuding from the canal as a viscid gelatinous 
liquid. But if after treatment this does not abate, 
then it may be suspected that something more than 
simple catarrh exists. In cases of carcinoma, it 
will be noticed that the secretion becomes more 
liquid and yellowish, and with occasionally streaks 
of blood mixed with it, later a further change 
takes place, and the discharge becomes watery, 
sanious, and badly smelling. 

Besides this local early manifestation, there are 
several other symptoms, the result of reflex irritation, 
which manifest themselves in neighbouring organs. 
These symptoms doubtless exist in nearly all affec¬ 
tions of the uterus to a greater or less extent; but 
they must be borne in mind, as it is by having atten¬ 
tion called to the uterine affection and by careful 
examination, that we may hope to recognize this 
terrible disease in its early stage, and so be able to 
deal with it when there is the possibility of 
doing so. 

The most common symptom of the neighbour- 
ing organs is connected with the bladder. Women 
often experience a constant desire to micturate, and 
frequently suffer from vesical tenesmus, and oc¬ 
casionally cystitis supervenes. 

Constipation is frequently present, this is the 
result of the constantly deferred action, as the 
act of defalcation is accompanied by much pain, 
therefore patients get in the habit of restraining 
themselves as much as possible. 

Uterine dyspepsia is a most constant symptom of 
uterine irritation, and one the importance of which 
cannot be over-estimated. The over-looking of 
this symptom has often resulted in grave disaster, 
and yet how easy it is to connect the disease of 
the uterus to the digestive system, if it is borne 
in mind the close relation of one to the other 
through the sympathetic nervous supply, and it is 
only remembered the intimate connection between 
the gastric irritation as exemplified by nausea and 
vomiting connected with the early stages of preg¬ 
nancy, it can be readily understood how constant 
uterine irritation may be the cause of reflex 
digestive disorder. 

This subject has been recognized by gynaeco¬ 
logists now for a length of time, and it is no un¬ 


common thing for a patient to consult one after 
they have been the round of the general physician, 
and been treated for a length of time for ordinary 
dyspepsia, when on careful examination it is found 
that she is suffering from extensive erosion of the 
os, or flexion of the uterus, or metritis, and possibly 
carcinoma. I will not detain you by alluding to 
other reflex symptoms, such as respiratory reflexes, 
reflexes of the central and peripheral nervous 
system, neuroses of genital origin; but these must 
be always borne in mind as possibly being due to 
some uterine trouble. 

So much then for the early general and local 
symptoms which may result from uterine irritation, 
and which, if thoroughly recognized, may be the 
means of our discovering cancer of the organ 
before it has advanced so far as to be beyond our 
control. 

It will be convenient here to define exactly what 
is meant by the term cancer, and for this purpose 
I will adopt the definition of Dr. John Williams, as 
given to it by one school of pathologists. 

Cancer, then, is a new growth possessing 
malignant properties, i>., it possesses the power of 
invading neighbouring tissues, and of reproducing 
itself in the form of secondary growths in other and 
distant parts. By accepting this definition it will 
be seen to embrace all forms of malignant disease, 
whether carcinoma, sarcoma, or epithelioma. 

Sarcoma is a growth of the connective tissue 
type, and invariably, I believe, commences in the 
structure of the connective tissue in the body of the 
uterus. Fibroid growths also often take on a sar¬ 
comatous action. Although this form of malignant 
disease is usually present in young subjects when 
affecting different parts of the body, in the uterus 
it is very frequently found in elderly patients. 
During the last few months I have had three 
patients suffering from this form of disease, all of 
whom were over 60 years of age. I believe that 
sarcoma attacks the uterus much more frequently 
than has generally been thought. Since I have 
taken especial interest in uterine cancer, I have 
found that quite a third or fourth of the cases of 
malignant disease of the body of the uterus are 
sarcoma. 

Carcinoma . All carcinomata contain epithelial 
elements, and are formed of epithelial cells bound 
together by a network of vascular connective 
tissue, or to put it in another way, all these tumours 
are formed of bands of connective tissue, which 
interlace with each other, forming a net-work or 
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frame-work between the meshes of which are packed 
groups of epithelial cells of different shapes. 

Carcinoma usually commences in the cervical 
canal, or body of the uterus, either from the mucous 
membrane, or the glands in the mucous membrane. 

Epithelioma is of rare occurrence, and when 
present always originates in squamous epithelif m 
of the external os. 

It will considerably facilitate the description of 
the various forms of cancer as they affect the 
organ, and indeed it is necessary for an intelligible 
description, to divide the uterus into three portions, 
viz., the vaginal portion , the cervical portion , and 
the body . 

The vaginal portion embraces that portion only 
which its name implies, and is limited above by a 
line drawn from the external orifice to the insertion 
into the vagina. This part is covered with 
squamous-celled epithelium. This form of epi¬ 
thelium ends at the external orifice, and then the 
transitional commences which, as Dr. John Williams 
observes, often disappears, and is replaced by a 
glandular erosion which is covered with columnar 
epithelium, and the columnar epithelium meets 
the squamous without the interposition of the 
transitional form. 

The cervical portion is limited below by the 
vaginal portion, and above by a line drawn trans¬ 
versely through the inner orifice. At this point 
the columnar epithelium ends, and the tubular 
glands characteristic of the decidua begins. 

The body of the uterus is that portion which is 
situated above the cervix. 

Carcinoma as it affects either of these parts may 
present different characters, and may be classified 
as scirrhus, encephaloid, medullary, and epi¬ 
thelioma ; but it is not so much of the different 
forms of cancer that I propose to speak as to the 
parts in which they originate and are located. 

Cancer of the vaginal portion . The disease is 
rarely found to originate in this portion of the 
organ. This has been fully borne out by the 
researches of Ruge, Veit, John Williams, Schoer- 
der, Leopold, and others; although the disease 
frequently invades the part by growth from the 
cervical portion. When it does exist, I believe 
it nearly always originates in some crack or 
erosion of the os, which has been the source of 
irritation. Patients suffering from cancer of the 
portio vaginalis often have no symptoms whatever 
to lead them to suspect the presence of the disease. 
Although they undoubtedly have suffered from 


leucorrhoeal discharge for some considerable time, 
yet this is such a common complaint with women 
that they take little notice of it, and probably the 
first or at any rate the usual symptom that attracts 
attention is haemorrhage, sometimes occurring 
spontaneously, sometimes after coitus; and yet 
many of the cases, when an examination is made, 
are found to be suffering from extensive disease, 
perhaps the walls of the vagina being implicated. 

If these cases had been examined at an earlier 
stage, how much could have been done; possibly 
erosion of the os or a fissure is the precursor 
in many of these, and how difficult it is in 
such cases, even by most careful examination, to 
decide when the erosion or fissure has taken on a 
cancerous action; but yet how important it is for 
the welfare of the patient that a correct diagnosis 
should be formed. And here I would counsel you 
in all cases of doubt to remove a small portion 
for microscopical examination, and if any doubt 
exist as to its true nature to at once perform 
amputation of the neck of the uterus, well above 
the diseased parts. Practically there is no risk in 
such an operation, and I am of opinion that in all 
cases where there is extensive erosion and cracking 
with thickening and infiltration of the tissues of 
the cervix, that it is good practice to remove it by 
amputation. The form of cancer that is most 
commonly found attacking the portio vaginalis is 
“ epithelioma.” 

Cervical portion . We must now pass on to the 
consideration of the disease as it attacks the 
cervical portion. Here, again, it is most difficult 
clinically to differentiate between an erosion, an 
adenoma, and carcinoma. In what way clinically 
does one differ from the other? Dr. John Williams 
describes an erosion as an extension of mucous 
membrane of the cervical canal through the 
external orifice on to the lips, which are in health 
covered with stratified epithelium. In some cases, 
no doubt, simple hypertrophy of the mucous 
membrane of the canal resembles an erosion. A 
true erosion, however, is described as consisting 
of a structure like that of the mucous membrane 
of the cervix, placed on a surface which in health 
is covered by squamous epithelium. It may be, 
and often is, associated with hypertrophy of the 
mucous membrane at the lower part of the canal. 
It contains glands lined by columnar epithelium, 
and its surface is covered by epithelium of the 
same character. 

An erosion differs from cancer in that the 
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epithelium on its surface and lining its glands con¬ 
sist of a single layer, and assumes no aberrant 
forms; and from an adenoma of the cervix in that 
the glands are comparatively superficial. It will 
be seen, then, that in erosion the glands are 
considerably increased in size and number, and I 
have but little doubt that many cases of cancer of 
the cervix commence as erosions, for not only do 
these glands increase in number, but they also 
develop in places where glands do not exist in 
health. 

It is in the epithelium lining these glands 
that the chief changes take place in cancer; the 
cells which constitute a single layer in health 
become stratified and increased considerably in 
number, often breaking down the whole lumen of 
the gland. The nuclei in the cells proliferate, 
and the cells become altered in shape; these 
become elongated and assume an appearance of 
strings of cells, dipping downwards into the 
deeper structures; and the epithelium itself be¬ 
comes flattened, so as to have the appearance 
almost of squamous-celled epithelium, and it is 
only by tracing it to its origin that the true cha¬ 
racter can be ascertained. 

The part at which cancer of the cervix conw 
mences is in the cervical glands. Dr. John 
Williams goes so far as to say he has never seen 
a case commencing in the epithelium of the 
surface, but it may and undoubtedly does fre¬ 
quently commence in the glands close to the 
surface, and when these cases come under our 
notice they are so far advanced that it is most 
difficult to say where the disease commenced. 
The part of the canal which is usually attacked 
first, is the lower half, although of course it may 
commence at any spot. The posterior lip appears 
to be attacked more frequently than the anterior, 
and it is of the utmost importance to remember 
that no matter in what manner the disease origin¬ 
ates, it, I believe, invariably extends downwards 
and outwards at first, although it may grow in an 
upward direction later. 

Symptoms . The symptoms of both these forms of 
disease are most obscure, and more frequently than 
not it is far advanced before advice is sought; and 
yet how many cases there are who consult their ordi¬ 
nary medical attendant for leucorrhoeal discharge, or 
perhaps slight haemorrhage, and are provided with 
an astringent injection and a tonic, and are sent 
away being assured that their symptoms are 
entirely due to weakness, and the poor deluded 


woman continues to take her medicine and use 
the injection in the hope that all will come well 
in time. The discharge, however, continues; 
after a time weight and.dull pain in the back are 
complained of, with forcing bearing-down pains; 
the bladder becomes irritable, and a constant 
uneasiness in the epigastric region is noticed, 
which is attributed to indigestion. Then usually 
the discharge is noticed to be tinged with blood, 
or there may be a sudden rush of blood, or 
metrorrhagia. Even then, often no examination is 
made, and the patient is treated with steel and 
ergot; presently the discharge is noticed to be 
rather offensive, and the sense of forcing pain, 
weight, and pains in the hip, more frequently the 
left than the right, and haemorrhage after coitus, 
draws more especial attention to the local condition, 
and at last a vaginal examination is made. And 
then it is that the grave nature of the disease is 
discovered; and only too often it is found to have 
extended to such a degree that the uterus is fixed, 
probably the vaginal walls invaded, and it is too 
late to do anything more than adopt palliative 
measures for the relief of pain and keeping the 
parts as clean as possible. 

Such is the sad picture that is constantly brought 
before our notice, both privately and at this 
hospital. Let me again impress upon you, there¬ 
fore, the paramount importance of early examina¬ 
tion of these poor women when they consult you, 
suffering from symptoms of uterine mischief. 

Now, in cases of cancer of either of these two 
portions of the uterus, the portio vaginalis or 
the cervix; if early examination is made, the 
disease is readily recognized, or at any rate such 
a condition of things is found that would justify 
one in removing a small portion for microscopical 
examination, when the nature of the disease will 
be at once recognized: and in such a case by free 
removal of the parts by supra-vaginal amputation, 
the disease may be thoroughly removed. 

During the last five years I have performed 
supra-vaginal amputation for cancer of the cervix 
on over fifty cases of either cancer of the portio 
vaginalis or the cervix, with a death rate of 4 per 
cent., and it will be instructive here to give you 
short histories of some of these cases, selecting two 
or three typical cases of the disease as it attacks 
these parts separately. 

Case 1.—Mrs. -, set. 61, married; several 

children. Vagina free. The external os is ulcer¬ 
ated, the ulceration extending into the cervical 
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canal. Bleeds freely on examination; much 
induration. On July 26, 1889,1 performed supra¬ 
vaginal amputation of the cervix. The patient 
made an excellent recovery, and remained free 
from the disease until her death, which took place 
some two years afterwards from bronchitis. By 
the courtesy of Dr. McCaskie, whose patient she 
was, I was enabled to get the uterus, which con¬ 
tained not the slightest trace of disease. 

Case 2. — Mrs. H., aet. 39; four children. 
Always had rather hard labours. Has had leucor- 
rhoeal discharge since last child, two years ago. 
The discharge has always been yellowish, and 
latterly with occasional streaks of blood. Has 
had constant wearying bearing-down pains. Men¬ 
strual flow quite regular ; no extra pain at these 
times. No pain on coitus; latterly, however, has 
noticed slight bleeding afterwards, but took little 
notice of it until about three months ago, when 
she consulted her medical man. No examination 
was made, and she was ordered an astringent 
injection, which at first appeared to give her relief. 
She continued this until coming to consult me, her 
reason for doing so being that after coitus she had 
rather a sharp attack of haemorrhage. On vaginal 
examination, the posterior lip is found to be thick¬ 
ened and rough, deep ulceration extending into 
cervix. Bleeds readily on touch. Vagina free. 
Uterus movable. Supra-vaginal amputation was 
performed on December 2, 1889. There was 
some free haemorrhage, which was arrested by 
plugging. Wound healed well, and the patient 
has no recurrence at present time, over four years 
after operation. 

These are two typical cases of many that have 
presented themselves, and illustrate well what I 
have said. 

Cancer of the Body. 

We will now pass on to the important considera¬ 
tion of cancer of the body of the uterus, and this 
is the more important as often, even with the most 
careful examination, the disease may be overlooked. 
Happily the disease attacks this part of the uterus 
much less frequently than the vaginal portion or 
cervix, and at one time it was even questioned if 
the body ever was attacked primarily. Now, my 
experience leads me to think that the body is 
much more frequently the seat of the disease than 
is generally supposed. I have operated on six 
cases for cancer of the body of the uterus, and 
now present for your inspection the specimens I 
have removed. 


Perhaps the most typical case is that of Emily 
C., aet 62, single. Admitted into the Cancer 
Hospital, February 10, 1894, suffering from cancer 
of the fundus. Family history—mother died of 
cancer of the liver. The patient has had a dis¬ 
charge for some twelve months; about six months 
ago it became very offensive and occasionally 
tinged with blood. She complained of pain at the 
lower part of abdomen and back, had lost flesh 
considerably, although she never was very stout. 
On November 27,1893, she went into the Samaritan 
Hospital, when the cervical canal was dilated and 
the uterus explored. Some soft growth was scraped 
away for microscopic examination. On admission, 
she was seen to be a very emaciated - looking 
woman. On vaginal examination, it was found 
that she was suffering from a badly smelling dis¬ 
charge ; the vagina was very small; the cervix 
feels healthy, and the uterus is found to be freely 
movable and not appreciably enlarged. Exami¬ 
nation causes much pain. A foul discharge is 
seen to be exuding through the os. I performed 
vaginal hysterectomy upon this patient on February 
20, and she made a very good recovery, leaving 
the hospital five weeks after operation. 

Another case, Frances St. J., was very instructive 
as showing the presence of the disease quite in its 
early state and complicated with fibroids. She 
was aged 44 years; married ; four children. Ad¬ 
mitted into the hospital on January 4, 1894. The 
patient merely complained of great pain in lower 
part of abdomen. Very slight, rather faintly- 
smelling discharge. By vaginal examination the 
cervix feels hard, and os thickened and eroded. 
Body of uterus enlarged, some bosses felt in 
posterior surface of uterus. Sound passes 3J 
inches. Vaginal hysterectomy was performed on 
January 9. The patient made an excellent re¬ 
covery, and was discharged three weeks after 
operation. 

On opening the uterus, there were evidences of 
early carcinoma. Mr. Plummer, pathologist, has 
made careful microscopic examination of this, and 
pronounced it to be early adenoid carcinoma. 

Here, then, was a case that was seen quite in its 
early stage, and cancer was suspected ; hence the 
operation of hysterectomy was performed, and the 
diagnosis confirmed, and the operation justified by 
the microscope. 

The disease usually attacks the body of the 
uterus after the menopause; in fact, I have not 
met with one case occurring before this period. 
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Dr. John Williams’s experience tallies with mine in 
this respect. Ruge and Veit have reported two 
cases as occurring under the age of 40 ; one was 
between 40 and 50 ; six were between 50 and 60; 
and seven were between 60 and 70. Dr. John 
Williams reports three cases: one 53 years of age, 
one 54, and one 69. My cases were, one 43, one 
44. one 52, one 55, one 62, and one 63. In all 
these cases I removed the uterus, and all made 
good recoveries, so that it is important to remember 
that cancer of the body of the uterus is rare before 
the menopause. 

Symptom. The first symptom that usually draws 
attention to the disease is haemorrhage. Women, 
after the menopause, notice bleeding, at first slight 
or in gushes, or tinging the discharge, which pro¬ 
bably they have had, but attributed to whites. Even 
when this haemorrhage occurs, they often take no 
notice of it, thinking that it is “ nature ” showing 
itself again. Some women are rather pleased at it, 
apparently supposing it to be a sign of renewed 
youth. Always take it as a most serious symptom, 
therefore, if a woman consult you after the meno¬ 
pause suffering from haemorrhage. Always insist 
on a vaginal examination, and do not be deluded 
because you find the os and cervix normal, but 
thoroughly examine bi-manually, and if there is 
much pain in the examination, do not hesitate to 
make a thorough examination under an anaesthetic, 
as it is only by such an examination that you can 
hope to make a correct diagnosis, and at the same 
time ascertain if the case is one in which an 
operation for total extirpation is justifiable. 
Another symptom is pain, often a forcing bearing- 
down pain, lasting sometimes for a considerable 
time, at other times for a shorter period. The 
jolting of cab or omnibus often increases this pain, 
which is due, I suspect, to the contraction of the 
uterus endeavouring to expel the growth. 

In all cases of doubt it is well when the patient 
is under an anaesthetic to dilate the cervix, and 
remove with a curette a portion of the contents 
of the uterus, for it must not be forgotten that 
haemorrhage, pain, and offensive discharge from 
the uterus may be occasioned by endometritis of 
old age, and is also present in certain forms of 
ulceration of the cavity, which is usually looked 
upon as lupus. 

As to the origin of cancer of the body, it is no 
doubt often present with fibroids, in the case I 
have just mentioned to you there were a number 
of fibroids present, and Ruge and Veit think the 


disease occasionally commences in polypi of the 
uterus. Dr. John Williams has recorded such 
a case in which a mucous polypi was removed from 
the cervix while undergoing the process of becom¬ 
ing a cancer. Or the disease may develop from the 
first in the form of a polypus. In the case I saw 
with Dr. Gross, the patient, set. 62, had bleeding 
and discharge, and it was on examination concluded 
she had cancer of the body of the uterus. On 
examination under an anaesthetic, I found the 
uterus full of a pulpy mass, which readily broke 
down under the finger, and had all the appearance 
of blood clot, this being removed I came down 
upon two what seemed to be distinct polypi; these 
I removed. The patient rapidly convalesced. I 
had these growths examined microscopically, and 
they were pronounced to be small round-celled 
sarcoma. This lady had a rapid recurrence, and a 
few months after I removed the uterus and 
appendages per vaginam. The patient again 
convalesced quickly, but the disease recurred in 
the broad ligament in a few months, and the patient 
died. 

Cancer, when originating in this manner, is 
usually circumscribed, and will be found on section 
of the organ to be attached to some part of the 
uterine cavity by its pedicle, the growth itself 
fungating from this and filling the cavity. 

The disease, however, is often diffuse, in which 
case it nearly always commences in the glands, or 
it may be in the epithelium lining the cavity. The 
uterus is usually enlarged and elongated. As the 
disease extends, the walls of the uterus become in¬ 
volved, and the muscular coat become thinner and 
thinner, and then the uterine peritoneum become ad¬ 
herent to the visceral, and it is no uncommon thingfor 
a loop of intestine to be adherent. The disease, as 
it extends, does not invade the cervix until quite 
late, but it would appear to extend to the broad 
ligament, and often to the bladder and rectum; 
the organ becoming completely fixed. In a case 
I had recently under my care, such was the case, 
the disease extended to the bladder, first preventing 
the power of expulsion of the urine, the patient was 
obliged to have her urine constantly drawn. It then 
apparently caused blockage of one ureter, with con¬ 
sequent hypertrophy of the opposite kidney. After 
a few months the disease extended, and evidently 
blocked the mouth of the remaining ureter, with 
the result of uraemia, coma, and death. 

Treatment .—We will now pass on to the treat¬ 
ment of the disease as it is found attacking the 
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different parts of the organ, and here the 
advantage of dividing the organ into sections 
is most manifest, as it is obvious the treatment of 
cancer of the portio vaginalis, the cervix and body 
being free, must differ essentially from treatment 
of the disease when the body alone is attacked. 

The treatment of cancer of the uterus is a 
subject which has occupied the attention of both 
physician and surgeon from time immemorial, and 
although many suggestions have been made, no 
permanent benefit has been obtained, and those 
poor suffering women who were the victims of this 
terrible disease, perished unrelieved. 

I have examined the uteri of a large number of 
cases who have died in the hospital, with a view of 
ascertaining the cause of death, and found that a 
large number died from uraemic poisoning, caused 
by obstruction to the ureters, by growth or pressure 
of the disease, others died from secondary growths, 
and some died from septic mischief and exhaustion. 
I was much struck, however, by the limited extent 
of the disease in the body of the uterus. In many 
cases, in which from clinical examination it was 
supposed the whole organ was affected, it was found 
that the disease was limited to the external os and 
cervix, but it had extended into the cellular tissue 
around the cervix, implicating the ureters, or had 
implicated the vaginal wall, in many advanced 
cases invading the bladder in front or the rectum 
behind. 

Acting upon the information thus obtained, I 
came to the conclusion that for practical purposes 
it would be well to divide the disease into four 
divisions. 

1. Those cases in which the disease is limited 
to the portio vaginalis. 

2. Those cases in which the cervix and body of 
uterus is implicated, the organ being readily 
drawn down to the vulva. 

3. Those cases in which the disease has 
extended beyond the uterine substance into the 
surrounding cellular tissue, causing the viscus to be 
more or less fixed, and perhaps the roof of the 
vagina slightly involved. 

4. Those cases in which the disease extends 
beyond the above limits, invading the vagina, and 
possibly the bladder or rectum, or indeed both of 
these organs. 

The rational manner of treating cancer of the 
uterus must be based upon the same lines as 
treating the disease when attacking any other 
organ of the body. Should you be consulted by 


a patient suffering from cancer of the breast, 
tongue, or elsewhere, free extirpation of the 
disease is advised. 

The same rule must hold good, then, in the 
advice you give for the treatment of cancer of the 
uterus. Free removal. 

Of course, if on examination the parts are fixed, 
the vaginal wall implicated, and the disease has 
infiltrated into the cellular tissue around the 
cervix, then the removal by extirpation becomes 
unadvisable, if not impossible, in the same manner 
as cancer of the breast when the mammary gland 
is fixed to the chest wall, and the axillary and 
cervical glands invaded; and the question may 
arise if anything can be done in these cases, and 
here I should be guided entirely by the extent of 
the disease. If the bladder and rectum appear to 
be free from infection, I think a great deal may be 
done by the judicious application of caustics or 
the galvano-cautery. 

If, however, these viscera are affected, or the 
whole parts are so absolutely fixed as to render the 
application of these caustics to be fraught with 
great uncertainty, then there is nothing to be done 
but to keep the parts as clean as possible by 
irrigation with some antiseptic fluid. I prefer 
sanitas fluid, the keeping the bowels gently opened, 
and the free administration of opiates by the 
mouth or hypodermically if the pain is very ex¬ 
cessive, or in the form of suppositories. 

The method of syringing the vagina is a matter 
of great importance. I do not consider the 
placing the patient on a bedpan and using the 
vaginal tube sufficient, as there is always a lot of 
debris and sloughs which this will not remove. 
But I consider the syringing, at least once or 
twice a day, should be done through a Ferguson’s 
speculum, and then with pieces of cotton wool on 
uterine forceps, the cavity should be wiped 
out, by this means a large amount of badly- 
smelling debris will be dislodged. Then the 
cavity should be thoroughly dusted with iodoform, 
or a tampon of wool soaked in equal parts of 
pinum canadensis and glycerine, or smeared over 
with an ointment composed of 

Sanitas Oil . 3j 

Zinci Chloridi . gr.x 

Vaseline. 3j 

should be introduced into the cavity. 

This should be renewed night and morning. 
The vagina being douched out on each occasion, 
and the cavity wiped out with cotton wool before 
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the introduction of a fresh tampon. By adopting 
this simple plan of treatment the sloughs become 
dislodged, and a clean ulcerated surface disclosed. 

In most of these cases benefit will be derived 
by the application of a strong solution of chromic 
acid (3j-5j) to all the diseased surface after the 
parts have been thoroughly dried. Being careful not 
to allow the solution to run on to the healthy tissues, 
these can be protected by the application of pieces 
of cotton wool soaked in a saturated carbonate of 
soda solution, and finally some tampons should be 
placed in the vagina and left until the next day. 
All offensive smell disappears, and the pain and 
bladder irritation are relieved. The disease will 
be considerably retarded in its growth, and the 
patient’s appetite will return, and the general 
health improve, owing doubtless to the non-absorp¬ 
tion of the poisonous discharge. 

Perfect rest should be insisted on, and the 
general health attended to by the administration of 
appropriate tonics, attention to the bowels, and if 
pain is present, and prevents sleep, small doses of 
morphia may be advantageously given. 

Many extreme cases treated in this manner have 
expressed themselves as greatly relieved, and have 
left the hospital much improved in general health. 

The question next arises, can nothing be done 
for this terrible disease by the means of drugs. 
Numerous drugs have been credited with ameliorat¬ 
ing the suffering of patients, retarding the disease, 
and indeed in some cases of curing it. I need not 
go through the whole category of these remedies, 
it would be wearisome, and certainly not profit¬ 
able. 

The drug that hitherto has been credited with 
giving the best results is chian turpentine, as 
suggested by Dr. Clay. This drug, like all others, 
has been the source of much disappointment, but 
still, in many cases if it has not arrested the 
disease, it certainly appears to have the power of 
relieving pain. Dr. Clay has reported several 
cases in which cure has been effected. 

The emulsion as suggested by Dr. Clay is very 
nauseous, and the turpentine has been made in the 
form of pills, but if these are not made freshly, 
they become so hard that I think they usually pass 
through the intestinal canal unaltered. 

Pyoktanin is another remedy which has been 
credited with the property of curing cancer. Its 
supposed power seems to be based upon the 
manner in which it attacks the cells when used for 
staining microscopic specimens. 


It is ordered to be injected into the cancerous 
mass, and also to be taken internally. 

M. Narm (Bucharest) read a paper on the treat¬ 
ment of malignant tumours of the mouth, parotid 
gland, cheek, and of the uterus by injection of a 
solution of pyoktanin (1-100). Each day he injected 
from half a drachm to three drachms of the liquid 
into the morbid tissue. Out of twenty-five cases 
treated ten were cured, while the remainder were 
much benefited. The liquid, while destroying the 
morbid elements, did not have any effect on the 
healthy parts, differing thus from caustics, which 
acted on sound and diseased tissues alike. 

I have used this in some cases, and in one or 
two small cases of sarcoma it certainly appeared to 
have a good effect. In one case in particular, a 
small recurrent sarcoma in the cheek, the disease 
totally disappeared and did not return for over a 
year, when it recurred and was again injected, and 
has not returned since, some two years ago. For 
uterine cancer I have packed the cavity in some 
cases with gauze soaked in solution of pyoktanin, 
but it did not appear to do much, if any, good, and 
it played such havoc with the linen that I 
abandoned it. 

I have of late, however, been employing some 
tabloids which consist of a mixture of chian 
turpentine, ichthyol, and pyoktanin. I have 
treated several cases with these tabloids, and I 
must confess, with much benefit, and I am look¬ 
ing forward with great interest, hope, and expecta¬ 
tion, that these tabloids, if they do not cure these 
cases, at any rate will greatly relieve them, l ime 
will show. 

In cases not quite so advanced as these I have 
just alluded to, much good may be hoped for by 
placing the patient under an anaesthetic and freely 
applying a galvano or thermo-cautery. 

If the disease is limited to the vaginal portion 
of the uterus it may be attacked by the galvanic 
cautery, passing the needles into different parts of 
the disease, tolerably closely together, over and 
over again. The action of the galvano-cautery as 
thus applied, it'must be remembered, is by direct 
cautery action, and not by the destruction of the 
cells by the galvanic current. I adopted this 
method of applying the cautery in the first instance 
in the hopes that the cells might be destroyed by 
galvanic action without causing necrosis of the 
tissues by the cautery action, but was disappointed. 
This form of application has, however, I think, 
this advantage, that the needles can be inserted to 
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an ascertainable depth into the diseased parts, and 
the cautery action extends to a very limited extent 
beyond that. This form of treatment may be 
adopted in certain forms of cancer of the os or 
cervix by introducing one electrode into the cervical 
canal and then inserting the needle of the other 
electrode into the diseased tissues around the cervix. 
The cautery action is again exemplified here by, 
in some cases, the os and cervix sloughing out in 
the course of a few days. 

Pacquelin’s cautery, I think, is a better form of 
application for such cases if the cautery is to be 
adopted at all. The patient being placed under an 
anaesthetic is put in a lithotomy position by means of 
Clover’s crutch, and the diseased parts thoroughly 
scraped with a sharp spoon or curette, then the 
cautery is applied at a white heat. This applica¬ 
tion may have to be applied several times, and is 
not very satisfactory. In all cases I would suggest 
a long course of treatment by the administration 
of the tabloids I have already referred to, as it is 
quite possible if the system can be generally af¬ 
fected by the drug it may be the means of de¬ 
stroying any outlying cells which may have been 
left. 

The best form of treatment undoubtedly is, in 
all cases in which the disease is limited to the 
portio vaginalis, to perform amputation of the 
affected parts by cutting through the vaginal 
mucous membrane around the os, well free of the 
disease, and separating the cervix from the sur¬ 
rounding cellular tissue and amputating through 
the cervix. 

Should the cervical canal be slightly implicated 
the amputation can be carried higher by removing 
a cone-shaped piece from the uterus above the 
internal os; but should the cervix be infiltrated 
with the disease, then nothing short of vaginal 
hysterectomy, or removing the entire organ should 
be sanctioned. 

The mortality of this operation in experienced 
hands is not nearly so great as was supposed, and 
I believe with care that the mortality may be 
reduced to about 5 to 8 per cent. In 27 cases of 
complete removal of the uterus per vaginam which 
I have performed I have only lost two cases from 
the operation. Therefore I say this mortality is 
not worth consideration when it is remembered 
you are dealing with a disease which is sure to end 
fatally if Irft alone, and not only so, but the death 
is usually associated with the most terrible suffering. 
The important question to be considered is, un¬ 


doubtedly, how many of these poor creatures are 
cured, and how many have recurrence of the 
disease and at what periods. 

These are questions which I propose to discuss 
in my next lecture, together with the details of the 
performance of these operations. 


EPITOHE OF A LECTURE 

ON 

ANTISEPTICS. 

Delivered in connection with the Post-Graduate Course, 
at the West London Hospital, March 28, 1894, 

By Gh LENTHAIi OHEATL.E, F.R.O.S., 
Assistant-Surgeon to King’s College Hospital. 


The process of healing that takes place in a 
wound that unites by first intention is a pheno¬ 
menon of vital activity. The process of destruc¬ 
tion that takes place in a wound that is inflamed is 
a phenomenon of death. Therefore, it is the duty 
of an operating surgeon to take care that no source 
of inflammation does exist in, or contaminate, the 
wound that he is obliged to inflict. 

The only inevitable cause of inflammation in an 
incised wound that is inflicted by the surgeon is 
the traumatism resulting from the transit through 
the tissues of the sharp edge of his knife. The 
consequent inflammation that ensues from this 
cause is microscopical and transitory; therefore 
healing begins almost immediately. 

The other sources of inflammation that may 
operate in an incised wound may be divided into 
simple and specific\ Examples of inflammation due 
to simple causes may be found in that caused by 
the tension of a stitch or want of rest. It must 
here be distinctly understood that no pus can pos¬ 
sibly exist in any wound that can be classified 
under this heading. 

Examples of inflammation due to specific causes 
may be found in any inflammation that is caused 
by the irritating products of micro-organisms, such 
as the organisms of suppuration—viz., staphylo¬ 
cocci and some of the varieties of streptococci— 
those of tubercle, and the streptococci of ery¬ 
sipelas. 

Antiseptic surgery can protect a wound from 
these specific sources of inflammation. If, there¬ 
fore, antiseptics are properly employed no surgeon 
ought to see a single drop of pus in the wounds 
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that he inflicts. In those cases where septic 
sinuses already exist, or where a wound has to be 
made in a region where the condition of asepsis is 
hard to maintain (such as the rectum), infection 
cannot always be prevented. Antiseptic precau¬ 
tions, however, should not on that account be less 
strictly attended to, as there are other organisms to 
be feared besides those of suppuration. 

The lecturer believed the suppuration to which 
allusion had been made to be a specific disease. 
Suppuration and tuberculosis may exist together 
in a sinus as a mixed infection of micrococci and 
tubercle bacilli. In the same way the organisms 
of suppuration and the bacilli of tetanus may to¬ 
gether infect a wound. 

The following paragraphs allude to some popular 
fallacies: 

I. That “a suppurating wound is not always 
an unmixed evil,” e.g . 9 scirrhus. 

This point is urged for two reasons; 

1. Because suppuration means more inflamma¬ 
tion. This, in turn, means more destruction of 
parts, and presumably the cancer elements that re¬ 
main in a wound after removal of the main mass 
of tumour are destroyed in this process of local 
death. 

Now, what happens in a suppurating wound is 
this: The surface of the wound is the stratum in¬ 
volved, and Nature positively protects the under¬ 
lying tissues by the formation of the abscess wall. 
The lymphatic vessels that may be choked with 
cancer elements are protected from the effects of 
suppuration, and therefore remain unharmed. It 
is more in accordance with the principles of patho¬ 
logy to say that irritation is a predisposing cause 
of the disease, and therefore should be prevented. 
Suppuration in a wound of this kind not only 
misses its object of doing good, but also exposes 
the patient to two kinds of risks. First, to the 
risks attendant upon suppuration itself; and, 
secondly, to the risks of mixed infection, because 
a surgeon who maintains this point states before 
operation, “I do not propose pajing particular 
attention to the antiseptics in this case, because, 
should suppuration occur, it will not be an un¬ 
mixed evil.” This will, of course, expose the 
wound to the ravages of any other organisms be¬ 
sides those of suppuration, and should tetanus 
bacilli gain an entrance by inoculation in this way 
the want of antiseptic precautions might prove to 
be an unmixed evil to everyone concerned in the 
case. 


Now, supposing a surgeon holding this view 
deliberately inoculated his wound with a pure cul¬ 
tivation of the organisms of suppuration, or even 
with their products and not actually with the 
organisms, even then it would be dangerous, for 
inoculation is likely to enter a blood-vessel and 
lead to secondary abscesses or to death from toxic 
effects. Then, again, supposing neither of these 
accidents occurred and suppuration only ensued, 
no good, but only positive harm, could come of it 

2. Another supposed good that might accrue to 
suppuration of a wound inflicted for the removal 
of cancer is a remote effect. It is said’that 
because the subsequent cicatricial formation is 
greater after suppuration than without it, therefore 
the pressure resulting from its contraction is a 
cause of atrophy of cancer elements. Is the de¬ 
duction a correct one? It appears that in a great 
many cases the growth manifests itself again before 
much pressure can be brought to bear on the re¬ 
mains, and it must require great pressure, for in 
the centre of the densest scirrhus a mass of active 
cancer cells is to be seen—few in number, it is 
true, but if pressure is to do any good to remnant 
cancer elements none ought to exist there at all. It 
is hard to see how superficial contraction can pro¬ 
duce the required pressure on underlying tissues. 

II. “That a suppurating wound leads to a 
stronger cicatrix than does a simple wound,” e.g., 
hernia. Here, again, the premises are perfectly 
correct. More inflammation in a wound does lead 
to the formation of more contractile cicatricial 
tissue; but that parts are rendered stronger by the 
pressure of this tissue is a wrong deduction. A 
young scar is elastic, and, being elastic, if over¬ 
stretched loses its elasticity, and, being over¬ 
stretched, it bulges. The scar after a hernia 
operation is a most unsuitable seat for a large 
amount of this extensible tissue, for it is subjected 
to the strain of frequent and various exertions. 
The risks of suppuration are the same as in the 
above case. 

III. That because a ligature or a suture sepa¬ 
rates in a suppurating wound it was the source of 
the contamination. 

It is true enough to say that a contaminated 
ligature or suture would contaminate a wound and 
become separated. On the other hand, if the 
wound were contaminated by inoculation from 
fingers, instruments, dressings, etc., and the ligature 
or suture itself were free from contamination , one 
of the most certain results would be separation of 
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the previously firm material. A process of such 
vital activity as the enclosure or absorption of a 
ligature is impossible in the presence of such a 
process of destruction as is inflammation. 

IV. That tension is a cause of suppuration. 
Tension is no more a cause of suppuration than is 
an incised wound. It is certainly a cause of 
simple inflammation, but directly a tight stitch 
suppurates the wound has proved itself to be an 
inoculated one. It is almost impossible to imagine 
more tight sutures than are the wires in some cases 
of simple fractures of the patella; yet if these 
operations could not be performed without sup¬ 
puration as certainly as the patients will not be 
killed by the anaesthetic then they would be un¬ 
justifiable instead of justifiable forms of treatment. 


FORMULA. 

Tonsillitis.— 

R 01 . Eucalyptus Glob. ... n^xv 

Spt. Camphor . 3iss 

Tinct. Guaiac.3iiiss 

Glycerin q. s. ... ad §j 
Ten drops on sugar to dissolve in the mouth, 
every hour or two.— (Milks, Med . Rec.). 

Soiatioa and other neuralgias.— 
ft Tinct. Aconit. 

Tinct. Colch. Sem. 

Tinct. Bel. 

Tinct. Actea Racem. .. aa equal parts. 
Sig. : Six drops every six hours. 

(Metcalf, Med . Rec.) 

Theobromin (gr. 45 to 75 daily for three days) 
gave good results in grave cases of cardiac dropsy. 

(Germain S£e, Med. Rec.) 


REVIEW. 

Lectures on Auto Intoxication in Disease. By 
Dr. Ch. Bouchard ; Translated by Dr. 
Thomas Oliver. (Rebman, London.) 

Published at 10s. 

We have seldom read a book with more 
curiously mixed feelings than this course of lec¬ 


tures by M. Bouchard. On the one hand we 
have recognized the weakness and difficulty of 
borrowing en bloc the details of experimentation in 
the laboratory for use at the bedside, and yet, on 
the other hand, we cannot help but admit the 
enormous'power which these experiments appa¬ 
rently put into the hand of the therapeutist, by 
which the author claims to have reduced very 
materially the rfiortality of the diseases with which 
he deals. Even for the busy general practitioner 
we think these lectures will well repay the time 
spent on their perusal, chiefly because, while re¬ 
cognizing micro-organisms as often enough the 
cause of disease, the author puts them and keeps 
them in their proper place when he says, “ what 
renders possible the development of an infective 
disease is not the chance meeting of man and 
microbe. This meeting is constant, but is gene¬ 
rally without result . . . infectious disease is 

only an accident . . . due to circumstances 

being favourable/* For his own theories M. Bou¬ 
chard gives ample experimental proof, open to the 
criticism of the reader, and hence the value of his 
deductions can always be exactly appraised. 

The toxicity of urine and the cause and treat¬ 
ment of uraemia are fully dealt with in eleven lec¬ 
tures full of useful therapeutical hints well worth 
reading. Typhoid, cholera, and jaundice are next 
considered in some twelve or fourteen lectures, 
and diabetes and cholera, with an excellent index, 
conclude the book. While we can confidently re¬ 
commend this work to our readers for the intrinsic 
value of the contents when assimilated, we are 
bound to admit that the process of assimilation is 
one of some difficulty. The translator has done his 
work with great fidelity—almost too great, in fact— 
and we wish that Dr. Oliver had been content to 
give his pages a more English garb, while retaining 
accurately the sense of the original Nor is the 
type encouraging to rapid reading. Notwith¬ 
standing these defects the book must have a large 
circulation, especially amongst those of the pro¬ 
fession who wish to know the why and wherefore 
of their treatment. 
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Gentlemen, —My lecture to-day is on “The 
Therapeutic Action and Uses of the Localised 
Application of Dry Air Heated to High Tempera¬ 
tures in certain Classes of Surgical Affections.” 

I have here to-day, by the kindness of Mr. 
Tallerman, two of these baths. I have also two 
patients, of whose cases before commencing the 
lecture, I propose to mention some particulars, 
after which the patients will be subjected to the 
treatment, and at the close of the lecture we shall 
see the result. 

The first patient sustained, on January 4th, a 
frost-bite of both hands. At the present time the 
little sores that occurred at the finger tips in con¬ 
nection with frost-bite have healed. The nails have 
in some places desquamated, and young nails are 
coming on. The patient comes to the hospital 
complaining that the whole of the digits are 
extremely painful, and, moreover, that they are 
stiff. When he tries to bend his fingers you see 
that he has flexion at the metacarpo-phalangeal 
range of joints, but beyond that they are practically 
rigid. When he endeavours to straighten them 
out again as far as he can you see that the range 
of movement is extremely limited. All the fingers 
are glossy—the little finger particularly so—and 
reddened. The whole of the structures about 
them are of that hide-bound character which one 
would expect after such an ailment. Both hands 
are affected, but we shall place the left hand only 
in the bath. We shall see at the end of the lecture 
Voin IV. No. 5. 


whether placing this hand in the bath at a high 
temperature—which probably will be from 200° 
to 300° Fahr.—gives him any increased power. 
The object of placing only one hand in is that we 
may have an opportunity of comparing the result. 

The other patient has been for some little time 
under my care on account of gonorrhoeal rheu¬ 
matism, which has affected certain of his joints— 
the right wrist, both knees, and the temporo- 
maxillary articulations. The man is convalescent, 
but there is some stiffness remaining. When he 
tries to close his hand he can bring his fingers 
down to the base of the hand, but cannot close it 
properly. Flexion and extension of the wrist are 
considerably impaired. About the neighbourhood 
of the wrist the soft parts are swollen on account 
of the remaining inflammatory condition of the 
synovial membrane of the wrist joint. 

It was only in January that I first heard of this 
invention, and I was startled at what I heard it 
could do. My information, it is true, was not at 
first hand, and probably, as usual, the story lost 
nothing in being repeated. But this is what a 
medical friend told me. 

He said a complete revolution, he had heard, had 
been made in the treatment of all sorts of con¬ 
tractions and of anchylosed joints. By the action 
of air heated to 250° or 300° F., any such affec¬ 
tion, even a congenital club-foot—and that was 
particularised—would, in the course of an hour 
or so, become so relaxed and pliant that the sur¬ 
geon could at once quite painlessly move it in any 
direction, and effect an immediate cure of the 
deformity by restoring the foot to its correct 
position. 

Such is the story that was told me. I readily 
accepted an invitation to witness those vaunted 
powers put to the test; and, accordingly, on the 
23rd of January, at the courteous invitation of 
Mr. Tallerman, one of the inventors, I went to 
1, Chiswell Street with Mr. Walsham and Mr. 
Paterson, my house-surgeon. There were some 
three or four other medical men present. Of the 
few patients collected two were selected for trial. 
The first was that of a middle-aged man with sub¬ 


acute synovitis of the knee. Increased heat, slight 
effusion and some pain existed. This was increased 
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on attempting to move the knee, which was held 
semi-flexed, having a range of active movement of 
only 10-15°. He could only walk, or rather, I 
should say, hobble, with the aid of two sticks, on 
the toes of the affected limb. In this condition he 
was placed in a cylinder like the one we have here. 
When taken out of the bath, after some thirty or 
forty minutes, the knee was straight, all pain had 
left him, the foot was on the ground, and he 
walked almost briskly out of the office. I heard 
that in a few days time he returned to work. This 
result naturally made a considerable impression on 
me, for I know of no treatment that could have 
brought about so rapid a cure. The case, no 
doubt, was not only curable, but well on the road 
to recovery. At the lime I said that in hospital I 
should have anaesthetized the patient, manipulated 
his knee, and then brought it straight; but even so 
I feel sure that many days would Mfcve elapsed 
before he would have been well, whilst here the 
man had been apparently almost cured in little 
more than half an hour, not only quite painlessly, 
but by a process that one might almost call that 
of luxurious ease. 

The second case was equally satisfactory, that of 
a woman of about 45, with both hands crippled by 
chronic gout. The fingers were all kept slightly 
flexed. Before going into the bath she could 
neither straighten nor flex them. It appeared that 
slowly for upwards of a year she had been drifting 
into this condition, and now she could do but 
little for herself. Only one hand, the right—said 
to be the worse—was put into the bath. After 
fifteen minutes she volunteered the statement that 
her fingers seemed to loosen, and soon after she 
could oppose the thumb to all the fingers, which 
for many months she had not been able to do. 
After half an hour the hand was removed from the 
bath. I saw her open and close her hand readily, 
while the left, which had not been treated, re¬ 
mained in the same fixed position. Of the sub¬ 
sequent state of this patient I have heard nothing. 
Both these patients were entirely comfortable all 
through the process. If they felt the bath too hot 
air was readily for a second or two admitted, and 
then a higher temperature could always be borne. 
The patients perspired freely, and when the limbs 
were taken out of the bath they were very red and 
moist. 

Subsequently I was asked if I would test the 
efficacy of the bath at this hospital, and having 
obtained the consent of the authorities, I have 


done so, and desire now to put the results before 
you. 

The inventor, Mr. Tallerman, has kindly pre¬ 
pared a description of this bath for the localized 
application of dry heated air, which I will read 
almost in the words he has given me. 

“ The baths are constructed of various sizes and 
shapes suitable to enclose the limb or part of the 
body requiring to be treated. Some are con¬ 
structed to enable the hand, elbow, or arm to be 
treated separately; others are sufficiently large to 
take the entire limb; and the same may be said of 
baths for the foot, knee, and leg. The two hips 
could be taken together. A cylinder 28 in. long 
and 16 in. in diameter would be found sufficiently 
large to accommodate the leg whether straight or 
with a stiff and bent knee. Copper has hitherto 
been used, and is probably the best material. One 
end of the cylinder is closed by a metal cap or 
cover which may be opened or removed instantly 
at will by an attendant. The opposite end is that 
through which the limb enters, and to this end, 
over a strip of asbestos cloth, is fitted a piece of 
rubber sheeting. This is of the same circumfer¬ 
ence as the cylinder, and extends outwards about 
14 in., thus adding, as it were, 14 in. to the length 
of the cylinder. The limb passes through the 
sheeting on its way to the cylinder, and when it is 
at rest in the latter the sheeting is bandaged round 
the limb on the outside, leaving that portion in 
the cylinder practically hermetically sealed. The 
cylinder is heated by gas. Coal or oil might be 
used, but gas has been found naturally the most 
convenient agent. 

“ A copper gas box is fitted underneath the 
cylinder, for which it acts as a stand. The 
dimensions are varied in accordance with the size 
of the cylinder. For the one 28 in. long the 
gas box would be about 14 in. long, 8 in. wide, 
and 6 in. in depth at the dip of the bottom of 
the cylinder. A bar of eight burners runs through 
the box, and is fixed at about 1 in. from the 
bottom of the box, being so arranged as to give off 
neither smell nor smoke. This gas furnace box 
is not placed under the centre of the cylinder, 
but a few inches nearer the attendant’s end, and 
through this end of the box the gas-pipe enters. 
It is connected by rubber tubing with some con¬ 
venient gas supply, and is furnished with a tap 
to enable him to regulate or turn off the gas as 
may be necessary. There is a small aperture 
at this end of the gas box that is always 
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open. There is a ventilation hole on both sides of of 240-280° is found sufficiently high. The dura- 
the box, one of which, that nearest to the patient, tion of the bath has hitherto been from thirty 

should be always closed by a sliding copper sheet, minutes to an hour; but baths of two hours 

As a further precaution, and to prevent any risk of and upwards have been given. The temperature 
scorching, an apron of asbestos cloth is placed and duration would, of course, be subject to 
upon the patient’s clothes or bed to prevent con- medical instructions. 

tact with either cylinder or gas box. “ It would appear that the air inside the cylinder 

“ A thermometer is connected with the cylinder, becomes charged with moisture from the patient’s 

the scale of which is outside it, but the bulb perspiration, inducing somewhat of a scalding 

passes through to the level of the limb under sensation. The opening of the valve allows the 
treatment. There is a double stop-cock for the moist air to escape, and the relief due to the 
purpose of connecting with an air-pump, to let patient is due, it is believed, rather to the air being 
out heated vapour, or to admit medicated vapour. rendered drier than to any fall in the temperature, 
“As the bottom of the cylinder would be too because the patient is at once relieved and can 

hot to admit of contact with the patient’s skin, a bear the temperature 20° or 30° higher still. In 

rest for the limb under treatment is constructed as order to prevent undue radiation of heat from the 
follows : A curved carriage or cradle, of perforated copper cylinder, an asbestos cover is placed over 
sheet copper as long as, but not quite half the it extending half-way round the circumference.” 

circumference of the cylinder, is placed at the So mucfi, then, for the description of the 
bottom. Projecting ribs of copper round the cylinders. I will now read you the abstract of the 
cradle preserve a space between it and the cylinder notes of cases which were treated in President and 
for one clear inch ; thus a free current of air passes Pitcairn Wards, and comment on them in turn as 
all round it, while the bottom of the cylinder is occasion requires; for time does not permit, 
kept away from the part of the patient which is neither is it necessary, that I should weary you 
being treated. Along the length of the cradle is with the full notes. 

placed a strip of asbestos, and that again rests Alice C., 25 years of age, was admitted into 
upon a series of portions of thick asbestos, which President Ward on the 29th September. Her 
again keeps the metal cradle from touching the skin, history was one of gradual onset of pains seven 

Further there are asbestos pads prepared, upon years previously, a dull aching by day and night, 

which the limb rests. These are the precautions Six years ago, or one year after the onset of 
which it has been found necessary to adopt in these pains, she had rheumatic fever. She was 
order to obviate any risk of undue heat to the under treatment at Reading, and subsequently at 
part, limb, or member that is operated on. Bath. On admission, her condition was that of an 

“ In order to avoid tiring the patient more than is anaemic girl, with very pained expression; heart’s 
necessary, it is found best to heat the cylinder to sounds natural. She was almost helpless and bed- 
about 130° before placing in the limb, then gradu- ridden from crippled joints. The affected joints 
ally and slowly to raise the temperature. At about were the right ankle, knee and hip, the left hip and 
180° the patient will, especially if new to the treat- both elbow and wrist joints; all these were stiff and 
ment, find the bath uncomfortably hot. The painful. The right hip and knee were flexed at 
attendant opens the end at which he is stationed, angles respectively of 165° and 90°; both elbows 
and relief is almost instantaneous. In a few were flexed to about 120°, with about 35° angle of 
seconds the end may be again closed, and the movement. The wrists were completely ankylosed. 
temperature, which has not fallen more than a few The changes chiefly affected the fibrous structures 
degrees, is then raised to 200° or over before the of the joints, but about the elbows, especially the 
patient again requires the end opened. This goes left, were bony, and cartilaginous defects with 
on until the patient bears from 240-250° without creaking and grating on movement in both. The 
any inconvenience. At one stance in this hospital electrical reactions were normal, 
the thermometer was withdrawn by one of the On the 17 th January the right hip, knee, ankle 
surgeons, Mr. Walsham, and found to register and right elbow and wrist joints, were all forcibly 
300°. The thermometer had been placed inside broken down and moved under an anaesthetic, 
to check the one outside the cylinder, and was on The right hip and knee were brought straight and 
a level with the patient's hand. A temperature fixed upon a Thomas's hip joint splint. On the 
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25th, under passive movement there was some im¬ 
provement. Nitrous oxide gas was again adminis¬ 
tered for wrenching the right wrist and elbow. At 
this time the left elbow was the worse, but I thought 
it better to confine myself to the joints on the right 
side of the patient’s body. She was still being 
treated by passive movement and given cod liver 
oil. On February 20th, Tallerman’s hot air bath 
was used at a temperature of 260° for fifty minutes. 
There was much less pain afterwards; the range of 
motion was not increased, the movements, how¬ 
ever, were more free through the given range. 
But on any stretching of the joints, with the view 
to obtaining increased range of movement, the old 
pain was felt. The baths were continued from Feb. 
20th to March 21st. Up to this time there was 
no very definite improvement beyond the above 
changes. On the 9th April gas was administered, 
and the left elbow extended and flexed, all the 
adhesions in it being broken down, and afterwards 
placed in the bath. On the 19th it was noticed 
there was general improvement in all her joints. 
The left elbow, which was the worse, was much less 
painful and more mobile. 

I now show you the patient, who, as I men¬ 
tioned, was admitted practically bed-ridden and 
helpless just at the end of last year. She left the 
hospital walking on crutches. Any movement was 
attended with great pain when she came here; on 
leaving the joint movements were much freer, 
almost painless, and the patient was able to do 
almost everything for herself. These noticeable 
changes, relief from pain and freer movement, were 
mainly attributable, I think, to the influence of the 
hot air baths. She was under the bath treatment 
for about eight weeks. On asking her to strike at 
my hand, we find that the right upper extremity 
is the stronger, but with both she can hit my 
hand a fairly vigorous blow; on admission it 
would have been absolutely impossible for her to 
have attempted anything of the kind. I men¬ 
tioned the great creaking which occurred in the 
joints; now within the range of movement the 
joint has become quite natural. The range of 
movement in her left elbow-joint is better than 
it is in the right; the flexion is a little greater, 
the extension perhaps not quite so good, but 
here again the movement, although not abso¬ 
lutely smooth, or so smooth as in the right, is 
accompanied by less marked creaking than when 
admitted. The wrist-joints were absolutely fixed. 
She has a moderate amount of pronation and 


supination ; still if I put any strain upon the joints 
it is obvious that it pains her. Her right wrist 
remains very stiff. 

The next case was that of a man named James 
L., 26 years of age, a plumber, suffering from 
urethral synovitis. One month he has had dis¬ 
charge, for two weeks and a half pain in the left 
knee, afterwards in the right ankle and both feet. 
On admission his left knee, right ankle and both 
feet were swollen, tender and hot, but there was 
no marked redness. There was no cardiac 
murmur and no sweating. The temperature was 
raised 2-3 0 . Past history: Rheumatic fever twenty 
years ago. During the first two weeks after admission 
he had much pain in the knees, ankles and feet 
continuously, but varying in intensity. His joints 
were all stiff. His temperature was raised usually, 
frequently to ioi°. He was relieved by blisters. 
The movements of the joints improved. 

About February 20th he was placed in the 
hot air baths. From that time his improvement 
commenced. He left the hospital at the end 
of March. The movements of his joints were 
greatly improved, and all active inflammatory 
condition passed away. His knees and ankles 
and right shoulder were slightly painful but the 
movements were nearly natural. This was an 
extremely severe case of that form of rheumatism, 
and one which, I think, might have left him 
crippled by adhesions, although he would have 
got well in time; yet no improvement took place 
until one ankle and knee were placed in the 
cylinder, and from that time convalescence com¬ 
menced. I feel convinced the bath treatment 
greatly accelerated recovery and probably pre¬ 
vented some serious organic changes in the joints. 
That patient was five weeks under treatment. 

The next was a man, named Benjamin D., 22, a 
potman, the subject of talipes planus. He had 
suffered from rheumatic gout, three months pre¬ 
viously in the ankles. From that time he had 
pain on standing. For the two months before 
admission he had less pain but great weakness 
of the ankles. It was thought that this case 
would be benefited by treatment in the cylinder ; 
at all events, it was a fairly good case for testing 
its efficacy. For five weeks he had hot air baths, 
but without permanent benefit. The immediate 
result of the baths was greater mobility in the 
tarsal joints and less pain, but every time that he 
came after two days’ interval he said he was no 
better, and it was obvious that he was not im« 
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proving. He was therefore admitted to the hospital 
and submitted to the usual, or one of the usual 
forms of treatment,—wrenching under an anaes¬ 
thetic and placing the limb in plaster of Paris. He 
subsequently left the hospital with a very good 
result. Here the bath failed to benefit beyond 
affording relief to pain and stiffness whilst in the 
bath. The result, perhaps, might have been dif¬ 
ferent if this patient had at the time been an in¬ 
patient, but being an out-patient, and having to 
go away and walk about prejudiced the chances of 
recovery. Still the case was only treated with the 
baths as a test case. 

Cecilia L., aged 17, was admitted into 
President Ward on January 16th, suffering from 
painful knee, believed to be a subacute tubercular 
affection. In June, 1893, she had been in 
President Ward under Mr. Cripps, and the limb 
was then brought into a good position and put up 
in plaster of Paris. Some enlarged cervical glands 
at that time were also removed, and hence there 
is good reason for believing that the diagnosis of 
tubercular affection was correct. In the mean¬ 
time, she had been from time to time treated 
by reapplication of plaster of Paris splints, and 
once leather splints were moulded to her knee, 
and worn for a time. Recently there had been 
an exacerbation of pain and swelling, and for 
this she was readmitted. She was of the rather 
dull, sleepy type of patient. There was some 
backward displacement of the tibia, with a 
tendency to rotation of the tibia inwards rather 
than outwards. The patient usually lay, not on 
the affected side, but upon the opposite side and 
rolled her limb inwards. This, of course, kept the 
crucial ligaments tight, and also prevented backward 
and outward displacement. On the 17th of 
January, on account of localized pain an icebag 
was applied; and in February a ten-pound 
weight was adjusted, position remaining good. On 
February 3rd the limb was again put into plaster 
of Paris. It was taken out on the 9th. On the 
20th the hot air bath at a temperature of 170° F. 
was used for half an hour. This did not seem to 
increase the movement, but did seem to diminish 
the pain. Ultimately she left the hospital wearing 
a Thomas’s knee splint. The leg was straight and 
firm and much less painful, and her general state 
of health was improved. This patient had the 
bath on only two or three occasions. Probably 
the affection was rather too acute, or, if not so, the 
patient was of that neurotic type in whom it is 


difficult to tell whether the pain is real or imagined. 
But it did not, on the whole, seem a very fair test 
case for the bath treatment, she complained so 
greatly of it that it was soon abandoned. I think 
she only had some three baths in about two weeks. 

The next case in which the bath was used was 
that of a woman about 45 years of age who had 
been one of my in-patients twelve months pre¬ 
viously for acute rheumatic inflammation of the 
wrist-joint. Her attack had been a very severe 
and prolonged one, and the whole hand and fore¬ 
arm had been, throughout, kept at rest. Eventu¬ 
ally the patient recovered. But she came recently 
complaining of stiffness in her hfind. Flexion and 
extension, pronation and supination, of the wrist- 
joint were very good. Active mischief in the 
wrist-joint had entirely passed off, but secondary 
stiffness of the fingers had resulted. She had the 
bath treatment for two months, very regularly, but 
I must own that the result of its use in this case 
greatly disappointed me. I regarded it as the best 
test case of the series, for her condition was that of 
a rheumatic joint which had entirely recovered, 
leaving only stiffness of fingers and hand resulting 
from the long-continued immobility. It seemed 
to me to be exactly the kind of case to be cured. 
The original affection may, however, I think, have 
been more diffused and extensive than had been 
diagnosed, and so, perhaps, in addition to synovitis 
of the wrist-joint there had been teno-synovitis of 
the sheaths in front and behind the wrist. But 
from whatever cause I cannot doubt that fibrous 
adhesions, within the sheaths, had resulted, or that 
this accounted for the little benefit that was ob¬ 
served after two months of treatment. I fiave seen 
that patient within the Jast fortnight, and I am 
bound to confess that she seems not in the 
least degree benefited by the prolonged bath 
treatment. 

The last case that I have just briefly to mention 
is that of John Edwards, 7 years of age, who had 
rectangular talipes, the result of infantile paralysis. 
He was only placed in the cylinder twice, and I 
may add that my object in placing him in the 
cylinder was that, being a case of club foot or a 
form of club foot, I was anxious that the oppor¬ 
tunity of moulding the limb into proper position, 
if that could be done, should be taken. I saw the 
boy immediately his foot was taken out of the 
cylinder, and there was no gain whatever in 
the extent of movement, that is to say, the 
rectangular talipes equinus continued quite un* 
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altered; but that the boy had some increased 
freedom of movement I readily own. But for the 
object I had in view, namely, to ascertain if the 
tendo Achillis would relax in the bath, the 
treatment was quite ineffectual. The tendon was 
subsequently divided, the limb put up in plaster 
of Paris, and in about six weeks the patient left 
the hospital with full range of motion in the ankle. 

In offering some comments on this invention I 
must say at once that I can only express a very 
guarded opinion at present, mainly because my 
experience is still very small; yet small as it is, I 
have no hesitation in saying it is distinctly en¬ 
couraging. In the.cases that have been treated in 
President and Pitcairn Wards I was anxious to 
try the bath in an assortment of diseases, and also 
to test its action purely and simply. In the next 
place, the process occupies roughly an hour for 
each patient, and some of the patients were under¬ 
going the bath treatment for the entire two months 
Mr. Tallerman kindly gave his valuable services in 
supervising its administration; hence, during the 
two available hours of the afternoon with two 
baths going it was not possible, as a rule, to treat 
more than about four patients a day, and of these 
some were under Mr. Walsham’s care. 

It seems to me that the points for consideration 
are these:— 

1. What is the effect of exposing a part, such 
as a hand or foot, to such temperatures as 
2 5°-3 00 ° F. ( a ) upon normal parts, (b) upon 
certain diseased tissues? 

2. Is any therapeutic effect produced by such 
temperatures alone; and, if so, in what classes of 
diseases ? and, again, is the result likely to prove 
temporary or permanent, partially or completely 
curative ? 

3. Are there cases in which air baths of high 
temperature can be advantageously employed in 
association with other methods of treatment, for 
example, where articular adhesions have been 
broken down? 

4. To what depth from the surface is the direct 
influence of this dry hot air bath exerted? 

5. Is the body generally acted on, or affected, 
either favourably or prejudicially by the topical use 
of heated air, as in this bath ? 

I will now, in turn, direct your attention to each 
of these several points. 

As to the first of these questions I have come to 
the conclusion that in principle this apparatus for 
applying dry hot air locally has on the member or 


limited part of the body so treated an action 
similar to that of the ordinary Turkish bath on the 
whole body, that is to say, it induces sweating— 
diaphoresis. I speak now only of the principle 
involved in the action of this heated cylinder, and 
not of the degree, nor of other differences, such as 
that in the cylinder-treatment ordinary air is in¬ 
spired, while in the Turkish bath the air breathed 
is greatly heated. In a Turkish bath the tempera¬ 
ture in the first room—called the tepidarium—is 
from 113-117 0 F.; in the second, or calidarium, it 
is from 132-140°. Although there are recorded 
instances of the higher temperatures being re¬ 
spired, still probably the temperature attained in 
this cylinder, from 250-300° F., is much too great 
to render its inspiration anything but hazardous— 
at all events for such average individuals as fre¬ 
quent Turkish baths. But just by so much as the 
temperature of the cylinder is greater than that of 
the Turkish bath, by so much will its sudorific 
effects be increased. In the next place we note 
that the part, foot or hand, issues from the bath 
very much the colour of a boiled lobster; the flow 
of blood in the skin is obviously, and that in the 
subcutaneous tissues probably, increased greatly. 
The third effect noted is what we may term its 
anodyne influence. In most cases, not merely is 
pain relieved, but often it will be entirely removed. 
This is shown in many ways. The patients in¬ 
variably express relief. Then they will use the 
limbs with much greater freedom. Movements 
that excited pain before can be performed after 
the limb is placed in the bath without pain. 
Again, in cases of breaking down of adhesions 
under gas the patient is in great pain afterwards; 
but let the limb be placed in the heated cylinder 
and the pain is greatly lessened, as also is the 
secondary stiffness due to extravasation and in¬ 
flammation round the torn tissues. On the other 
hand, there is none of the excitement, amounting 
in some individuals to distress, from breathing the 
hot air of the Turkish bath before free perspira¬ 
tion breaks out. The patient with arm or leg in 
this cylinder seems throughout in the most abso¬ 
lute comfort, only now and again complaining of 
the heat being almost too great—a complaint 
which is instantly removed by momentarily open¬ 
ing the cylinder. 

If such are the results observed from the baths 
in healthy persons, its therapeutic influence in 
certain affections is obvious, and, I think, clear to 
demonstration/—The next consideration, therefore, 
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is, To what class of disease is this plan of treat¬ 
ment likely to be serviceable? I can only speak 
of its use in surgical affections. Of these sprains, 
stiff joints—those where movement is more or less 
limited—callous limbs, flat foot, gonorrhoeal rheu¬ 
matism, and, possibly, some skin affections, are 
the most likely to be benefited. The cases I 
have recorded show a fair selection of these. 

On the third point, as to its being an adjunct to 
surgical treatment, I have only to repeat what I 
have already said as to the great assistance this 
hot bath affords after breaking down articular 
adhesions both in relieving pain and lessening the 
tendency to recurring stiffening. I think that, in 
addition to these, the bath may be occasionally 
useful as an adjunct to the electrical treatment of 
certain paralytic cases, and generally useful, I 
think, before massage to wasted muscles. 

As to the extent of action, the cases recorded 
seem to show conclusively that the direct influence 
of air heated to this high degree does not extend 
much, if at all, beyond the skin primarily. That 
secondary effects are shown, I readily admit, such 
as relaxation of muscles which have been irritated 
or excited to tonic contraction; but for over¬ 
coming firm fibrous articular adhesions I am sure 
this hot air bath gives the surgeon no direct help, 
or, putting it in other words, whilst increased 
power in active movement is nearly always gained, 
there is no immediate marked increase in the 
range or extent of motion. 

On the last point mentioned, I think there is 
evidence that the effect of the bath is not confined 
solely to the part acted on, for the temperature of 
the patient is raised usually nearly one degree, 
true, this elevation of temperature alone would not 
prove anything, for excitement will often send up 
temperatures; but the entire skin becomes relaxed 
and perspiration occurs freely over the body. 
Besides, patients unite in saying that with sub¬ 
sidence of pain in the part treated pain is lulled in 
other joints. I hope some physician will be in¬ 
duced to try the hot air system in selected medical 
cases. By analogy, I think, that in rheumatic 
arthritis, gouty attacks in arms or legs, sciatica, 
lumbago, and perhaps in some spinal cases, good 
results might be anticipated. 

In conclusion, I would summarize my remarks 
by saying that when employed for contractions 
in recent affections or sub-acute inflammatory 
diseases, such, for example, as may follow upon 
simple synovitis, cases, that is, which would 


yield readily and without force under an anaes¬ 
thetic, I feel confident that the therapeutic 
action of this dry hot air bath to the part will be 
both marked and rapidly curative. In permanent 
contractions or fibrous ankyloses the result of 
old-standing arthritic diseases the direct therapeutic 
action is soon exhausted. It will be well that the 
cause and extent of the disease, so far as actual 
pathological, *>., gross alterations of structure is 
concerned, should be ascertained at once, because 
if articular or capsular adhesions exist, valuable 
time will be wasted in attempting to cure such 
cases in this hot air cylinder. Sooner or later the 
adhesions will have to be forcibly broken down 
under an anaesthetic, but such having been done 
I think recovery will in many cases be hastened 
by the subsequent use of the heated cylinder 
whilst in such permanent deformities as congenital 
club-foot, contracted scars after burns and bony 
ankyloses it is absolutely useless to suppose any 
effect whatever could result. It would be sheer 
quackery to advise its use in any such condition. 

A few words as to the length of time this treat¬ 
ment by the hot air cylinder may be required in 
such affections as I have enumerated. Every 
patient’s case, of course, requires special considera¬ 
tion; I have said enough to show, but perhaps 
it is well that I should state plainly and clearly, I 
consider that in all cases without exception this 
system of treatment should have proper medical 
authority for its adoption. Each bath will con¬ 
sume roughly an hour, and this in many surgical 
cases may well be supplemented by massage alone 
or combined with electrical treatment. In atro¬ 
phied muscles, massage to stiffened joints or callous 
parts, baths should be taken not less frequently 
than every other day, say, three times a week; 
and often it will be advisable that the process 
should be repeated daily. But as to the number 
required the cases differ so widely that whilst a 
week’s treatment may cure recent cases, an old- 
standing case might take six months or a year. A 
fairly accurate guess, I think, should be possible 
as to the time which a curable case will occupy in 
going through what in the Continental bath resorts 
is called “a cure.” Recent cases should, I think, 
occupy from one to four weeks, old-standing cases 
from three months to a year. 

In so many surgical cases should this hot air bath 
treatment prove serviceable that I hope it will not be 
long ere one is available at any time in this hospital, 

and also that we have a nurse trained to its use. 
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Now we will take the patient’s hand—the man 
with old frost-bite—from the bath and see the 
results. The part, you observe, is very moist, the 
fingers and the whole fore-arm have become very 
red, though not so red as is usually the case, but 
this is explained by the fact that the usual tem¬ 
perature has not been reached, 2io° being the 
highest registered. In other respects there is not 
very much change. It pains him if I forcibly bend 
his fingers. He states he felt quite comfortable, 
however, under the treatment. This case bears 
out what I have said, that the usual result is to get 
increased freedom, and quickness of movement, 
but not any increase in the actual range. It 
is, I think, all that could have been expected 
from a single bath. 

In the second case, the temperature it seems 
could not be raised in the time sufficiently to 
produce any effect whatever. 

We are informed by Mr. Lewis A. Tallerman that the 
Patent Local and Medical Dry Bath referred to in the 
foregoing Lecture is the invention jointly of himself, 
the Hon. Mrs. Sheffield, and Mr T. Ii. Rees. 


A CLINICAL LECTURE 

ON 

ULCER OF THE UPPER DIGESTIVE 
TRACT. 


Delivered at the Middlesex Hospital, May n, 1894, 
By WILLIAM OAYLEY, M.D., 
Physician to the Hospital. 


I propose to-day, Gentlemen, to bring under 
your notice some cases of ulceration of the upper 
part of the digestive canal, of which we have had 
a great many instances recently in the hospital. 

The first is that of a man, in No. 17, Cambridge 
Ward, a musician, aged 35, who has been in the 
army, and eighteen years ago had syphilis,—chancre 
followed by sore throat,—but has otherwise been 
healthy. His present illness, he says, began 
rather suddenly. About six weeks before his 
admission he was seized with a severe pain in his 
chest about the lower part of his sternum. This 
came on immediately after taking food, and has 
continued ever since. The pain, he says, comes 
on directly he eats, and although shortly after¬ 
wards it subsides, he still has uncomfortable 
feelings in his stomach, with a good deal of 
eructation. The day before his admission, in one 


of these attacks of eructation he brought up a 
blood clot. Since the commencement of the 
attacks he has taken but little food, and that 
only of a liquid character, and has been losing 
flesh rapidly. While a short time ago he weighed 
8 st. 9 lbs., on admission his weight was but 7 st. 
2 lbs .; so that in the course of about two months he 
had lost more than a stone in weight. On admission 
he was of somewhat sallow complexion, and 
emaciated looking. Except for the pain he felt well 
The pain he described as being situated at the 
lower part of his sternum, and occurred immediately 
after food. I gave him some food which he swal¬ 
lowed, but immediately he was seized with agonizing 
pain in the praecordial region, and rubbed his chest 
violently in his efforts to get relief. In about five 
minutes, or rather less, the pain subsided. He had 
no vomiting since the commencement of his illness. 
His other organs presented nothing further re¬ 
quiring observation. 

In this case, then, we have, with regard to the 
ulceration—which we suppose it to be from the fact 
that he brought up blood—to decide its seat and its 
nature. 

With regard to the seat, the symptoms rather 
point to its being, not in the stomach itself, but 
close to the cardiac orifice, for the pain he com¬ 
plains of comes 6n as the food is just passing into 
the stomach, and seems to cease, or, at least, abate, 
as it reaches that organ. Again, he has had no 
vomiting, a circumstance which would be exceed¬ 
ingly unlikely in any ulceration of the stomach 
causing such severe symptoms. We, therefore, 
put the seat of the lesion, whatever it be, as close 
to the cardiac orifice of the stomach. 

What is the nature of the lesion? Here we 
have to consider what lesions we are likely to 
meet with in the lower part of the oesophagus. 
Ulceration of the oesophagus is in the great 
majority of cases, probably to the extent of 90 per 
cent., due to carcinoma. Ulceration of the oeso¬ 
phagus may also occur from the swallowing of 
corrosive substances, such as sulphuric acid, hydro¬ 
chloric acid, potash leys, etc. Patients sometimes 
get ulceration of the oesophagus, too, from swallowing 
some solid body which may cause laceration. 

We may exclude these, however, in this case, as 
there is no history of anything of the kind. With 
these exceptions ulceration of the oesophagus is 
seldom met with. Syphilitic ulcers are described, 
but they are very rare. I have never seen one 
myself, and there is not a single case reported in 
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the records of the Pathological Society. When 
they do occur I believe they are more frequent 
in the upper than the lower part of the oesophagus. 
Then there is sometimes described an ulceration 
of the cardiac orifice of the stomach due to the 
same cause that produces ulceration of the stomach 
itself—namely, corrosion by the gastric juice. 

We have then to consider what is the cause 
here. First of all, Is it cancer? Against its being 
cancer there is, first, the patient’s age, only 35. 
Cancer of the oesophagus is most frequently met 
with after 50, although it has been known to occur 
in persons as young as 25. In the majority of 
cases, however, the patient is over 50. In most 
cases of cancer of the oesophagus the symptoms of 
stricture precede those of ulceration. There is 
difficulty in the passage of food, which is often 
regurgitated. In ulcer of the oesophagus, on the 
other hand, the symptoms of ulceration precede 
those of stricture. This patient has no stricture; 
he can eat perfectly well; there is only pain in the 
passage of his food. The patient’s age, then, and 
his symptoms, rather point to some other kind of 
ulceration than cancerous. The diagnosis, how¬ 
ever, must be looked upon as somewhat doubtful. 
Again, the extreme pain is not quite like that of 
cancer. As a rule, patients with cancer of the 
oesophagus do not suffer this agonizing pain with 
the passage of food. The pain is generally less 
severe and rather of a dull boring character, and 
does not usually come on in violent paroxysms. 

As to the treatment, this would depend on the 
diagnosis. The right thing is to take care that 
the ulceration is not irritated. The diet must be 
in liquid form. To relieve the extremely painful 
surface I gave this patient cocaine in the form of 
jujubes. I gave him also some chlorodyne, but, 
as that caused him some pain, it was omitted. 
The cocaine has been continued, and we hope it 
will lull the pain of the ulcer. As he had suffered 
from syphilis I ordered him iodide of potassium, 
—not that I thought the ulcer was syphilitic. He 
has very much improved, and can now eat with 
very little pain, although he still feels the food 
passing over the tender point. Under the im¬ 
pression that the lesion might be one of the forms 
in which we have ulceration due to corrosion by 
the gastric juice, I thought it only right to try the 
effect of keeping the gastric juice out of the 
stomach. If there is no food in the stomach the 
normal stimulus to the secretion of gastric juice is 
not supplied, and none is secreted. I have now, 


therefore, put the patient upon rectal feeding. 
This mode of treatment may have the effect of 
enabling the ulcer to heal. 

The next two are ordinary cases enough, but 
they are interesting clinically as they show the 
extreme importance of not neglecting the early 
treatment of ulcer of the stomach. Ulcers of the 
stomach are very easily curable, if treated early. 
If an ulcer has lasted only a short time it can 
generally be got to heal in a few weeks; if it has 
lasted for some months, however, the healing is a 
matter of extreme difficulty. 

The first of these patients is a woman in No. 1 
Bed, Seymour Ward, aet. 35, admitted on April 
14th. She had suffered from symptoms of ulcer 
of the stomach for upwards of five years. She has 
had repeated attacks of haematemesis, and there 
is great pain which comes on immediately after 
food. Two years after the commencement of the 
symptoms she went into University College Hos¬ 
pital, where she was put upon_ rectal feeding for 
seven weeks, at the end of which she left much 
improved in health, but with the ulcer evidently 
not yet healed. The symptoms having soon re¬ 
turned she again treated herself by rectal feeding 
and improved somewhat. For six weeks before 
admission here, however, she got worse. She had 
severe pain in the epigastrium after food, had 
vomited half-a-pint of blood, and was quite dis¬ 
abled. When she came into the hospital she was 
suffering from very acute symptoms of gastric 
ulcer. The tenderness was very circumscribed and 
she could hardly bear the pressure of the finger 
over the supposed seat of the ulcer. She was 
treated in the ordinary way. All food by the 
mouth was omitted, and rectal feeding was re¬ 
sorted to. Under this treatment she has very 
much improved, she can now take milk without 
pain, the tenderness has subsided and she has no 
vomiting. She will leave the hospital very much 
better, but it is very doubtful whether the ulcer 
will heal, as it has existed for so long a time. 

The next patient, occupying Bed 5 in Seymour 
Ward, is 32 years of age. She began to suffer 
from symptoms of ulcer of the stomach at the age 
of 20. She has had severe pain after food, and 
has vomited blood repeatedly. She appears not to 
have had any effectual treatment until she went 
into St. George’s Hospital three years ago, where 
she was kept upon rectal feeding for a considerable 
time. She left that hospital, however, evidently 

before the ulcer had healed. JDuring the last two 
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or three months the symptoms have become much 
worse; she has brought up much blood, and has 
had to keep her bed. She was extremely anaemic 
on admission, evidently from loss of blood; there 
was great tenderness in two places, one to the left 
and one to the right of the middle line, rather 
circumscribed. She had severe pain after food. 
The treatment was the same as in the former case 
—rectal feeding. Since then she has been com¬ 
paratively free from pain, and has had no further 
vomiting. Her condition altogether has much 
improved. But in her case, too, we cannot expect 
more than a certain temporary alleviation. I do 
not suppose the ulcer, after twelve years’ standing, 
is capable of healing. Very likely it is as large as 
that in the specimen I have here from the museum, 
extending over an area the size of the palm of a 
hand, with its floor formed by the pancreas. If 
these corrosive ulcers do heal the chances are that 
they cause an hour-glass contraction, if situated in 
the middle of the stomach, or a pyloric stricture if 
near the lesser end. 

The next case of ulceration in the region of the 
stomach, is that of a man in Bed 6, in Cambridge 
Ward, aged 45. There is nothing of importance 
in his family history. His previous health has 
been good. In November last, he says, he was 
taken suddenly ill. He was attacked by severe 
sickness. He does not appear to have previously 
had any particular signs of gastric derangement. 
He brought up at that time a teacupful of black 
blood, became extremely faint and had to go to 
bed. After that he got better. Since then he has 
had recurrent attacks of pain in the stomach, 
accompanied by sickness, coming on about an 
hour after food, and lasting for some hours, or 
until he is relieved by vomiting. He has been 
losing flesh. He has several times brought up 
“black stuff,” but nothing he could describe 
distinctly as blood. If it was blood it was 
blood blackened and altered by the gastric juice. 
About Christmas he weighed 10 st., on admission 
he weighed 8 st. The patient is a dark-haired, 
anaemic man, with a sallow complexion, of good 
muscular development but emaciated. The pain 
is referred rather to the left side, chiefly under the 
ribs, the point of maximum intensity is in the 
mammary line. He vomited on the morning on 
which he came in, but has had no vomiting since. 
Palpation of the stomach revealed nothing; it did 
not, so far as we could ascertain, appear to be 
enlarged, and nothing like a tumour or any 


thickening could be felt. The man’s abdominal 
muscles, however, were well developed, and it is 
not easy to feel the stomach with stiff muscles 
resisting examination. 

Here, of course, the diagnosis would lie between 
ulcer and cancer. The man’s age, his great loss 
of flesh, his sallow complexion, the fact that the 
pain comes on some time after food and not 
immediately, his vomiting of black stuff, would all 
point to carcinoma. Sometimes we can form some 
conclusion as to whether the patient has carcinoma 
or ulcer by examining the contents of the stomach. 
This can be done by testing the vomited matters, 
but this patient has not vomited, I suppose on 
account of his liquid diet. The other way is to 
draw off the contents of the stomach. This I was 
unwilling to do in this case, on account of the pain 
being in the cardiac region of the stomach, render¬ 
ing it probable that the seat of the disease is in 
this situation, and might be injured, I thought, by 
the passage of a tube. I therefore deferred doing 
so for some days; but as the pain has now certainly 
diminished, I thought I might venture to try it, 
and accordingly to-day I did introduce a tube, and 
tried to get some of the contents drawn off, but the 
stomach was almost empty, and we did not succeed 
in getting anything away that we could submit to 
examination. Although the practice of passing 
tubes into the stomach and washing it out is very 
common, it is not always unattended by danger. 
I have read of fatal results occurring in three 
different ways. In one case the tube was pushed 
through an ulcer, and the patient died from 
perforation. In another case, the patient, while 
having the stomach washed out with water, was 
attacked with convulsions and died. A similar 
accident sometimes occurs when the pleural cavity 
is being washed out. In the third case the patient 
appears to have been poisoned by an antiseptic 
solution which was used for the lavage. Although 
an extremely useful practice, washing out the 
stomach requires some care. It should not be 
done where there is any danger of perforation. 
Care should also be taken not to over-dilate the 
organ, so that no shock shall be caused to the 
sympathetic nervous system. Nor should any 
antiseptic fluid be used which is poisonous. I 
remember seeing a prescription for such a fluid 
which ordered 1-1000 perchloride of mercury. 
Sometimes, too, carbolic acid or sulpho-carbolates 
are used. It is better either to use pure water or 

some weak alkaline solution. I do not think 
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these antiseptic remedies are really necessary. 
For the diagnosis of this case, although it is in all 
probability carcinoma, we must wait until we get 
an opportunity of examining the contents of the 
stomach. 

The next case is one of extreme interest. The 
patient is a man, aged 37, who has, until the 
present, always enjoyed good health. He is a 
gardener. One day in March, 1893, while at 
work he was suddenly seized with a very severe 
pain across the lower part of the abdomen. He 
had to go home to bed, and have hot water 
bottles and hot flannels applied to his abdomen. 
He was very sick. The attack subsided and he 
got better. A month afterwards he had a similar 
attack. Since then he has had several, until, at 
last, the pain has become more or less permanent. 
The attacks of pain, he says,—and this is an im¬ 
portant symptom—come on generally two or three 
hours after taking food, but never directly after it. 
On the 3rd of May he vomited up some blood, 
and for some days afterwards he passed black 
motions. Ever since the commencement of his 
illness he has had occasional attacks of vomiting, 
and often brings up a large quantity, as much 
even as a quart. He has lost much flesh, 
before his illness he weighed 10 st. 3 lb., he now 
weighs 8 st. 8 lb., so that he has lost 1 st. 9 lb. 
On examining him we found that he was a rather 
anaemic, sallow man, evidently considerably 
emaciated, complaining of attacks of pain in the 
abdomen. When we come to inquire minutely 
into the seat of the pain we found that it was 
decidedly to the right of the middle line, just 
under the costal arch, and from there extended 
behind to a position considerably to the right of 
the spine. There was decided tenderness at the 
position indicated, the right belly of the rectus 
being kept extremely rigid. With regard to the 
relation of the pain to the food, it generally came 
on, as I have said, some hours after taking food, 
not immediately. When he came in I could not 
make out the outlines of the stomach. There was 
no splashing on palpation. After he had been in 
two or three days he had an attack of vomiting, 
bringing up about two pints of fluid, and I could 
then see the peristaltic action of the stomach, the 
lower border of which extended below the um¬ 
bilicus. We may, therefore, assume it is rather 
dilated. We examined the fluid brought up, and 
found it rather opalescent and containing a 
quantity of very light brown precipitate. It was 


evidently pretty thoroughly digested material, was 
intensely acid, and on testing was found to contain 
hydrochloric acid in excess. Microscopically, 
besides swollen starch granules, there were 
numbers of sarcinae, but, although he had been 
having some fish, there were no muscular fibres. 
These seem to have been pretty thoroughly 
digested, so that the stomach was very actively 
secreting digestive fluid. With regard to the 
sarcinae, all that their presence indicates is that 
the contents had been a long time in the stomach. 
They may also indicate that the gastric juice is 
insufficiently secreted, for gastric juice has, no 
doubt, antiseptic powers, and tends to prevent the 
growth of fungi. 

We had to determine, then, the seat and the 
nature of the disease. First, we had to decide 
whether it was cancer. It has been going on for 
more than a year accompanied by great emaciation 
and vomiting of small quantities of blood. I 
think the character of the vomit is very much 
opposed to its being cancer. In most cases where 
there is cancer present in the stomach free hydro¬ 
chloric acid is not found. That is not an 
invariable rule, but it so frequently obtains that if 
we find constantly present an abundance of hydro¬ 
chloric acid in the contents we almost exclude 
cancer; whereas, in gastric ulcer, hydrochloric 
acid is often in excess. I have seen so many 
cases where this rule has held good that I attach 
very great importance to it. Two years ago we 
had in the hospital a man with symptoms of 
pyloric stricture. The contents were extremely 
acid, not from lactic acid fermentation, but from 
the presence of hydrochloric acid in excess. We 
decided, therefore, that it was a non-cancerous 
stricture. I asked Mr. Clarke to operate with the 
view of dilating the stricture. In the course of the 
operation, however, when the pylorus was ex¬ 
posed it was found to be very much thickened. 
Mr. Clarke could feel what seemed to him a fun¬ 
gating growth inside. As it seemed also to me 
that such a growth was present, it was decided 
that the case was one of cancer, and that the best 
thing to be done was to make a short circuit. 
The patient afterwards died, and we found it was 
a case of simple stricture. The mucous membrane 
was thrown into ridges giving the feeling of a fun¬ 
gating growth, and the coats of the stomach were 
much thickened. I read a short time ago a still 
more striking case which occurred in Germany. 

The patient had a dilated stomach, and from the 
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presence of free hydrochloric acid it was decided 
that the case was one of simple stricture, and 
therefore amenable to treatment by operation. 
The abdomen was therefore opened, and the 
pylorus was found to be greatly thickened. Both 
by the surgeon and the physician there was felt a 
distinct nodular mass, which, it was decided, was 
too large to be meddled with. The abdomen was 
therefore closed up again. The patient having 
died, the cause of the stricture was found to have 
been a simple ulcer which had contracted, and 
had also perforated through to the pancreas which 
was firmly adherent, and the nodulated mass was 
the pancreas. Here, therefore, are two cases in 
which the presence of free hydrochloric acid 
proved a better guide than actual exploration as 
to whether the disease was cancer or not. In this 
case then, the fact that the patient has abundant 
hydrochloric acid in the contents of the stomach 
leads me to think that the disease is probably not 
cancer but ulcer. 

As to its seat, the case differs from ordinary ulcer 
in some particulars. First of all, the pain is 
situated decidedly to the right of the middle line. 
In ulcer of the stomach the pain is most com¬ 
monly in the epigastrium; very seldom indeed 
does it extend far to the right, because, as a rule, 
the position of the pylorus is almost in the middle 
line. If the stomach is not dilated it is quite in 
the middle line; if it is dilated it is somewhat to 
the right. Then the pain comes on, not directly, 
but some considerable time after food. That is 
unlike ulcer of the stomach. We were also in¬ 
formed that when the patient had an attack of 
haematemesis he brought up very little blood in 
the vomit, but passed apparently a very large 
quantity by the bowel. These three things point 
to ulcer of the duodenum; they are the main 
symptoms we have to depend on in the diagnosis 
of this condition. In ulcer of the duodenum also 
the symptoms are sometimes very much less 
marked than those of ulcer of the stomach, so that 
the condition is much less frequently diagnosed. 
There may be sudden perforation, with profuse 
haemorrhage, and the patient dies without there 
having been any previous suspicion of the exist¬ 
ence of ulcer of stomach or duodenum. At the 
beginning of the winter this year I had a case of 
acute peritonitis and perforation in a young 
woman in which there had been no gastric symp¬ 
toms. She had never vomited, but had merely 
some pain on the right sjd$ of the abdomen. The 


pain had been so little referred to the stomach 
that I thought the perforation was probably of the 
vermiform appendix. Mr. Gould performed lapa¬ 
rotomy with the hope of arresting the septic peri¬ 
tonitis, and the perforation was found to be one 
of the duodenum. Some years ago a man was 
admitted who had had scarcely any symptoms 
previously, but was suddenly seized with acute 
peritonitis, and a perforation was found in the 
duodenum. 

The treatment of gastric and duodenal ulcers is 
much the same; the indication being to prevent 
the corrosive action of the gastric juice. If we 
got a duodenal ulcer sufficiently early it would 
heal under proper treatment as easily as a gastric 
ulcer; but when it has lasted as long as this one 
has the prospects of healing are less favourable. 
We shall put the man on rectal feeding, and watch 
the result. 

The diagnosis of these duodenal ulcers is cer¬ 
tainly more difficult than that of ulcer of the 
stomach, but it is equally important Within the 
last few years I have had six cases, including this 
one in the hospital. Two were admitted with 
perforative peritonitis, but the position of the per¬ 
foration was not diagnosed till after operation or 
death. 

A third was a middle-aged man, who was con¬ 
sidered to have cancer of the pylorus. He suffered 
from pain, vomiting of blood, melaena, and died 
from gradual exhaustion. 

The fourth case was a man who was admitted 
with a stinking pyopneumothorax, the origin of 
which was not discovered during life. He was 
treated in the usual way; a drainage tube was in¬ 
serted, but he succumbed, and on the post mortem 
examination a perforating ulcer was found in the 
duodenum, communicating with a sub-diaphrag¬ 
matic abscess which had burst into the right 
pleura. 

A fifth case, which was probably of a similar 
nature, occurred recently. The patient, a boy 
aged 12, was admitted with signs of right pneumo¬ 
thorax. While in the waiting-room he vomited 
some stinking fluid. On introducing an aspirating 
trocar into the right pleura, gas, with a faecal 
odour, escaped. The next day Mr. Hulke re¬ 
moved a portion of a rib and inserted a drainage 
tube. An opening could be seen in the diaphragm, 
leading into a sub-diaphragmatic cavity. A drain¬ 
age-tube was also put into this. This boy has 


made a good recovery 
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As there had been no previous symptoms of 
ulcer of the stomach, which is of exceeding rarity 
at this age, and as there was evidence of a com¬ 
munication between the bowel and the pleural 
cavity, I think we were justified in diagnosing 
ulcer of the duodenum. 

The lesson we ought to draw from these cases is 
the extreme importance of early treatment of these 
ulcers due to corrosion by the gastric juice. If they 
are treated early they readily heal; if they are left to 
become chronic, in many cases they become in¬ 
curable. Ulcers of the stomach, with a little care, 
can be generally diagnosed. The age of the patient, 
the occurrence of the pain generally after food, the 
vomiting, the existence of some point of tender¬ 
ness in the epigastrium, the pain perhaps going 
through to the back, and, in some cases, vomiting 
of blood ought to enable us to make our dia¬ 
gnosis. Ulcers of the duodenum are more obscure, 
because the pain does not bear the same relation 
to the food; it is very often less acute, and the 
patient does not notice it; but if we find a patient 
who complains of pain rather to the right side of 
the abdomen, always coming on some hours after 
food, and if he passes black motions, we may be 
justified in diagnosing the possibility of duodenal 
ulcer, and we should treat it as we do gastric ulcer 
by keeping for a time the gastric juice out of the 
stomach. 


REMARKS ON CARCINOMA OF 
THE RECTUM.* 

BY 

P. SWINFORD EDWARDS, F.R.O.S. 


I have selected cancer of the rectum as the sub¬ 
ject of my lecture to-day, in the first place because 
it is a disease which is often overlooked until so far 
advanced as to make an operation for its removal 
unjustifiable, and in the second place because 
when detected early its surgical treatment is 
attended with very good results. 

The reason why lesions of the rectum are so 
often neglected, is probably due to an exaggerated 


• Being the substance of a Lecture delivered on February 
14th at the West London Hospital to members of the Post 
Graduate Course. 


modesty on the part of the patient, especially if 
of the female sex; and also to a distaste on the 
part of the practitioner to institute a digital 
examination of such an unsavoury part as the 
rectum. Symptoms such as tenesmus, pain, and 
bleeding at stool, are almost invariably attributed 
to an attack of piles, for which, in nine cases out 
of ten, a horrid compound called ung. gall® c. 
opio is prescribed; whilst the patient is told that 
the bleeding is likely to be beneficial, nay, may 
even avert an attack of apoplexy. Such a history 
I find rather the rule than the exception. Hence 
it is that of all rectal cancers which come under the 
surgeon’s notice—so few are favourable cases for 
excision. I opine that if we could get these cases 
early enough, at least 75 per cent, would permit 
of removal, whereas, my experience is that of all 
cases seen, not more than a quarter or 25 per cent, 
are favourable ones for extirpation. 

I therefore beg of you, Gentlemen, seeing the 
grave issues which are often at stake, to insist on 
an early examination, and never to prescribe for 
rectal symptoms until after such an examination 
has taken place. Were this the practice of every 
medical man, the number of lives prolonged, or 
even saved, would be enormous. 

In Cooper and Edwards’s work on the rectum is 
a table of statistics of over 25,000 cases of rectal 
disease treated at St. Mark’s Hospital for Fistula. 
Amongst these were 775 of malignant disease, 542 
being in the male, and 233 in the female. Statistics 
culled from Stierlin, Heuck and Hildebrand abroad, 
and from Bryant and our own hospitals at home, 
would show that the disease is more frequently 
found in the male than in the female. The pro¬ 
portion at St. Mark’s is 3.37 to 2.43. 

The favourite seat for cancer of the intestines is 
the rectum, being here four times as frequent as in 
the rest of the intestinal canal. Its usual site is 
from two to three inches from the anua, being 
found here, I should say from my own observations, 
in about 80 per cent, of all cases. As to the cause 
of rectal cancer, nothing definite is known. 

I take it, the life history of cancer here is similar 
to that of cancer of other like parts, and that it is 
probably induced by some chronic irritation in a 
person predisposed to the disease. It is said that 
piles, catarrh, and dysentery, a sedentary life, and 
indulgence in eating and drinking tend to produce 
it. It seems certain that it is favoured by civiliza¬ 
tion and crowded communities. Age undoubtedly 

is an important factor here as elsewhere, though I 
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have seen two instances of it in quite young 
adults. 

Adeno-carcinoma, Malignant adenoma, Cy- 
lindrical-celled epithelioma, Cylindroma, and 
Columnar epithelioma are all names for the variety 
of cancer which attacks the rectum. Scirrhus and 
Medullary are terms of the past as applied to 
rectal cancer, except as being interchangeable 
terms with hard and soft. Flat-celled epithelioma 
is the variety of cancer which affects the anus and 
is microscopically indistinguishable from epithe¬ 
lioma of the lip. It is comparatively slow growing, 
and commences at the muco-cutaneous junction. 
The free removal of this is often attended with the 
happiest results as regards freedom from recurrence 
at an early date. 

Malignant adenoma is essentially a formation of 
follicles in the mucous membrane like those 
normally existing, and which tubular glands or 
follicles of Lieberkiihn disappear as the neoplastic 
ones encroach on them. This proliferation of 
follicles is accompanied by a small-celled infiltra¬ 
tion between the tubules, and which is characteristic 
and serves to distinguish a microscopical section 
from a section of a simple papillomatous outgrowth. 
The new growth quickly invades the submucosa, 
and then the muscular and serous coats, afterwards 
involving the neighbouring organs and passages, as 
the uterus and vagina in the female, and the 
bladder and prostate in the male. The lymph 
spaces being opened up by the new growth, 
infection of the lymphatic glands in the neighbour¬ 
hood soon takes place, followed by secondary 
growth in the liver, which secondary growths are 
of an identical nature with the rectal adenoma, 
the neophatic cells having been carried there by 
the portal system of veins. 

The hew growth may spread in various directions 
but most often it tends to increase laterally, in 
time completely encircling the gut, and thus pro¬ 
ducing a malignant stricture; or, instead of 
infiltrating widely, it may form an outgrowth, 
projecting into the bowel in the form of tubercles 
or tuberous masses. Whatever form it may 
assume, the mucous membrane covering the 
growth and firmly adherent to it at last ulcerates 
and allows portions of the growth to protrude. At 
times the destructive process is too rapid for the 
development of fungous masses, but extends deeply, 
forming crater-like cavities with an infiltrated and 
hardened base. 

Symptoms . At first, these are of an ill-defined 


character, possibly consisting only of a sense of 
uneasiness in the bowels with pain in the lower 
back, accompanied often with a little diarrhoea on 
first getting up in the morning. Some traces of 
blood and a slight sanious discharge appear, 
accompanied with a straining at stool and a feeling 
as if the contents of the bowel were never 
thoroughly got rid of. 

As the disease progresses the pain usually in¬ 
creases in severity; but this symptom varies much in 
different cases and may depend to some extent on 
the situation of the growth, being less when situated 
high up. The ever-recurring desire to stool be¬ 
comes more marked, and the faeces may be 
altered in shape and streaked with blood. About 
this time the straining at stool, attended as it is 
with an obstruction to the venous circulation due 
to the tumour, may produce haemorrhoids, and 
thus lead a casual observer to think that they were 
the cause of the patient’s symptoms. I have 
myself known cases where an operation was per¬ 
formed for the removal of the piles while the real 
seat of the mischief, viz., the cancer, was left 
unheeded and untouched! 

At a later stage the cancerous cachexia makes 
its appearance, with obstruction or involvement 
of the vagina or bladder, thus establishing a recto¬ 
vaginal and recto-vesical fistula with their attend¬ 
ant symptoms. 

For purposes of examination the patient should 
lie on his or her side, with the knees drawn up 
and the buttocks well to the side of the bed or 
couch. Anoint the finger with some ointment, not 
oil; I prefer the ung. cetacei, and in hot weather 
this may be thickened with a little white wax. 

Before introducing the finger, note the appear¬ 
ance of the anus. There may possibly be some 
protusion of haemorrhoids or of new growth, with or 
without fissure, fistula, or excoriation. Also pass 
the finger round outside the anus with a little 
pressure, when deep-seated induration [may be 
detected. On inserting the finger into the rectum, 
let it examine systematically the entire circum¬ 
ference, commencing below and gradually pro¬ 
ceeding further up; as has already been said in a 
case of carcinoma, one may expect to come across 
the growth at about two inches up. It may form 
a ring encircling the bowel or may be more limited, 
sometimes being confined to its anterior or posterior 
part. In cases where the symptoms have lasted 
some time, say six months, the finger encounters 

what is not unlike an ulcerated and fissured os 
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uteri, the lumen of the gut being in the centre of 
the new and protruding neoplasm. Sometimes 
the finger can without force be insinuated through 
this, coming upon healthy mucous membrane an 
inch or two beyond. In this manoeuvre no force 
is justifiable, for rupture of the diseased and often¬ 
times friable coats has been known to occur, 
leading to a fatal peritonitis. Having proceeded 
thus far, note whether the growth seems confined 
to the bowel proper or is fixed to the surrounding 
parts, for on this chiefly depends the operative 
procedure you will recommend. On withdrawal, 
notice whether the finger is covered with blood or 
debris, and test its odour, as in all cases of cancer 
with an ulcerated surface one may recognize a 
characteristic effluvia, which may be described as 
of an “oniony smell,” and once perceived, not 
easily to be forgotten. 

In the female much useful information may 
often be derived from a vaginal examination, 
especially where the recto-vaginal septum is impli¬ 
cated. It is also of use in ascertaining the height 
to which the growth extends in cases in which the 
contraction of the rectum is too great to allow of 
the passage of the finger beyond the disease. 

The lesions which are most easily mistaken for 
malignant disease are (1) simple and syphilitic 
stricture with ulceration, (2) villous tumour, (3) 
disseminated polypi or warty growths, and also 
possibly those rare instances of (4) sarcoma of the 
rectum. 

Inflammatory stricture and ulceration usually 
occurs in younger subjects than does cancer, 
though I have seen two examples of cancer in 
subjects under 20 years of age, but this is ex¬ 
ceptional. It is more chronic in its history, is 
more funnel-shaped, and lacks the protruding 
nodules and masses, together with the odour of 
cancer. 

Villous tumour is soft, pedunculated, or sessile, 
has no indurated base, and is characterised by a 
copious glairy and colourless discharge. It may 
exist for years without undermining the general 
health; is often entirely extruded at stool, when 
the villous surface can be seen. 

Multiple polypi or disseminated papillomata, 
when sessile and accompanied with patches of 
ulceration and inflammatory induration, may give 
rise to some little difficulty and doubt in the 
differential diagnosis. 

Here there is less pain, less tendency to stricture, 
less bleeding, less induration, and more chronicity; 


also the cancerous odour is absent. Treatment 
and time will finally settle the matter. 

I have had several cases of these disseminated 
warty or papillomatous growths under my care, but 
only in one instance had I any doubt as to the 
true nature, and this was in a youngish married 
woman on whom I had operated for fistula some¬ 
time previously. 

The rectum for about five inches was studded 
with many flat and sessile papillomata, each having 
some slight thickening about the base. There 
was also pain in the rectum and some sanious 
discharge, due to patches of abraided mucous 
membrane, which in places amounted to ulceration. 
After freely cauterizing the several lesions on two 
occasions, complete recovery took place. 

This patient is now under me, having after the 
lapse of many months developed a deep-seated 
fistula with high lying sinus leading to a consider¬ 
able cavity in the pelvis which was filled with a 
foul-smelling caseous and gritty deposit of the 
exact nature of which I was not able to satisfy my¬ 
self. She is now, after this second operation for 
fistula, well, with the exception of a small sinus 
leading into this cavity, which is slowly contracting 
and becoming less. 

Sarcoma of the rectum is not likely to be con¬ 
founded with cylindroma if one remembers that 
the growth starts in the muscular coat, and that at 
all events for a considerable time the rectal mucous 
membrane is freely moveable over it. 

There is an instance of sarcomatous infiltration 
of the rectum described and figured in Ball’s work 
on the rectum, and in which Dr. P. Abraham 
made a microscopical examination, which I think 
might easily be mistaken either for cancer or 
chronic inflammatory thickening; in fact, I should 
say the case permitted of no exact diagnosis until 
after a section had been submitted to the micro¬ 
scope. 

Sarcoma of the anus might be confounded with 
epithelioma, but in the former there is more new 
formation and less if any ulceration, whereas in 
the latter the ulceration is the more marked 
feature. 

And now I come to the operalj£d|fteatment of 
rectal cancer. But first, it asked, Is 

operative treatment of any this it 

must be answered, Yes, certara^^in the vast 
majority of cases; for even in those sad cases in 
which the growth is too extensive for removal, 
much relief from pain and suffering, with some 
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prolongation of life, may be secured to the patient 
by a timely colotomy. 

Operative measures in cases of rectal cancer are 
practically limited either to excision or colotomy; 
or again the colotomy may be done as a pre¬ 
liminary to the excision, or may be a necessity 
after excision for the relief of obstruction due to 
cicatricial contraction following the removal of the 
rectum. 

Let us first review these operations and their 
various modifications, and then we will endeavour 
to determine what cases are most suited to the 
various operative procedures. Extirpation of the 
lower portion of the rectum may be effected either 
by the perinaeal operation or by the sacral. 

I will first describe the former, which is the 
older operation and still the one more generally 
performed in this country, but must first premise 
that the cases best fitted for this operation are 
those in which the disease does not extend to a 
point more than three inches from the anus, for to 
get clear of the growth 3^ inches of the gut will 
have to be removed, and this will correspond in 
the male to the upper limit of the normal prostate 
and in the female to the lower fold of Douglas’s 
pouch. The growth should not have extended 
beyond the rectal coats, but should be freely 
moveable on the subjacent tissues. In the female 
one often finds the recto-vaginal septum involved, 
and when not above the limit already mentioned 
(to be easily determined by a vaginal examina¬ 
tion), this should be no bar to the operation. 
The most favourable cases are those in which the 
disease is limited to the posterior or lateral walls, 
and when of no great extent a partial excision of 
the rectum may suffice. The most difficult part 
of this operation, I might here say, is dissecting 
the bowel off the prostate and membranous 
urethra and off the vaginal wall in the female, and 
more especially is this the case when considerably 
infiltrated with the cancerous growth. 

[Here followed a description of perinaeal excision. 
The steps of Kraske’s operation were then de¬ 
tailed, Mr. Edwards observing that by this means 
almost the entire rectum may be exposed, and, 
moreover, it permits of resection of the bowel with 
suture of divided ends where the lower rectum and 
anus are free from disease. This resection has 
been successfully carried out, though it is often 
found very difficult to approximate the two ends. 
Dr. Walker, in the first number of “Mathew’s 
Medical Quarterly,” reports two cases of Kraske’s 


excision, and suggests that a Murphy’s button 
might be of great use in forming a rectal anasto¬ 
mosis. In this article he claims to have done the 
first successful end to end approximation of intes¬ 
tine by Murphy’s button. The suggestion has 
been successfully carried out by Dr. Marcy, who 
employed the Murphy button in a rectal anasto¬ 
mosis after excision by Kraske’s method. The 
patient was well and at work six months afterwards. 

The lecturer then related three cases in which 
he had excised as much as five inches of the 
rectum for malignant disease by means of a modi¬ 
fication of Kraske’s operation— i.e., with removal 
of coccyx, and in one case still further room was 
obtained by a division of the sacro-sciatic ligament 
on the left side. 

Case 1. Male; aet. 61. After a preliminary 
inguinal colotomy, excision was performed for ex¬ 
tensive carcinoma. Excision of coccyx, five inches 
of gut removed. The patient was shown. Bowels 
act well through the artificial anus; no recurrence 
of growth, although it is three years since the ex¬ 
cision. Patient looks and feels well; he woiks 
hard as a labourer. 

Case 2. Female; aet. 48. Malignant adenoma; 
no preliminary colotomy. A modified Kraske’s 
operation; removal of five inches of rectum, with 
a few enlarged sacral glands; recurrence after nine 
months. 

Case 3. Male; aet. 53. An advanced case of 
rectal carcinoma. Preliminary colotomy. At 
patient’s urgent desire extirpation was performed 
three weeks afterwards; coccyx removed, sacro- 
sciatic ligament divided. The peritoneal cavity 
was opened, though not recognized at the opera¬ 
tion. Patient died on the ninth day of septic cel¬ 
lulitis and peritonitis. 

The relative merits of inguinal and lumbar colo¬ 
tomy were then discussed. 

Mr. Edwards, being himself strongly in favour of 
the former, the mortality of which operation he 
placed as low as 1 or 2 per cent. 

Two cases of right inguinal colotomy in which 
the lecturer assisted his colleague, Mr. Alfred 
Cooper, were shown. In both the artificial anus 
was established on the right side after failure to 
find the colon through the ordinary left inguinal 
incision. They occurred within three months of 
each other, and were both done for malignant 
disease of the rectum. 

In one case the caecum was opened and in the 
other the misplaced sigmoid-colon. 
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Another interesting case was shown in which 
Mr. Edwards had excised four inches of the 
rectum for a large carcinoma eight years ago, and 
until a year ago the patient had remained well 
and at his work. Examination nine months ago 
showed a recurrence for which inguinal colotomy 
was done, in such a way that a good spur being 
formed no faeces are able to find their way into 
the rectum, and by keeping the gut well syringed 
out either from below upwards or from above 
downwards the patient is kept very comfort¬ 
able.] 

In excision of the rectum the Germans have 
been the pioneers, whilst in inguinal colotomy our 
English and American brethren have undoubtedly 
been the more active. 

At one time our German confreres seemed to 
stick at nothing in the way of excision, and conse¬ 
quently the mortality was fearful. Nowadays 
their ardour is becoming more tempered, and 
many cases, I understand, which a year or two 
ago would have been submitted to extirpation are 
now more likely to be colotomised. On the other 
hand, English surgeons for a long time fought shy 
of so severe an operation as a “ Kraske,” and in 
cases in which the finger could not be passed 
above the growth were content with a palliative 
colotomy. At length, perhaps, they are becoming 
more enterprising, though even now but few Eng¬ 
lish surgeons have, as far as I have seen or heard, 
practised a complete sacral excision. In the New 
York Medical Journal McCosh has collected 439 
excisions with 84 deaths, a mortality of 19.1 per 
cent., but this includes the work of various 
operators, and I expect amongst this number we 
should find many cases which we should scarcely 
consider best treated by excision. The mortality 
for perinseal excisions should not exceed 10 per 
cent., and in the hands of careful operators, who 
are judicious in their selection of cases, might well 
sink as low as 5 per cent. Posterior excision, with 
removal of coccyx, should not give a mortality of 
over 10 per cent, and a Kraske from 15 to 20 per 
cent. 

As to cure . Out of 375 operations there was no 
recurrence in 32 cases after four years, taken 
from the practice of ten of the foremost operators, 
about 1 in 11. 

As to incontinence . This is a condition which 
must be expected, but its inconvenience may be 
lessened by strict attention to the dietary, aperients, 
etc. 


Relief from pain always follows, and is only 
modified by the subsequent contraction which so 
frequently occurs. This, to some extent, may be 
limited by the insertion of a hollow vulcanite tube, 
around which the wound is allowed to cicatrise, or 
by the daily passage of a bougie, though for its 
permanent relief it will generally be found that 
nothing remains but to perform a colotomy. 

This being the case in a large number of cases, 
would *it not be better to reverse the order of pro¬ 
cedure and to perform a preliminary colotomy f I 
certainly am of this opinion, for where this is done 
the rectum prior to the excision can be thoroughly 
cleansed by syringing right through from the 
opened sigmoid to the anus, or the reverse way, 
with some antiseptic, and the bowel contents being 
diverted we need not be so fearful of opening the 
peritoneal cavity in the course of the excision; and, 
moreover, the large wound left after the operation 
is left to granulate uncontaminated with faeculent 
matter. 

From these remarks you may infer that I am in 
favour of a preliminary colotomy in all cases 
where, owing to the extent of the disease, there is 
reason to fear that the peritoneal cavity may be 
opened during the excision, be it a perinaeal or a 
sacral one. It should, I think, also be undertaken 
in those cases where subsequent contraction is 
almost sure to occur, /.<?., in cases in which the 
entire anus has to be removed together with more 
or less of the bowel. 

In cases of more limited extent, where the whole 
lumen of the gut is not removed, but where a 
strip of mucous membrane, leading from the anus 
upwards can be preserved, contraction is less likely 
to supervene, hence a preliminary colotomy is not 
so necessary. 

In conclusion, a few words about colotomy as a 
palliative for rectal cancer in those advanced cases 
which so frequently come under our notice, and in 
which either the patient declines to accept the risk 
attendant upon excision, or in which we ourselves 
are unwilling to advise it. 

It may be asked, In what way is such an one 
the better for a colotomy? Well, in the first 
place, the relief to pain is always great, and in 
some cases, especially at first, almost complete. 
The constant desire to evacuate is mitigated, and 
the emaciated patient often gains in weight. 
There is, moreover, frequently a notable decrease 
in the discharge. I am certainly of opinion that 
life is or may be prolonged, but however this may 
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be, there can be no doubt that by the performance 
of this operation, entailing but little risk to life, 
our patients remaining days may be made com¬ 
paratively comfortable. 


TWO LECTURES 

Delivered at the Cancer Hospital, Brompton, by 
FRED. BOWREMAN JESSETT,, F.R.O.S., 
Surgeon to the Cancer Hospital, Brompton. 

LECTURE II. 

TREATMENT OF UTERINE CANCER 
BY OPERATION OR OTHERWISE. 

WITH 

Special Reference to Yaginal Hysterectomy. 

In my last lecture I narrated to you the history 
and symptoms of cancer of the uterus as it attacks 
different parts of the organ. I further discussed 
the palliative treatment of those cases in which 
the disease invades the vagina and surrounding 
cellular tissue. The uterus being quite fixed so 
that any attempt at a radical operation must be of 
necessity impracticable. 

To-day I propose—first, to narrate to you the 
form of treatment which has been fairly successful 
in my hands of those cases in which the disease 
has extended beyond the uterine substance into 
the cellular tissues around the cervix, thus causing 
the viscus to be more or less fixed, and perhaps 
the roof of the vagina slightly involved. 

I have tried numerous forms of treatment in 
these cases that have been suggested and prac¬ 
tised by different surgeons, but, one after the other, 
I have ceased to adopt them, as in none did any 
good result, and in many the disease seemed to be 
stimulated to increase with greater rapidity than if 
left alone. 

It was with feelings of despair that I entered 
my uterine ward, feeling that all I could do was to 
alleviate the sufferings of some of the poor women 
who occupied the beds, but I felt I was utterly 
powerless to assist them further. 

Of late, however, a new era seems to have 
opened up, and I now undertake the treatment of 
many of these cases with full hope and expectation 
of, in some instances, eradicating the disease, and 


in others of considerably retarding it, and, in all, 
of giving immense relief from pain and an im¬ 
provement in general health. 

In adopting the treatment I am about to de¬ 
scribe, I was, in the first instance, struck by the 
fact that in many of the most advanced cases of 
uterine cancer which died, the body of the uterus 
was often apparently free from disease. The 
disease appeared to have commenced in the cer¬ 
vical canal, and then extended downward to the 
external os, and then eaten its way through the 
cervix and extended laterally into the cellular 
tissues surrounding it, and from thence along the 
broad ligaments. 

Now, if the disease were attacked before it ex¬ 
tended along the broad ligaments, and before the 
bladder or rectum was affected, I thought I saw 
my way to cope with it. In the first place, the 
thorough curetting away of all the soft diseased 
tissues was imperative. Then, to find some form 
of caustic and method of applying it to the cavity 
caused by the removal of the disease, so as to 
burn deeply into the surrounding tissues into 
which the disease might have invaded. 

With respect to the curetting, I found the 
curettes by themselves were ill adapted to the 
purpose, as they removed the diseased tissues un¬ 
evenly. I next turned my attention to Bell’s 
dredgers, but found these did not fulfil all I 
wished, as they were too pliable and their calibre 
was too small. The idea then occurred to me if I 
could have an instrument constructed somewhat 
after the principle of Bell’s dredger, furnished 
with watch-spring knives so shaped as to enable 
me to scrape out the contents of the uterus by 
simple rotations, of which I could increase the size 
by means of a screw in the handle, I should have 
made a considerable advance, and should be able 
to accomplish all I required. Such an instrument 
has been made for me, and, as you will see, is 
worked by means of the screw at the end of 
the handle. By means of this screw the blades, 
which when first introduced lie flat on the central 
rod, are made gradually to expand until they 
represent an area of about one and a half inches 
in diameter. Here, then, I was furnished with an 
instrument by means of which I was enabled to 
remove the whole contents of the uterus with 
comparative ease; and, as the blades are not too 
sharp, no mischief can be done with them, and 
very little bleeding follows its use. 


The next question which arose was the form of 
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caustic and the method of its application. And 
here I followed in the steps of Drs. Marion Sims 
and Heywood Smith. I adopted the use of 
absorbent wool soaked in a saturated solution of 
chloride of zinc and then dried. The caustic 
applied in this form had the advantage of being 
readily packed. Before packing the uterus all 
bleeding must be arrested, as it is essential that 
the raw surfaces should be fairly dry before apply¬ 
ing the caustic. The best method of arresting the 
haemorrhage is to apply locally sponges wrung out 
in very hot water, or, failing this, apply a sponge 
which has been soaked in tincture of matico. 
When the oozing has been sufficiently arrested, 
the chloride of zinc wool is packed in small pieces 
firmly, so as to completely fill the cavity. The 
preparation of this wool is difficult, and of late I 
have been in the habit of using the zinc paste 
freshly made, and then applying a ring pessary 
with thin diaphragm over the opening so as to 
ensure the full action of the caustic to the 
vaginal border. A dry wool tampon is next 
applied to the opening into the vagina, and 
lastly the vagina is packed with tampons soaked 
in a strong solution of carbonate of soda. These 
tampons can be removed the day following 
the operation, but the chloride of zinc packing 
must not be removed for at least three days. 
This wool is most conveniently removed by 
Marion Sims’ screw, which is a long, straight iron 
rod, with a very fine double screw at the top. 
After the removal of the plugs, the vagina and 
uterus must be kept constantly syringed out with 
some antiseptic solution, preferably either solution 
of iodine or carbolic acid, through a full-sized 
Fergusson’s speculum. 

As a rule, the slough caused by the caustic 
comes away in about ten days or a fortnight, when 
a healthy granulating surface is left. Should there 
be any suspicious spot, it will be well to pack the 
cavity again. This can be readily done without 
an anaesthetic through a full-sized Fergusson’s 
speculum. 

Should any nodule be seen projecting, it can be 
readily destroyed by injecting a few drops of solution 
of chromic acid ( 3 ij— 5 j) into it. This causes the 
nodule to shrivel up and come away in a few 
days. 

In a case recently under my care, after the large 
slough detached itself a large boss was seen grow¬ 
ing rapidly from the posterior wall of the vagina. 
This I injected with five drops of chromic acid 


solution, and it dried up and became detached in 
about five days. 

The following two out of eight cases, all of 
which were markedly benefited by the treatment, 
well illustrate the usefulness of this method: 

Case 1. Mrs. S., aged 70, consulted me Feb¬ 
ruary 3rd, 1892, suffering from carcinoma of the 
cervix uteri. 

I performed supra-vaginal amputation of the os 
and cervix. The patient made an excellent re¬ 
covery. In November of the same year, there 
being some bleeding from the uterus, I examined 
her, and found recurrence of the disease extending 
into the uterine cavity. The patient suffered 
much pain and discomfort. Considering the age 
of the patient, I did not think removal of the 
entire uterus justifiable. Moreover, the uterus 
was somewhat fixed by the extension of the 
disease. I therefore, with the assistance of Dr. 
Heywood Smith, thoroughly scraped and dredged 
the uterine cavity, and then packed it with chloride 
of zinc wool, as above described. At the end of a 
fortnight I removed a thick slough, which repre¬ 
sented a cast of the inside of the organ. The 
uterus and vagina were kept constantly syringed 
out three times a day with a solution of carbolic 
acid. The patient made an excellent recovery and 
had no local return of the disease. She, however, 
died in May, 1893, from secondary growths in the 
liver and lungs. 

The following cases, for the notes of which I 
am indebted to Mr. West, my house surgeon, have 
been treated in the Cancer Hospital during the 
last year: 

Case 2. Rebecca H., aged 33, married, six 
children, one miscarriage, admitted into Burdett- 
Coutts Ward on January 4th, 1893, complaining 
of pain in the back and left iliac region, and of 
discharge from vagina, which patient has noticed 
for the last ten months. 

Menstruation has been irregular during that 
period, severe floodings alternating with amenor- 
rhoea; has lost much flesh. 

Present condition . There is a mushroom-shaped 
soft growth in the situation of the vaginal portion 
of the cervix which has ulcerated. The growth 
extends on to the posterior vaginal wall. The 
uterus is somewhat fixed. 

On January 24, 1893, under ether, all the soft 
parts of the growth were scraped away with the 
dredger, and the whole of the interior of the uterus 
was also scraped, which left a crater-like cavity. 
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The cavity was then plugged with dry wool, which 
had previously been soaked in a saturated solution 
of zinc chloride and allowed to dry. A dry 
tampon of wool, with a string tied to it, was then 
passed, and the vagina was filled with plugs 
squeezed out of a strong solution of bicarbonate 
of soda. The patient had very little pain after 
the application of the caustic. 

January 25. All the vaginal tampons removed 
except one, and the vagina well douched out three 
times a day. 

January 27. The zinc chloride wool removed 
from the uterine cavity. The uterus well douched 
out through a Fergusson’s speculum. 

January 28. Much offensive discharge; other¬ 
wise patient experiences little discomfort. Tem¬ 
perature, 99.8° Fahr. Vagina well syringed out 
through a Fergusson’s speculum three times a day 
with t to 40 carbolic. 

January 30. A whitish slough came away from 
the vagina, being a cast of the ulcerated cavity. 

February 1. Patient much better; no discharge 
to speak of, and states she suffers no pain. On 
vaginal examination the cavity feels soft and 
healthy. 

February 19. Patient discharged; feels much 
better in her general health; no pain or discharge 
to speak of. 

August 2. She has reported herself from time 
to time, and still keeps in good health. 

There is a firm cicatrix at seat of cauterization. 
No discharge. 

This patient is still attending at the out-patient 
department, and there is no recurrence of the 
disease in situ. 

The treatment of such cases as these naturally 
is attended with much anxiety and indeed uncer¬ 
tainty. The caustic must be most carefully ap¬ 
plied on account of the many important parts that 
are in close proximity—the bladder, the rectum 
and the ureters. In two of my cases the slough 
extended into the rectum, causing a recto-vaginal 
fistula. 

It is very extraordinary how little pain these 
patients suffer from the application of the caustic, 
and the day following operation patients who have 
suffered much before the application will tell you 
that they have had no pain since the application. 

(To be concluded.) 


Cancer of Stomach.— Chlorate of soda, 3ij to 
3iv, daily.— (Brissaud, Med. Fee.) 


THERAPEUTICAL NOTE. 


Convulsions in Babies.— Dr. Plicque publishes 
some very useful remarks on this common trouble 
of infant life; we summarise them as follows : 

The most natural treatment is to find and 
remove the cause; as this is, however, usually 
difficult, and always requires time and tedious cross- 
examination, it is well to have a universally 
applicable form of procedure, and he draws up 
the following: 

1. Administer ether by inhalation, this will 
quiet the child and allow 

2. An enema to be given, consisting of plain 
warm water with a little (say 3 j ad Oss) chloride 
of sodium in it, this clears out the lower bowel at 
least, and permits of the third process, which is 

3. An injection into the bowel of the following 
sedative: 


T. Musci . TTLxx 

Chloral Hydrat. ... gr.vj 

Warm Water ... gij 

for a child of three to six months, the chloral 
being reduced to one half or double according to 
the age of the infant. 

He goes on to state that these measures 
practically always bring such amelioration that 
drugs may be administered by the mouth, and he 
then recommends, if the stomach appears to be the 
offender, 

4. An emetic, for choice vinum ipecac., com¬ 
bined with tickling of the pharynx as an 
adjuvant. 

If, however, the stomach seems to be healthy, 
he substitutes for the emetic 

5. Bromide of potassium, flavoured with orange 
flower water. 

He then discusses all the possible causes which 
should be sought, for while the above universally 
applicable treatment is being applied: gingival 
tension, indigestion, foreign bodies in ear, nose, 
zymotic disease, etc., etc. A warm bath is no 
impediment in any case to the above plan being 
carried out.— (Gaz. Med. de Paris). 
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I ask your attention this afternoon to the com¬ 
monest of children’s diseases, a disease of which it 
may be said that the younger the subject the more 
distinctive the symptoms and the more uncertain 
the issue—acute infantile bronchitis, not limiting 
that term strictly to infants, but including young 
children as well up to four or five. 

The several forms of bronchitis, broncho-pneu¬ 
monia and pleural effusion, as you see them here, 
are not as they are with adults. Of lobar pneu¬ 
monia, and still more of empyema, it may be said 
that recent years show great advance both in their 
diagnosis and treatment; the same is not true of 
infantile bronchitis; here we are pretty much as 
we were fifty years ago. Common and familiar 
as the affection is, its several varieties are ill- 
defined, its diagnosis in reference to tubercle 
altogether uncertain, and its treatment so varied 
that the most we can say of it is that each 
civilized nation has its own method. 

This precarious position of bronchial inflamma¬ 
tion, I say, is the more conspicuous by contrast. 
The child’s lobar pneumonia, properly nursed and 
rid of mischievous interference, almost always gets 
well. The sole difficulty concerns diagnosis. But 
the fate of a young child with bronchitis is as 
uncertain to-day as it ever was, while the vast 
array of remedies to be found in the text-books is 
proof enough of the little that is known for certain 
as to its proper treatment. Perhaps it may be 
said of children’s diseases in general that the more 
common and familiar they are the less is the sum 
of positive knowledge as to the drugs that in¬ 
fluence them beneficially; or, as some would 
phrase it, the firmer the conviction that they are 
Von. IY. No. 6. 


not to be cured in that way. The affection we 
are speaking of is one example; whooping cough, 
its near ally, is another. Every old woman has a 
cure for it. Yet we are no nearer to curing it or 
even to making certain of its presence as a specific 
disease than we were at the time when convulsive 
cough, whether contagious or not, went by its old 
name of “ chin-cough.” 

It would be untrue to say that nothing has been 
learnt of late in reference to the bronchial affec¬ 
tions of childhood. A great deal has been learnt; 
and it is knowledge of wide application, yet of the 
sort that is slow to assert itself and which the 
therapeutist is apt to disparage. Very slowly and 
doubtingly we haye been learning during the past 
forty years that there is virtue in the disuse as well 
as in the use of drugs. In the full development 
of that knowledge we have lighted on the dis¬ 
covery—for it is no less—that Nature herself pre¬ 
scribes the course of disease, and is not to be 
meddled with without peril. It is true that what 
applies to the specific fevers and to lobar pneu¬ 
monia does not apply in the same degree to the 
catarrhal affections we are now to consider; true 
also that along with the discovery of the good of 
sufferance we have learnt the good of non¬ 
sufferance. We do not suffer empyema, for in¬ 
stance, as we once did; we abolish it. My point 
is that the natural history and tendency of every 
acute inflammation are now regarded as impor¬ 
tant factors in determining treatment, that the 
injurious effect of drugs is considered side by side 
with their beneficial effect, and that the moral of 
an undoubted fact of our time is being laid to 
heart more and more, the fact that while the role 
of drug therapeutics has been gradually narrowing 
on our side, it has been rapidly widening on the 
side of the quacks. 

It has long been my fixed belief that there is no 
affection whatever, whether of children or adults, 
that affords so good an illustration of treatment 
that is over-busy, traditional, and even irrational as 
acute infantile bronchitis. There is an expression 
of a great novelist that has become proverbial, 
“ How not to do it.” It will be applied for ever¬ 
more as he applied it to circumlocution and busy 
neglect. But if Charles Dickens had not appro- 
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priated the phrase in that sense, “ How not to do 
it ” would be a most fitting title for much of the 
therapeutics of childhood; and especially, as I 
believe, it would fitly describe much of the treat¬ 
ment of infantile bronchitis. 

Leaving, however, the question of treatment, let 
me speak for a moment of the diagnosis and pro¬ 
gnosis of acute infantile bronchitis, and of the 
obscurity that surrounds both. The bare fact of 
its presence is indeed plain enough; the face pro¬ 
claims it. Indeed, both its presence and its 
degree are better estimated by looking than by 
listening. The colour and set of the face, the 
manner and the rate of chest and of epigastric 
movement, the restlessness or the drowsiness of the 
patient, the posture of head and body, these are 
the main points for observation; and if, besides the 
tone of the cough, the noise or the “grunt” of 
breathing, and the general level of the tempera¬ 
ture tracing be noted, there is not much left 
for “ physical examination ” to determine, save the 
character of the lung sounds and the presence or 
absence of fluid within the pleural cavity. 

It is only when we come to consider the several 
forms and degrees of the affection, and their several 
prognostications that doubt arises. It is easy 
enough to make broad distinctions and to set up 
“ types,” it is most difficult to define all that lies 
between them. Thus the distinctive characters of 
lobar and broncho-pneumonia may be concisely 
contrasted, but there are scores of children brought 
to this hospital in a single year whose symptoms 
have the characters of both, insomuch that 
diagnosis falters between a form of inflammation 
almost certain of quick recovery, and a form where 
recovery is always doubtful. Again, there are 
differences, physical and other, between broncho¬ 
pneumonia and capillary bronchitis, but none of 
these are always preserved and in the fatal cases 
the two conditions are usually blended. But the 
utmost of uncertainty is not reached until we 
come to tubercle. Thousands of wasted infants 
die in this city every year with bronchitis. Some 
of them are tubercular and some not, but nobody 
knows the proportion. This can only be dis¬ 
covered for certain by post mortem inspection, that 
is to say, in regard to the great bulk of babies, most 
of whom die at home, it is not discovered at all. 

This obscurity is the more striking when we con¬ 
sider the commonness of the disease. No one can 
plead that he lacks opportunity for observation; 
infantile bronchitis is always with us, our post 


mortem books are full of it, there is a seeming 
monotony in its symptoms, progress, and morbid 
changes. Nevertheless, the opinion of the most 
experienced is of small value as to whether the 
patient be tubercular or not, and of no value at all 
as to whether he will ultimately die or recover. 

Let me add that from a strictly practical point of 
view, this limitation of our knowledge is less 
disabling than at first appears. For in all the 
varieties of the bronchitis of childhood, whether 
tubercular or not, whether threatening life more 
or less nearly, the aim of treatment is one: it 
is to combat the tendency to these bad ends, a 
tendency which most surely confronts us in every 
single case of acute bronchitis in a young child, 
and which grows stronger and stronger every day 
the illness lasts. “ I am convinced,” says a French 
physician, Cadet de Gassicourt, “ that one may cure 
tuberculosis, and more than that, we may prevent 
its development by the best of all medications , 
that is to say , by proper hygienic treatment . I am 
equally convinced that one may retard the hatching 
of this terrible diathesis , by cutting short, soon after 
its appearance , the bronchial inflammation which 
often gives it the first start” “ Due reflection 
upon this cardinal point,” he goes on, “ explains the 
interest which attaches to the rational treatment of 
bronchitis.” 

Would that such wise words could be made 
more attractive than the mere invocation of a 
healthy mode of living can make them. But the 
physician, like the prophet, must bid us “ do 
some great thing,” and at this simple teaching 
there are some practitioners who literally, like 
Naaman the Syrian, “turn and go away in a rage.” 

These post-graduate lectures deal mainly with 
practice, and nice anatomical divisions are out of 
place unless they bear upon treatment. The 
several forms of bronchitis and broncho-pneumonia 
are expounded at length in works devoted to 
children’s diseases and especially in the French 
author I have just quoted; but you will find that 
the treatment is less diversified than the forms, 
that it has one general drift, and it is this that I 
would now ask you to consider. 

The treatment of infantile acute bronchitis, as 
has been said, is in large measure determined by 
nationality. For external application the Germans 
use cold compresses; the French dry cupping, 
iodine paint, and in certain conditions pretty 
severe blistering; the British mostly fomentations, 
cupping, counter-irritants, and stimulating lini- 
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ments in great variety. For drug treatment the 
old antiphlogistic remedies are duly paraded by the 
nations generally as a tribute to ancient medicine. 
But the chief of them are presently dismissed upon 
the consideration (or rather assumption) that the 
weakly children of our day can ill bear them. 
Bleeding must be cautious and exceptional, mer¬ 
cury is occasionally indicated, and antimony (but 
lately the chief remedy for bronchial inflammation) 
is kept almost out of sight. In place of these 
there is a very general commendation of ipecacu¬ 
anha, whether in nauseating dose or not, certain 
preparations of opium, especially paregoric and 
laudanum, are added when there is irritable cough; 
while ammonia, squills, senega, and other so-called 
expectorants are employed at a later stage. The 
routine of treatment, in fact, is saline draught with 
ipecacuanha wine, in dose varying according to 
individual opinion, given every three or four hours, 
with more or less of stimulant or narcotic as the 
symptoms may suggest. For external application 
there is less uniformity; but in this country, though 
the wet compress is sometimes commended and 
even ice, dry cupping, leeches, mustard plasters, 
hot fomentation, and stimulating liniments have the 
chief place. The regulation of the bowels is not 
neglected, the child is fed on milk, and as a general 
rule is given some form of alcohol. 

I venture to think that such method of treat¬ 
ment fails to commend itself to the understanding 
whether the appeal be made to its history in the 
past, its observed success in the present, or even 
to its intrinsic reasonableness. The principle on 
which it is based is, as I have said, a poor and 
partial rehabilitation of doctrines which few in 
these days would venture nakedly to assert. It is 
a weak compromise between the old and the new. 
It discards the cardinal remedies of the anti¬ 
phlogistic school, antimony, mercury and blood¬ 
letting, yet afraid to break away from these 
altogether, palters with feeble substitutes, a few 
minims of ipecacuanha wine, an occasional grey 
powder, a leech or two. A retreat from the old 
position thus weakly covered is almost the same as 
surrender. 

Even when, forsaking tradition, the practitioner 
ventures so far as to commend conventional 
procedure by an appeal to admitted principles and 
the modus operandi of asserted remedies, does he 
fare much better? Take,for example, the account 
given by Henoch,* an author much consulted in 
• New Sydenham Trans, i., 397. 


this country, of the three good effects likely to 
follow the application of the cold compress. One 
is the deep inspiration thus excited; another that 
it acts as a counter-irritant; a third that it keeps 
the atmosphere moist. 

Now, admitting that these three objects are all 
desirable, they can all be better attained in other 
ways. It is difficult to see how a deep inspiration 
can be got anyhow in the case of an infant whose 
bronchioles are laden with such thick pus as you 
may squeeze out of them post mortem; but, if 
attainable, the sudden application of cold to the 
epigastrium is a stronger inducement to deep in¬ 
spiration than a cold compress. Similarly, the 
supposed action of the compress as a counter- 
irritant is surely the most tardy and indirect 
method of employing a very doubtful remedy; 
while, as to the third benefit, the maintenance of 
a moist atmosphere, how unfavourably does the 
wet compress compare with a steam kettle. I do 
not say that a cold compress is never of service, 
I say that the all-round, multiform service here 
asserted for it is unreasonable. It is a mere 
assumption; and the case is the same with many 
other remedies. 

Much of the failure in the drug treatment of 
this child's disease lies concealed under the fact 
that it is the habit of the affection to linger. 
The drugs are duly “exhibited”—ipecacuanha, 
counter-irritation, and the rest, but nothing in 
particular happens. That is the fault of the 
disease; we must wait for better times and be 
patient. But, patient or not, ought it not at least 
to occur to us that the remedy is no remedy 
at all ? Considered in the abstract, if drugs 
administered for a specific purpose do not fulfil 
that purpose, if a “ febrifuge ” draught makes no 
impression whatever upon the fever, if a diuretic 
does not produce diuresis, or a diaphoretic fails 
to cause sweating, these agents are misnamed, 
they are useless at least for the occasion in hand. 
But drugs, and especially those we are now con¬ 
cerned with, are not called upon for specific per¬ 
formance, they live on a general reputation. We 
assume much and exact nothing. It is remarkable 
that the only description of drugging wherein per¬ 
formance is expected to follow promise is the 
aperient. A purgative is expected to operate , thf 
word is reserved for purgatives alone; we do not 
speak of other drugs as “ operating,” or at once 
exchange them for something else when they fail 
to operate. Do we indeed, in the case of the 
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many conventional remedies given to children with 
bronchitis always concern ourselves as to whether 
they operate or not? 

If drugs were really of the service which some 
pretend in the treatment of infantile bronchitis 
many things ought to happen that as a fact do not 
happen. For example, we may fairly assume that 
the large number of young children brought here 
with that affection have all been physicked, some¬ 
times, no doubt, with quack medicines and domestic 
“remedies,” but mostly, it is probable, at the 
hands of capable practitioners. Now, it has long 
been my practice to abstain from drug treatment 
in every case until I have seen the run of it, so to 
speak—which way it tends. And it has never 
appeared to me, piecing together the home history 
and the progress when admitted, that the child has 
missed its medicine or been in any way the worse 
for going without it. It is not my purpose to dis¬ 
parage drugs; my contention is that they are given 
a far too prominent place in the treatment of this 
affection; that their action is not sufficiently ob¬ 
served ; that they are administered in large measure 
as a matter of routine, and in the survival of prin¬ 
ciples which are in fact obsolete. And they may 
have a further evil. Remember that these babies 
are passive agents in the hands of ignorant mothers 
whose outlook is a very narrow one. The more 
you insist upon physic, the more by implication do 
you seem to their simple minds to disparage clean¬ 
liness, equal temperature, suitable food, matters in 
regard to which it is hard to get their attention 
anyhow. 

For such reasons I think the present treatment of 
acute bronchitis in children needs revision, that its 
sanctions are of the feeblest, that guided by what 
is now a large body of experience in reference to 
inflammation generally, rational expectation would 
lead us to diminish rather than increase medica¬ 
ments, and to abolish altogether routine drugging. 
Take rather the modest rdle of removing injurious 
outside influences, attend to the general welfare of 
the body, and meet urgent symptoms as you best 
may, as, and when they arise. And in the use of 
such drugs as may be called for in the carrying out 
of these principles of treatment, look for definite 
results and put no trust in the old world reputa¬ 
tion of physic, which is always exaggerated and 
sometimes fraudulent. 

The child’s bronchitis is seldom a mere local 
affection. In most instances it affects the mucous 
membranes over a wide area. Infants with 


bronchitis commonly have diarrhoea or other 
bowel derangement as well, and the same causes 
that produce the one are apt to produce the other 
also. We are taught, and taught truly, that chill 
produces pulmonary catarrh, and improper food 
diarrhoea. But there is no constant distinction of 
that sort. A young child’s bronchitis is often due 
to improper food, its diarrhoea is often due 
to exposure. Where the one affection exists, the 
other is not far off. They demand a very similar 
treatment, and it is that which I have indicated, 
suitable food and nourishment (a point in reference 
to which I would commend to your notice the 
little book of my friend and late predecessor, 
Dr. Cheadle, on “ The food disorders of infants ”); 
healthy, that is, pure air; equable temperature; 
light yet warm clothing; a moistened atmosphere. 

The requirements of such treatment are suffi¬ 
ciently exacting if they be rigidly carried out and 
maintained, the temperature kept even, the air kept 
pure, and of such moisture as makes it the least 
irritating, the nourishment (varying with the age, 
but of which the staple is milk) given at regular 
intervals. 

You may call these but feeble attempts to cope 
with an active disease. It is the misfortune oi 
the better part of the therapeutics of children 
that it sounds commonplace. But is such treat¬ 
ment really feeble ? Think what it means, especi¬ 
ally in the case of the poor. It means, in a great 
majority of instances, removal from an overcrowded, 
ill-ventilated room, from improper and pernicious 
food, from domestic “remedies” of many kinds, 
from “soothing” and “teething” powders, from 
surroundings actively injurious. Is it unreasonable 
to suppose that the changing of all this, the removal 
of what is evil and the supply of what is good in 
living and feeding, is likely to have an effect of its 
own, to watch for that effect and to wait for it with¬ 
out any such display of doubt and misgiving as the 
superaddition of various drugs cannot fail to suggest? 
I do not say or suppose that this is all. I say 
that it comes first, and that to judge of its good it 
should be used alone. A large number of sick 
children need no more than this from beginning 
to end. 

With this much secured, what is reasonable ex¬ 
pectation in regard to the further progress of the 
affection you are treating ? The child’s bronchitis 
has no definite course like the specific fevers or 
lobar pneumonia. Yet, notwithstanding, its un¬ 
certain duration, daily fluctuations, and liability to 
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relapse, you are to expect, once your curative 
measures are in action, not indeed recovery but 
amendment, evidence from day to day that your 
plan is working. And if this should not appear, 
if, that is to say, when you have put the child in 
the right way of living, certain symptoms should 
survive which you wish away, then comes the 
opportunity for drugs. Suppose, for instance, that 
with your best hygienic precautions cough persists, 
respirations are still rapid, the tongue furred, and 
the motion loose, foetid, and green. In that case 
you will be chiefly anxious to relieve the pul¬ 
monary symptoms, but so far as drugs are con¬ 
cerned, you will have the more confidence of your 
ability to relieve those that are gastric and ab¬ 
dominal. And so near, as I have said, is the 
interdependence of the respiratory and digestive 
symptoms in children that in relieving the one you 
may relieve the other by the way. 

I need not insist on the use of grey powder, of 
the aromatic chalk powder with opium, of castor 
oil with laudanum, of rhubarb, soda and magnesia. 
I am speaking to practitioners who know the special 
value of these drugs, and the indications for them in 
the case of children with such bowel symptoms as I 
have mentioned. The only fear is lest these remedies 
should be given by routine and not in strict corre¬ 
spondence with the quick changes of the affection. 
It strikes one almost with horror—I do not say 
it is avoidable—to think of babies with an affection 
like acute bronchitis, which by its nature is in¬ 
constant, being supplied with a week’s medicine 
for specified use so many times each day, when 
in much less than a week, in less than a day, the 
features of the illness may have undergone so 
complete a change that the medicine intended for 
its healing becomes a source of harm and danger. 

I have found no reason to commend active 
counter-irritation or cupping. But such gentle 
stimulation of the skin as may be got by some hours’ 
application of a linseed poultice lightly spread, and 
with just so much mustard intermixed—say one 
part to six—as to make it in a little while rube¬ 
facient, will often act, according to my observation, 
as a useful stimulant. Whether it does so act or 
not, in a given case, is soon seen. Better not 
apply it at all than apply it unobservingly. Of 
all remedies (and especially of these outward ap¬ 
plications) you watch the immediate result and 
desist or persist accordingly. You must be nurse 
and doctor too. Speaking generally, the best 
appliance is cotton wool, loosely and equably 


wrapped round the child’s body, and, in the case 
of infants, including the abdomen as well as the 
chest. Where there is much depression, the child 
may be held for a few moments in a hot bath. 

As regards alcoholic stimulation I need only 
remind you that alcohol very easily becomes 
poisonous to infants and young children, and is 
ill suited to that condition of drowsiness which 
often attends their acute lung affections. It 
should be given to meet occasion, now and again, 
and not by periodical doses; it is a much less 
reliable stimulant than food, and partly, no doubt, 
because parents are so ready to resort to it, it is 
used too often and in too large doses. It should 
be prescribed in terms of minims, not in terms 
of drachms, and an outside limit should be fixed 
as to the daily quantity. 

What more remains within the reach of drugs or 
of local applications to accomplish ? The several 
answers to that question would differ widely from 
each other, and each would be backed by the 
experience of the speaker. But in this matter it is 
well to remember that the value of personal 
experience is apt to be over-estimated. I have 
experience of any particular mode of treatment 
only so long as I use it. So soon as I lose confi¬ 
dence in it and take to something else my 
experience ceases; and inasmuch as it is not my 
business to go on experimenting upon disease, but 
to treat it, I pretty soon settle down to the treatment 
I have found the best. For the future, so far as I 
regard at all the methods of others—which pro¬ 
bably is not much—I contrast them unfavourably 
with my own. It is true, probably, that by long 
use of any plan of treatment I come to appreciate 
it accurately and get the most out of it, but it is 
also true that I become more and more biassed in 
its favour and may properly be objected to as a 
partial witness as to its real merit. The competent 
observer is not the physician who is enamoured of 
his own practice; he is the well-trained registrar 
at a general hospital who surveys, without favour 
or responsibility, many modes of treatment, and 
compares one with the other. 

Yet, if experience is to be quoted anywhere, it 
may surely be quoted in the case we are now con¬ 
sidering. Infantile bronchitis so often does ill— 
there are so many legitimate remedies proposed 
for it—that it must have happened to all of us to 
cast about pretty widely in our attempts to relieve 
it before settling down with convictions. CocUris 
paribus , therefore, the longer and the fuller the 
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practice the wider the experience. In so far as I 
have any claim to an opinion in this respect, I 
would answer the question as to what more re¬ 
mains for drugs by saying, in my belief not much. 
I doubt, for instance, whether any of those medi¬ 
cines called expectorants, which are given to 
adults often with good result—squill, senega, tolu, 
ammoniacum, and many more—effect anything 
for children. 

When cough becomes convulsive and whooping 
—as often happens with these young children, 
apart from any possibility of contagion—I think 
that one of the dangers of that condition arises 
from the restless fidgetting after remedies which 
it inspires. Cough, whether convulsive or not, 
should, in my opinion, be very tenderly dealt with 
in these subjects. The drugs that ease it do not 
remedy the catarrhal condition on which it depends, 
they do but blunt the sensibility that provokes it, 
and are not without risk. The decline or the 
sudden cessation of cough often concurs with worse 
rather than better symptoms. Moist atmosphere 
and equable temperature are, I think, the best, if 
they be not the only, remedies for it. 

If what I am saying differs at all from what is 
said by others, the difference is not in substance 
but in form. It consists in the preference given 
to hygienic methods over medication. The ten¬ 
dency of the young practitioner, influenced by the 
flattering promises of the therapeutist, is all the 
other way : he fastens upon prescriptions and lets 
the more familiar advice go by. The sense of 
energy and dispatch conveyed by such phrases as 
“ unloading the liver,” “ bracing up the relaxed 
mucous membrane,” “improving the strength,” 
“ reducing fever by ‘ febrifuge ’ mixtures,” and the 
like, assertions all of them without proof and some 
without meaning, enlarge his faith and his phar¬ 
macopoeia, while, as was said forty years ago by a 
great children’s doctor in a figure of speech highly 
suggestive of the views of that day, “ The armoury 
is large enough to afford him an ample choice.” 

I invite you, then, to put trust in such general 
principles of treatment as have been sketched, 
and to trust them in all cases. You are dealing 
with an acute and often fatal disease, and you 
know that the longer it lasts the more probable 
the ultimate development of tubercle. We may 
preach as we please, but, as a matter of fact, 
principles are apt to give way when practice is not 
at once favourable. There are then all the con¬ 
ditions of demoralization. Daily decline on the 


part of the patient; a host of remedies variously 
commended and, as yet, untried; much diversity 
amongst physicians as to “ active ” or less active 
treatment, and the special value of this or that; 
the ever-recurring question of the mother “ cannot 
something more be done?” In private practice, 
as you know, more is done, ever more and more 
with endless vacillation, and a large reserve 
remains to be done when the child dies. Such is 
the case at home; it is not so here. We have no 
cast iron system which never varies, but there are 
certain general principles of conduct that we know 
to be sound, and in all the modifications of treat¬ 
ment they are kept steadily in view. 

To recapitulate: the general principle of treat¬ 
ment, in my judgment, comes to this: we should 
meet acute bronchitis throughout with hygienic 
measures and, in the absence of exceptional 
symptoms, with these alone, proper feeding and 
temperature, atmosphere suitably moistened ac¬ 
cording to weather and season, due investment of 
the child’s body so as to maintain equable warmth 
without weight or pressure. Such measures are to be 
regarded as the first and the cardinal consideration. 
And next, drug treatment, if essential, is never to 
be by routine, and is more effectual when directed 
to the gastric and intestinal symptoms than to 
those that are directly pulmonary. Irritable and 
convulsive cough is very doubtfully benefited by 
drugs, even though they succeed in suppressing it 
for a while. The good of external applications 
is probably limited to stimulation more or less 
brisk of the external surface. The decline of the 
patient, which is often inevitable, is more likely to 
be arrested by persistence in rational treatment 
than by ever restless search after fresh remedies. 
And lastly, in the cautious use of drugs there 
should always be a distinct motive, vigilant ob¬ 
servation of the patient’s response to such agents, 
and a lively, ever-present sense of their evil as 
well as of their good. 

All that I am saying now has reference to acute 
bronchitis; it does not apply to the capillary 
bronchitis of infants. We have there a condition 
which, unless it be arrested somehow, will soon 
end in death. The blue face and ear tips, respira¬ 
tion reaching ioo or more, flying pulse with 
epigastric recession and struggling for breath, here 
is a combination of symptoms whose gravity each 
successive effort of inspiration tends to aggravate. 
And inasmuch as it is commonly fatal, it follows 
that, whatever treatment you adopt necessarily 
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gets associated in the mind with death rather than 
with recovery. I know of no means of meeting 
this perilous state—and I have tried many—which 
is to be compared with bleeding—bleeding by the 
application of leeches to the chest, not one or two, 
but four or five or six. This to be followed by 
surface stimulation or, in the exceptional occurrence 
of hyperpyrexia, the cautious application of ice. 
Of course, a large number of those treated in that 
way, or in any way, die. But, of all attempts at 
rescue I believe this to be the best 
A demonstration followed of cases in the 
medical wards by Dr. Batten, Medical Registrar 
and Pathologist 


TWO LECTURES 

Delivered at the Cancer Hospital, Brompton, by 
FRED. BOWREMAN JESSETT,, F.R.O.S., 
Surgeon to the Cancer Hospital, Brompton. 

LECTURE II. 

TREATMENT OF UTERINE CANCER 
BY OPERATION OR OTHERWISE. 

WITH 

Special Reference to Yaginal Hysterectomy. 


(Concluded from page 88.y 


Supra - Vaginal Amputation . 

In December, 1892, I read a paper at the 
British Gynaecological Society giving details of 
twenty-five cases of supra-vaginal amputation of 
the cervix for uterine cancer. Of these fifteen 
recovered, and have presented themselves for 
examination from time to time since. All of these 
are still well and free from any recurrence. The 
time which has elapsed since the operation on 
these cases varies from three to eight years. One 
case remained free from the disease for two years, 
when recurrence occurred. In five cases recur¬ 
rence took place within one year. Two cases were 
lost sight of, but we*e free from recurrence when 
last seen, and two died, one from pelvic cellulitis, 
and the other from exhaustion from the extent of 
the disease. This case should not strictly be in¬ 
cluded in the series, as the disease was far too 
extensive to allow of simple supra-vaginal amputa¬ 
tion. 


Seven cases out of the twenty-five which either 
died or had early recurrence were clearly not 
benefited by the operations, or, in other words, 
they were unsuitable for this special form of opera¬ 
tion. Six of these seven cases, from my later 
experience might, I think, have been benefited 
had vaginal hysterectomy been performed. 

Since reporting these cases I have operated in a 
similar manner upon thirty-three others with the 
same percentage of deaths—viz., 4 per cent. 

Now, before proceeding further it will be well 
to define the meaning of the term supra-vaginal 
amputation. It must be thoroughly understood 
that it is not merely the amputation through the 
cervix for the removal of the external os and lower 
part of the cervix, but for the removal of the entire 
cervix with, in most cases, a large cone-shaped 
piece out of the body of the uterus. I am quite 
in accord with John Williams, Schroeder, and Hof- 
meier, whose statistics go conclusively, I think, to 
show that when carcinoma of the uterus is seen 
early, and the disease is limited to the vaginal 
portion of the organ, supra-vaginal amputation is 
all that is necessary, and it is useless to put the 
patient to the extra risk of total extirpation. 


Method of Performing the Operation . 


The patient being placed in the lithotomy posi¬ 
tion, the legs supported by a Clover’s crutch, the 
vagina is first thoroughly douched out with car¬ 
bolic solution (1-40) and then thoroughly cleansed 
by means of stick sponges. Two Sims’ specula 
are now introduced, and the edges of the diseased 
os seized by two or more pairs of vulsellum 
forceps, by means of which the diseased cervix is 
drawn well down through the vulva. A sound is 
next passed into the bladder to define its relation 
to the cervix. The mucous membrane is to be 
divided as far away from the disease as possible; 
usually, I think, a line just where the mucous 
membrane of the vaginal wall ceases, and it be¬ 
comes reflected over the neck of the uterus is the 
best. The scissors, which, by-the-by I always 
use, should be long and strong and bent on the 
flat. After the mucous membrane is divided the 
point of the scissors should be kept just in the 
muscular tissues of the uterus as near to the outer 
border as possible, and the scissors carried by a 
succession of short snips evenly round and round 
the part to be excised. In this way there is no 
difficulty in arriving at the internal os. Here is 
the crucial point, as if it is found necessary to go 
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beyond this great care will have to be exercised, 
as the point of the scissors may readily cut through 
into the peritoneum. Some surgeons lay great 
stress on this danger, but as a matter of practice 
in performing supra-vaginal amputation, Douglas’s 
pouch is much more frequently opened than not. 
Some surgeons suggest that this should be stitched 
up. I never adopt this practice, and have hitherto 
seen no bad result follow. Strong traction should 
be used upon the os with vulsellum forceps, and it 
is often well to introduce a sound into the uterus 
to serve as a guide. Any bleeding points should 
be caught and tied. If, however, as is occasion¬ 
ally the case, the haemorrhage is profuse, the 
uterine arteries must be secured; this is rarely 
necessary. In some cases in which the haemor¬ 
rhage proceeds from points situated in the uterine 
wall, it will be found most difficult to ligature the 
vessels. In such cases one of two plans may be 
adopted. One is to leave the forceps hanging for 
a period of twenty-four hours; the other to pack 
the wound with gauze soaked in a tincture of 
raatico. 

In cases of women who have not arrived at the 
climacteric period, and in which the operation has 
not extended beyond the internal os, the endo¬ 
metrium not being entirely removed, it is always 
wise to introduce a vulcanite stem into the uterine 
cavity, and to have this removed and replaced 
each day, thus preventing the wound on healing 
from closing the outlet of the uterus as in many 
cases might take place. By not attending to this 
precaution I have seen, in several instances, very 
great discomfort, and, indeed, risk to life. 

After the operation is completed and all bleed¬ 
ing arrested, I am in the habit of passing a stout, 
long silkworm gut suture through the anterior and 
posterior lips of the opening made into the uterus. 
This has been on more than one occasion the 
source of great help in those cases in which 
secondary haemorrhage has set in. In such, if 
this precaution is not taken, it is often most diffi¬ 
cult to get at the stump to examine from whence 
the bleeding proceeds, as in all these cases the 
fundus and stump of the uterus recede consider¬ 
ably, and it is a .great comfort to be able to 
examine it merely by means of traction of the 
sutures which pass through the stump instead of 
having to probe about through a speculum with 
vulsellum forceps. 

In the after-treatment I consider that the parts 
should be thoroughly syringed out night and 


morning through a full-sized Fergus son's speculum . 
Simple irrigation without the speculum is not suf¬ 
ficient, as often clots may be collected above the 
opening in the roof of the vagina, and without 
these are thoroughly removed and the parts 
cleansed, septic mischief is very likely to follow. 

A few words as to the class of cases in which 
supra-vaginal amputation of the cervix is applic¬ 
able, they may be summarized by saying that, in 
my opinion, if a case of carcinoma of the uterus, 
in which the disease is limited to the vaginal por¬ 
tion of the viscus, and the fundus to all appear¬ 
ance being free, the uterus movable, and the 
vaginal walls not implicated, such a case is one 
suitable for supra-vaginal amputation, and by this 
operation I mean not only the amputation through 
the neck of the uterus, but removal of a good- 
sized conical piece from the viscus, extending, if 
necessary, to the fundus, and certainly well above 
the internal os, good results may be anticipated. 

The cases in which neither vaginal hysterectomy 
or the high operation could have been undertaken 
with a fair hope of success, I think there is another 
course of treatment open—viz., the treatment by 
caustic already described. 

Allow me here to say a few words as to the im¬ 
mediate risks of the high operation. They may 
be summed up as being limited to haemorrhage 
and sepsis. With respect to haemorrhage, I have 
seen cases in which very smart bleeding has 
occurred during the performance of the operation. 
This can usually be readily controlled by passing 
a ligature round the uterine arteries or by the 
free application of the cautery. In some cases 
secondary haemorrhage has caused trouble, but in 
such the bleeding can [invariably be arrested by 
plugging the vagina. 

From the second danger, sepsis, I have lost one 
patient, or rather from pelvic cellulitis, the result, 
no doubt, of sepsis. To avoid this, care must be 
taken to plug the cavity created by the removal of 
the diseased cervix with iodoform gauze, and not 
remove it for the space of three or four days un¬ 
less the temperature warns you to remove it 
earlier. The vagina should be constantly kept 
syringed out through a full-sized Fergusson's spe¬ 
culum twice or three times a day with some anti¬ 
septic solution. 

Other Methods of Performing the Operation . 

With regard to the method of performing supra¬ 
vaginal amputation, there are two or three plans 
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advocated by different surgeons who practise this 
operation, some advocating the use of the galvano- 
cautery, while others prefer the knife or scissors. 

Dr. Baker * * * § reports that in two series of cases, 
in the first covering a period of five years, ending 
1882, he had twelve cases of cancer of the uterus 
by the high operation, and in the seven subse¬ 
quent years he had operated on sixteen cases by 
the same operation. Of the first series, 50 per 
cent, remained well at the end of twelve years. 
In one case he had to reopen the cervix for the 
escape of retained menstrual blood. In the 
second series, operated on from 1882 to 1889—in 
all sixteen cases—he had no death from the opera¬ 
tion, and in ten cases no recurrence of the disease. 
One case was well at the end of seven years, three 
at the end of six years, three at the end of three 
years, and one at the end of two years. 

Fifty-three per cent, were well at the time of his 
reading the paper; the remainder had died of re¬ 
current disease. These operations were done by 
the removal of the diseased tissue with scissors or 
the scalpel, the cautery being applied to the raw 
surface. 

Dr. Reamy,f of Cincinnati, in reporting a 
number of cases, also strongly advises the use of 
scissors or scalpel. He was in the habit of closing 
the wound t in the vagina with sutures, and so 
obtaining primary union. In our own country, 
Dr. John Williams and myself J also strongly 
advocated the removing of a conical piece of the 
uterus with scissors beyond the cancerous tissue. 

Dr. John Byrne § prefers the use of the galvano- 
cautery. He says there are only two surgical 
measures worthy of mention to choose between at 
the present day. These are, first, the high ampu¬ 
tation or excision, as the case may be, by galvano- 
cautery, not only of all diseased parts, but as 
much more and beyond the supposed danger-line 
a3 can be safely taken away, the removal to be 
followed by a thorough dry-roasting of all exposed 
surfaces; or, secondly, vaginal hysterectomy with 
the more attractive surgical clamour and ghastly 
record of lives shortened and often sacrificed on 
the altar of what, nowadays, is called progressive 
gynaecology. 

Dr. Berne’s statistics are most brilliant. In 
nearly four hundred cases he has not had a single 

* “American Journal of Obstetrics/' vol xxvi., p. 1224. 

t “ Gynaecological Trans. Amer.,” vol. xiii. 

X Harveian Lecture, “Lancet,” vol. i., 1887. 

§ “Brooklyn Med. Journal.” vol. vi., p. 741. 


death due to operation! In forty out of sixty- 
three of cancer of the portio vaginalis , twenty- 
three having strayed away, periods of exemption 
from the disease are reported ranging two to 
twenty-two years, being an average for each case 
of over nine years. Of eighty-one cases, involv¬ 
ing the entire cervix, thirty-one were lost sight of, 
ten relapsed within two years, five had no recur¬ 
rence for two years, eleven for three years, six for 
four years, eight for five years, six for seven years, 
two for eleven years, one for thirteen years, and 
one for seventeen years. So of the fifty cases of 
this class, whose histories could be followed up, 
there was an average period of exemption for each 
of nearly six years. 

I n this country, Dr. Lewers * reported, at the 
Royal Medical Chirurgical Society, the result of 
nineteen cases on which he had operated by the 
cautery with no deaths. Six of these had been 
operated on over two years, and were reported as 
being free from recurrence. 

Gusserow gives the mortality after supra-vaginal 
amputation at 9.07 per cent, when the knife is 
used, and 7.75 after galvano-cautery. This would 
appear from the above remarks to be far above 
what may be expected, and if suitable cases are 
selected I am sure the mortality will not exceed 
4 per cent. 

It will be seen, then, that supra-vaginal amputa¬ 
tion for uterine cancer in suitable cases is an 
eminently satisfactory operation. 

Vaginal Hysterectomy . 

We will now proceed to consider the class of 
cases which are suitable for total extirpation. 

Dr. Martin, of Berlin, says: “ I recommend the 
vaginal extirpation of the uterus as the operation 
as the means which we ought to apply in cases of 
cancerous diseases of the uterus as long as the 
disease is limited to the organ itself.” 

Dr. Skeen, Brooklyn,t speaking of vaginal 
hysterectomy, says: “The operation, in my opinion, 
is indicated when the disease is near to or after the 
menopause. When it begins in the endometrium, 
more especially in the body of the uterus. . . . 

When the diagnosis has been made and the vaginal 
wall and fallopian tubes are not involved, and be¬ 
fore necrosis has began in any part of the abnormal 
tissue.” 

Now, with regard to the immediate recovery, it 


• “ Royal Med. Chir. Trans.,” vol. lxxvi., p. 101. 
t “ Med. Record,” New York, vol. iv., p. 29, 1891. 
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has been well pointed out by Dr. W. A. Duncan 
there would be great risk in accepting statistics, of 
getting the mortality inherent to the operators and 
not the operation, and I think the rule laid down 
by Mr. Lawson Tait seems reasonable. It con¬ 
sists in only dealing with results obtained in the 
practice of those surgeons whose ability and expe¬ 
rience are affirmed. 

If the surgeon is at all doubtful as to the limits 
of the disease—if the disease having com¬ 
menced in the cervix or external os, and he is 
uncertain as to how far it has extended into the 
body of the uterus, total extirpation should be 
practised; for, as the results of my cases show, 
and which is confirmed by Leopold, Kaltenbach, 
D. de Ott, Pean, Pozzi, Japp Sinclair, Lewers, and 
others, the immediate mortality in suitable cases 
from vaginal hysterectomy in experienced hands 
may be looked upon at from 5 to 8 per cent. 

I think, then, we may adopt the rule: That 
when the disease has extended beyond the cervical 
canal , or has commenced in the fundus of the uterus , 
and the uterus itself is freely movable and readily 
drawn down to the vulva , that such cases are suit¬ 
able for operation . But if the disease has extended 
to the broad ligaments , or if the vaginal wall is 
seriously implicated , or if we can feel any enlarge¬ 
ment of the lumbar or sacral glands and the uterus 
is fixed , then it will be wise to either leave matters 
alone or adopt some palliative measures to which I 
have alluded. 

With regard to the question of recurrence after 
operation, it is difficult to lay down any rule, as it 
is impossible to estimate how far the lymphatics 
may be involved or the disease extended into the 
loose areolar tissues around the neck of the uterus. 
But we may be guided to a large extent by the 
nature of the malignant growths which exist, and 
for this purpose I think we might do much if we, 
as a preliminary measure, satisfied ourselves on 
this point by obtaining a small scraping and having 
it microscopically examined. 

I think it will be found that some of these 
rapidly growing medullary carcinomata or small 
round-celled sarcomata recur very much more 
quickly and certainly than adenoid carcinoma or 
epithelioma. There are no statistics, however, on 
this point to guide us, but judging from the statis¬ 
tics recorded by Hofmeier, which my own expe¬ 
rience thoroughly agrees with, of the comparative 
length of time that patients remained free from 
recurrence after total extirpation and supra-vaginal 


amputation of the cervix. From these statistics, 
embracing entire operations and partial ones from 
the practice of Schroeder, it will be seen that the 
percentage of cases in which patients were free 
from the disease at the end of one year was in 
favour of total extirpation of the organ, yet each 
year -after this the advantage gradually decreased, 
until at the end of the fourth year not one of the 
cases of total extirpation were free from recurrence, 
while 41.3 per cent, of those cases in which partial 
removal of the organ had been practised were well. 

Now, there appear to be two ways of explain¬ 
ing these statistics. One is that in those cases in 
which partial removal was practised, the disease 
was recognized and removed before the lymphatics 
became affected. The other explanation is that in 
the cases of partial removal the disease was either 
epithelioma or adenoid carcinoma, while in many 
of those in which the whole organ was removed 
the disease was either sarcoma or medullary car¬ 
cinoma. 

I think it will be found that a large number of 
cases of malignant diseases of the uterus are sarco¬ 
matous, much more so than is generally imagined. 
Of those which I have operated on two-thirds were 
pronounced by the pathologist to be suffering from 
sarcoma. 

In one case of sarcoma the disease returned at 
once, and I shall watch with interest to see how 
long the other cases remain free from the disease. 
I consider this a very important point, and if it can 
be proved that these rapidly increasing growths do 
return quickly, it is a question if the case so 
affected should be subjected to operative inter¬ 
ference at all, or, at any rate, only when seen quite 
early. This point is one well worthy of study. 


Method of Performing Operation . 

The next question we have to discuss is, What 
is the best method of performing the operation ? 

The patient should for some days previously 
to operation have the vagina thoroughly douched 
out with either perchloride of mercury solution 
(1-5000) or strong carbolic acid solution (1-40)* 
On the day previous to the operation a dose of 
castor oil or a good dose of salts in a tumblerful 
of hot water should be given early in the morning, 
and on the morning of operation a large enema 
should be administered. 

Early in the morning some good strong beef tea 
should be given, and another enema about four 
hours previously to the operation. And just be- 
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fore the patient is placed on the table an enema of 
three ounces of beef tea and one of brandy should 
be administered if the patient is very weak. 

The patient should be placed on the table in 
the lithotomy position, being fixed by means of a 
Clover’s crutch. The vagina is then to be well 
washed out with a strong solution of carbolic acid 
(1-4°)- A Sims* speculum introduced into the 
vagina and the edges of the diseased uterus seized 
with vulsellum forceps, by means of which the 
uterus should be drawn well down towards the 
vulva. 

A bladder sound must next be introduced into 
the bladder to define its relation to the cervix of 
uterus. This having been ascertained, the mucous 
membrane of the vagina is to be divided as far 
away from the diseased part as possible, and the 
cellular tissues around the cervix be detached just 
as in the operation for supra-vaginal amputation. 

The bladder being pushed well forward with the 
finger or blunt edge of scissors, the peritoneum 
will then be recognized in the front of the uterus. 
This must be divided freely. The next step is to 
open up the peritoneum in Douglas’s pouch. This 
being done, by placing the forefinger of the left 
hand into the peritoneal cavity in front of the 
uterus and the thumb behind, it is easy to grasp 
the broad ligament. The uterus being now drawn 
well down, and a few snicks made with the scissors 
on each side, the uterine arteries will be readily 
recognized. I then pass my long broad ligament 
needle on the flat either anteriorly or posteriorly 
as may be wished along the surface of the uterus; 
then the point being felt just above the uterine 
arteries is depressed and forced through the broad 
ligament, the point being brought into the vagina 
through the opening on the opposite side, when 
from the length of the arm it readily projects 
through the vulva and it is threaded with No. 4 
Chinese silk and withdrawn; the ligature is tied 
tightly about an eighth of an inch from the uterus. 
A pair of pressure forceps applied between the 
ligature and uterus and the parts divided with 
scissors. The same manoeuvre is carried out on 
the other side. The uterus will now be found to 
be quite freely movable, and it is an easy matter 
in these cases in which the uterus is not enlarged, 
and the vagina is fairly large, to either ante-vert 
or retro-vert the uterus. All the vulsella forceps 
that have been on are to be removed. The uterus 
being turned over so as for the fundus to be in 
t e vagina, the ovaries and tubes are readily 


brought into view, and the ovarian arteries 
ligatured and the broad ligament divided on each 
side. 

The uterus then is removed, and all bleeding 
being arrested the cavity of the abdomen is flushed 
out with sterilized water or a weak solution of 
boric acid. The anterior and posterior flaps of 
the peritoneum are seized with forceps and drawn 
well down, a glass drainage tube inserted, and the 
vagina packed with iodoform gauze. Finally, a 
winged catheter is placed into the bladder, and 
a morphia and belladonna suppository into the 
rectum, and the patient returned to bed with hot 
water bottles around her. If all goes well the 
dressing should not be removed until the third or 
fourth day. 

In some cases of elderly unmarried women it 
will be necessary to divide the perineum to obtain 
room for manipulation. This, however, should 
never be done if it can be avoided, as there is 
always the risk of tearing into the rectum. In 
connection with the operation several important 
questions of detail arise. 

First, should the haemorrhage be controlled 
with clamp and forceps, or should the surgeon 
only adopt the use of the ligature? In the 
Archives Getter ales de Medicine , G. Richellet 
(“Annals of Surgery,” vol. xvii., part 9, p. 334) 
has furnished an article based upon his experience 
acquired in 225 operations of vaginal hysterec¬ 
tomy, in which he had eleven deaths. Operations, 
as the writer says, “ were made under the most 
varied and dangerous conditions, having never de¬ 
clined to operate when there seemed a chance of 
recovery for the patient.” This operator appears 
to use the clamp exclusively for arresting haemor¬ 
rhage. Pean and others also adopt the use of the 
clamp. My own experience is that in all cases 
where a ligature can be applied it should be. It 
is all very well to say that the use of the clamp 
saves time, and acts as drainage; so they may; but 
as I have shown in another place the results after 
the use of the clamp are not so good, and this 
can, I think, be explained by the fact that to the 
patients the retention of a large number of forceps 
for thirty-six or forty-eight hours is painful; the 
risk of haemorrhage on their removal, although not 
great, at any rate exists; and lastly, the necrosed 
portion of tissues which have been compressed by 
the clamp remain in the wound after their re- 
;nfi>Va!, aqd : ml/. 4Ct as a fruitful;source of sep- 
'tiCs&flSia. Moteover, with these forceps in the 


Digitized by 


Google 






IOO The Clinical Journal, Ac.] 


MR. JESSETT—UTERINE CANCER. 


[June 6,1894. 


vagina the peritoneal wound is kept open, and the 
risk of intestinal adhesions or peritonitis is con¬ 
siderably increased. Further, one or both ureters 
may be compressed by the forceps, as has been 
done on occasions by the most experienced sur¬ 
geons. 

Now, there is a considerable difficulty in many 
cases in applying the ligature. To get over this 
I have had these needles made, which you will 
observe are fashioned in such a manner that there 
is a long arm from the bend in the needle to its 
point: it is also furnished with a large eye so as 
readily to be threaded. These needles can be 
easily slipped over the uterus and made to pierce 
the broad ligament at the spot desired, the point 
being brought out into the vagina and threaded. 
By this means I find it very much easier to liga¬ 
ture the uterine arteries and lower part of the 
broad ligaments than by any other needle I have 
seen. This being accomplished, in those cases 
in which the uterus is not large it can be readily 
either retro- and ante-verted, and the ovarian 
arteries and remainder of the broad ligament 
ligatured. 

Should the ovaries and tubes be removed ? In 
the majority of cases in women who have passed 
the climacteric I should certainly say no, but in 
younger women, if the ovaries present into the 
wound, I do not think the risk to the patient is 
increased by their removal. I have but little 
doubt, however, that they become atrophied in a 
very short while after the uterus is removed, and 
cause no trouble by being retained. Dr. W. 
Duncan has, however, reported a case in which 
there were three very sharp attacks of pain, that 
corresponded exactly with the menstrual periods, 
showing indubitable ovulation with circumscribed 
peritonitis. 

I have now a patient from whom I removed 
this large sarcomatous uterus who suffers periodi¬ 
cally in the same way, the mammae also becoming 
enlarged and painful, and she also suffers from 
severe headaches at these times. 

Drainage . The question of drainage, as in ab¬ 
dominal operation, is one which has not been as 
yet settled. In the cases I have operated on I 
used drainage in some and not in others. In one 
case that died I am very strongly of opinion that I 
lost her because I did not drain. The rule that I 
have adopted.iis.thjit in those # cases in which the 
diseased utem$ ;is JrjfjioVQi without 



and do not introduce a drainage tube, but those 
cases in which there is much tearing or difficulty 
in getting the uterus out I consider should always 
be drained by the introduction of a glass drainage 
tube, which can be emptied every six hours as 
may be necessary. I prefer a glass drainage to 
rubber tubes, for the reason that they do not col¬ 
lapse when the vagina is packed, and, being firm, 
any oozing is suppressed by means of the pressure 
that is exercised. The tube can be removed at 
the end of twenty-four or forty-eight hours if there 
is no sero-sanguineous discharge. A narrow slip of 
gauze should be introduced into the tube. 

The treatment of the peritoneal flaps . The 
next point of importance, and this is one to which 
too much attention cannot be paid, is the treat¬ 
ment of the peritoneal flaps. It has been sug¬ 
gested and practised by some surgeons, especially 
on the Continent, to unite these flaps by a con¬ 
tinuous suture; others leave them alone. I have 
found by experience that the first of these two 
lines of practice is unnecessary, and the other is 
fraught with great danger. Now, if you will 
examine the position and condition of these flaps 
after the uterus is removed, you will find that in¬ 
variably the peritoneum is curled up and doubled 
upon itself, so that if they are left alone the 
whole raw surface has a tendency to drain into the 
peritoneal cavity. Moreover, should there be any 
oozing into the peritoneum, this very doubling up 
of the flaps would be apt to prevent its discharge 
through the vagina. There is great danger also of 
a knuckle of intestine becoming adherent to . the 
wound and trouble created by this. It is the want 
of attention to this detail that has led to disaster in 
many cases. To overcome this I invariably catch 
the edges of the flaps with long curved forceps, 
fixing two pairs of forceps on to each flap. I then 
draw these firmly down, keeping the ends of the 
forceps approximated, and then pack strips of 
iodoform gauze firmly on each side of the flaps so 
as to cause the peritoneal surface to be brought 
into accurate apposition. By adopting this prac¬ 
tice there is no necessity to unite the flaps by 
suturing. Should the drainage tube be inserted, I 
pull the flap well down just in the same manner. 

Flushing the peritoneum . Before finally pack¬ 
ing the vagina it is of the greatest importance that 
the peritoneum should be thoroughly well flushed 
out with sterilized water, as often small clots of 
blood or debris are left in the cavity. 

Packing the vagina . Finally the vagina is 
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packed firmly with strips of iodoform gauze, iodo¬ 
form being puffed into the canal as each strip is 
inserted. A winged soft rubber catheter should 
be inserted into the bladder and the patient re¬ 
turned to bed. 

Comparison of the Operation of Supra - Vaginal 
Amputation and Vaginal Hysterectomy . 

The immediate mortality after total extirpation 
of the uterus by Continental surgeons is reported 
to have decreased to about 10.5 per cent, as a 
general average, while certain operators claigi to 
have succeeded in reaching a death-rate as low as 
3 or 4 per cent. In comparing the comparative 
merits of such operations as supra-vaginal amputa¬ 
tion of the cervix uteri for cancer and total extir¬ 
pation of the uterus for the same disease, not only 
must the immediate mortality after the operation 
be taken into consideration, but also the state the 
patient is left in. 

Now, in dealing with this comparison we must 
compare only those cases in which the operation 
has been performed for cancer; we must have no 
watering down of statistics by the addition of 
operations which have been done for minor ail¬ 
ments ; we must also of necessity confine our 
remarks to those cases in which the disease is 
limited to the vaginal portion of the uterus, as it is 
obvious if the body of the uterus is involved the 
high operation is not practicable, and the only 
operation that can be practised with any hope of 
relief must be that for total extirpation of the 
organ. 

Now, for a few minutes, let us examine into the 
dangers which may follow total extirpation of the 
uterus. They are by no means either few or 
trivial. 

Intestinal obstruction has been met with on 
several occasions after vaginal hysterectomy, the 
result of adhesion of a loop of intestine to the 
edges of the wound caused by the removal of the 
uterus. In the “ American Journal of Obstetrics,” 
vol. xxiii., Dr. Coe has reported two cases which 
occurred in his own practice and eight which he 
collected from other sources. In all of these 
laparotomy was performed for the relief of the 
obstruction with fatal results. The pathological 
conditions and clinical symptoms were almost 
identical in these cases. In each case there was 
an adhesion of one or more coils of intestine to 
the edges of the vaginal wound, with distension 
and bending of the gut above the point of adhe¬ 


sion, thus obstructing the lumen. Although there 
was intense congestion of the serous coverings of 
the intestine, in neither instance was general peri¬ 
tonitis found at the operation. In all but one case 
death seemed to be due primarily to exhaustion, 
or in those cases in which laparotomy was per¬ 
formed to the shock of the operation. The symp¬ 
toms continued indefinite until the fourth day, 
and the classic symptoms of intestinal obstruction, 
especially faecal vomiting, appeared when it was 
too late to profit by them. 

A similar case occurred to me only the other 
day; a comparatively easy case for operation. 
The uterus which I have here was removed; there 
was very little haemorrhage; but the omentum 
came down into the vagina. This was pushed 
back. On the second day the patient had vomit¬ 
ing, but no tympanitis. The symptoms increased 
and on the fifth day became urgent. I opened 
the abdomen and found the omentum strongly 
adherent to the wound in the vagina, binding 
down a loop of intestine. I released this, and the 
next day the bowels were opened freely, but the 
patient succumbed and died of exhaustion. 

Dr. Cullingworth, in giving the subsequent his¬ 
tory of four cases of vaginal hysterectomy, says 
two enjoyed perfect health until within a few days 
of their death. In each of these cases death re- 
suited from intestinal obstruction, the cause of 
which in one case remains unknown; in the other 
it was due to pelvic adhesions. 

Professor Reichal,* in an article on ileus after 
vaginal hysterectomy, reports three cases of intes¬ 
tinal obstruction. 

Other cases have been reported by Drs. Bokel- 
maan,t Leopold,}: and Landau, § death resulting 
in each case. Later cases have been reported by 
Dr. Coe. || This accident of intestinal adhesion to 
the raw surfaces seems to be more frequent when 
forceps are used to control haemorrhage than when 
the ligature is used. 


Ureters . 


A second source of danger in this operation is 
met with chiefly in those cases in which the disease 
has extended somewhat laterally from the risk of 
either dividing the ureter or including them in the 
ligature or forceps applied to the broad ligament 


• “ Zeitschrift fur Geb. u. Gyn.” Band xv., Heft 
t “Archives fur Gyn.** Band xxv., Heft 1. 
t Ibid. Band xxx., Heft 3. 

§ “ Berlin Klin. Wochenschrift, 1888, No. 10. 
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to arrest haemorrhage. Any surgeon who has per¬ 
formed vaginal hysterectomy frequently is well 
aware of this danger, and there are few who could 
not recall cases in which this accident has hap¬ 
pened to them. There are several such cases 
recorded. 


Fistula . 

Vesico vaginal or recto-vaginal fistula are by no 
means so rare as might be supposed after total 
extirpation of the uterus. There are several cases 
on record, and these could be, I think, consider¬ 
ably increased if all such accidents were reported. 
Vesico-vaginal fistula are especially liable to occur 
in those cases in which the disease is somewhat 
extensive and the pelvis contracted, necessitating 
a good deal of force to enucleate the uterus. This 
catastrophe does not sometimes declare itself for 
some days after the operation, but when the 
slough becomes detached, the surgeon, to his 
horror, on visiting his patient finds urine trickling 
out of the vagina. Often the opening is so high 
up that it is difficult to locate the exact seat of the 
urinary fistula, and I need hardly point out that in 
these cases the hopes of closing the fistula must 
be very small. 

Peritonitis is another source of danger, especially 
in those cases where the parts are of necessity 
much dragged and tom. 

Sepsis , again, is answerable for many of the 
deaths; and lastly, haemorrhage often is severe and 
alarming. 

In referring to the statistics of the result of total 
extirpation of the uterus, Dr. Paul F. Munde and 
Burke, in a most instructive paper reported in the 
“ Annual of Universal Medical Science,” vol. ii., 
1891, have reported 492 cases, in which the opera¬ 
tion was performed by several different operators, 
the immediate mortality averaging ro.5 on all 
cases. 

The comparison of the operation when per¬ 
formed by different methods is very instructive. 
Thus the mortality when ligature alone was 
adopted is as low as 6.6 per cent.; when the liga¬ 
ture and clamp were used it rose to 11.5 per cent.; 
and when the clamp alone was the method em¬ 
ployed for controlling the blood vessels the deaths 
still further increased to 16.6 per cent. This large 
difference in the death-rate seems to be accounted 
for by the cases in which the ligature alone was 
used, being those in which the disease was limited, 
and the uterus readily drawn down out of the 


vulva. In such cases the high operation would 
probably have been equally efficacious; so that it 
would appear that the higher rates of mortality 
might have been accounted for more by the extent 
of the disease than by the method adopted of 
securing the vessels. 

In a recent discussion* upon the relative merits 
of vaginal hysterectomy and supra-vaginal amputa¬ 
tion for cancer of the uterus, which took place at 
the Obstetrical Society, opinions seemed to differ 
materially, but the weight of the argument ap¬ 
peared rather to tend in favour of the lesser 
operation. Dr. William Duncan, alluding to the 
mortality after total extirpation, referred to the 
series of cases reported by Professor Japp Sinclair, 
and observed that his mortality was certainly as 
small as that of supra-vaginal amputation. 

Drs. Terrier and Hartmann t gave details of a 
series of thirty-four vaginal hysterectomies with 
eight deaths. One from haemorrhage on the 
seventh day, two died from shock and haemor¬ 
rhage in forty-eight hours, two died from shock on 
the third day, two succumbed to peritonitis. In 
one case a pair of forceps had pinched a loop of 
intestine causing perforation, and in one case the 
uterus was very adherent, and in the last case 
death resulted from phlebitis fourteen days after 
operation. In considering the ultimate results 
these physicians report two cases as well without 
any recurrence after 6 years 4 months; one after 
4J years. In the others, relapse occurred in eight 
cases at periods between 1 month and 2 years, one 
in years, and three were free from disease at the 
time of report at periods from 8 months to 3 years 
after operation. Three cases were incomplete, in 
one necessitating the opening of the cul-de-sac 
and bladder, and two have suspicious nodules at 
the side of the vagina. 

The conclusions arrived at are that relapse is 
frequent, about 70 per cent., and often rapid, but 
may not manifest itself by signs noticeable to the 
patient until a considerable time; 30 per cent, 
of those who survive seem to be completely 
cured. 

Post (the “American Journal of Obstetrics,” 
November, 1887), in 700 cases of vaginal hyste¬ 
rectomy he had collected, asserts that the mortality 
after the operation is 24 per cent. Dr. Florian 
Krug,}: New York, gives us his personal experi- 
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ence with vaginal hysterectomy. He is strongly 
in favour of total extirpation in suitable cases, and 
reports fifteen cases on whom he had performed 
the operation during three years. Two of these 
were done for non-malignant disease of the uterus 
and one for a doubtful case of malignancy, thus 
reducing the number to twelve cases. One of 
these died from the operation and one had recur¬ 
rence in five months after the operation. All the 
ethers are reported as having had no recurrence 
and being in perfect health. Nine of these cases 
had, however, only been operated on from three 
to sixteen months before the reading of the 
paper—too short a time to give any reliable infor¬ 
mation as to the recurrence. 

From the few cases in which Dr. Krug has 
operated, it is evident, as he points out, that he 
only operates on those cases in which he, after 
careful examination of the patient under narcosis, 
is quite sure he can remove the whole of the 
diseased tissue. He says wherever the removal of 
all diseased tissue is impossible vaginal hysterec¬ 
tomy is not indicated, and if recurrence takes 
place soon after it has been performed it only 
goes to show that cancerous foci have been left 
behind. He then goes on to describe his method 
of operation, which is based upon the importance 
of absolute asepsis and cleanliness. To obtain 
this he invariably subjects his patients to examina¬ 
tion under narcosis, and at the same time 
thoroughly curettes the uterine cavity in corporeal 
cancer or removes the soft sloughy tissue with the 
sharp spoon or scissors in cases of cervical epithe¬ 
lioma. The cautery is then freely applied, and 
for about a week or so vaginal douches are given; 
sometimes tannin and iodoform power is applied, 
until a clean surface is obtained. Directly before 
the secondary operation he thoroughly scrubs the 
vagina with mollin, containing 10 per cent, of 
creolin, by means of a brush. He then proceeds 
to remove the uterus. He further lays great stress 
on the treatment of the stump, and prefers the 
ligature to the clamp. The stump is to be in¬ 
verted towards the vagina and the peritoneal 
wound carefully packed with iodoform gauze, 
which may safely be left in situ for eight days. 

I have now placed, as clearly as the time at my 
disposal will permit, the results of these two opera¬ 
tions. By comparing these results I hope to come 
to some conclusion as to which is the operation to 
be recommended in the future. In doing this I 
propose to compare (1) the dangers coincident to 


the two operations; (2) the immediate mortality 
after the operation; (3) the periods of freedom 
from recurrence, and (4) general results. 

1. Amongst the dangers, as I have pointed 
out, in vaginal hysterectomy, quite a number of 
patients have succumbed to intestinal obstruction 
due to some portion of the intestine becoming 
adherent to the edges of the vaginal wound. Dr. 
Krug claims that by better attention being paid to 
the stump this danger may be averted; be it so; 
yet at present it is a danger which all surgeons 
must be alive to. Even Dr. Krug nearly lost one 
patient by this cause, and it was only by his timely 
intervention in examining the vaginal wound that 
he found a knuckle of intestine protruding through 
the wound. He broke down the adhesions with 
his finger, pushed the intestine back, and intro¬ 
duced a plug of iodoform gauze and saved his 
patient. Should symptoms of intestinal obstruc¬ 
tion appear then, after this operation, no time 
should be lost in endeavouring to remove the 
cause. This danger can never be feared after 
supra-vaginal amputation, as the only portion of 
the peritoneum which is at all likely to be opened 
is Douglas’s pouch, the peritoneal edges of which 
become glued together, and the opening is securely 
closed within a few hours. The danger of ligatur¬ 
ing or dividing the ureters is a very serious one in 
the operation of total extirpation, as, should the 
disease extend laterally or the tissues be thickened 
by inflammatory mischief, it is impossible to re¬ 
cognize the different structures which present 
themselves, and it is obvious that in passing a 
needle through these tissues or in applying pres¬ 
sure forceps the ureter may very easily be in¬ 
cluded. This can readily be understood when 
the intimate relations of the ureter and uterine 
artery are remembered. This is a strong argu¬ 
ment against performing vaginal hysterectomy 
when the disease is found to extend laterally, or 
presumably encroaches on the broad ligaments. 
In cases of supra-vaginal amputation this danger 
can never present itself. Vesico-vaginal fistulae 
are by no means uncommon after vaginal hyste¬ 
rectomy, especially when the disease implicates 
the anterior portion of the neck of the uterus. In 
such cases inflammatory thickening takes place in 
the cellular tissue between the bladder and uterus, 
and it can be readily understood how, in such 
cases, the bladder may be torn. In cases suitable 
for the high operation this danger can rarely, if 
ever, exist. Peritonitis should rarely be antici- 
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pated after either operation if the vagina has been 
rendered thoroughly aseptic either after the one 
operation or the other. This misfortune seems to 
be much more likely to follow vaginal hysterec¬ 
tomy when the broad ligaments are clamped than 
when the ligature is used. Haemorrhage, both 
primary and secondary, is liable to cause trouble 
after both operations—perhaps even more so after 
the high operation, as by the traction which is 
exercised during the removal of the diseased 
tissues the vessels become temporarily closed, and 
at the time no bleeding points present themselves. 
When, however, the remaining portion of the 
uterus is returned and the pressure relieved bleed¬ 
ing may take place. This accident, no doubt, 
would be less likely to follow if the cervix were 
removed by the galvano-cautery. 

2. The immediate mortality after operation can 
only be obtained from the statistics which have 
been published. Dr. Byrne, who has been at 
much trouble to do this, has collected 1,273 cases 
of vaginal hysterectomy, which have been re¬ 
ported, and has divided them into different classes, 
according to locality, thus:— 


Locality. 

Opera¬ 

tors. 

Opera¬ 

tions. 

1 

(Deaths. 

Per 

Cent. 

Continental . 

: 14 ! 

944 

137 

14 5 

British . 

! 8 

74 

15 

20-0 

United States 

: i6 

| 255 

34 

13*0 

Total. 

1'" 38 

! 1273 

186 | 

14 6 


We may, then, safely place the immediate mor¬ 
tality after total extirpation as hitherto practised at 
about 10 per cent. Now, if we compare these 
figures with the results after supra-vaginal amputa¬ 
tion, we shall find that the result is very much in 
favour of the latter operation. Dr. Byrne tells us 
that in 400 cases in which he had performed the 
high operation by galvano-cautery he had no 
death, and Dr. Lewers, in nineteen cases by the 
same method, likewise records no death. Dr. 
Baker, in a series of twenty-eight high operations, 
had also no death. In twenty-four cases which I 
have reported I had only one death. The imme¬ 
diate risk, then, from this operation, appears to be 
practically nil. 

3. The length of time that the patient remains 
free from recurrence would appear to depend en¬ 
tirely upon degree. This is well exemplified, as 
by Drs. Terrier, Hartmann and Reed. According 
to the observations of these physicians, cases in 


which the disease has been recognized quite early 
are practically cured by either operation; but, see¬ 
ing the dangers which beset the major operation 
and which are absent in the minor, surely it would 
be wiser to practise the latter. 

4. It only remains for me to make a few re¬ 
marks as to the choice of cases, and in doing this 
I shall perhaps not be far wrong in recommending 
surgeons to operate only upon those cases which 
are seen early and in which the disease is limited 
to the vaginal portion of the uterus or to the 
cervix and cervical canal, the uterus being freely 
movable, and the disease not extending laterally 
along the broad ligaments or the cellular tissue 
between the peritoneum and the fornix. In such 
cases, no doubt, the results would be almost as 
good by adopting the one operation as the other, 
so far as the immediate mortality and chances of 
recurrence of the disease are concerned; but, 
taking into consideration the dangers and compli¬ 
cation which may follow the major operation of 
removing the whole organ and destroying the roof 
of the vagina, I cannot but think that supra¬ 
vaginal amputation of the disease will not only 
maintain its high position, but that many of those 
surgeons who are at present opposed to it will 
gradually become converted, and will adopt the 
total extirpation of the entire organ only in those 
cases in which the disease is situated in the body 
of the uterus. 

Gentlemen, I trust I have not wearied you; but 
in examining into this subject I have endeavoured, 
to the best of my ability, to place before you fairly 
and dispassionately the results obtained by sur¬ 
geons of all shades of opinion, trusting that we 
may profit by their experience, and in the future 
be able to bring the results of such experience to 
so bear upon our practice that the result of the 
operative treatment of cancer of the uterus may 
occupy a position in the annals of surgery and 
gynaecology that may prove a triumph of our art 
and a lasting benefit to thousands of poor suffering 
women who may seek our aid. 
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A CLINICAL LECTURE 

ON 

SUB-PHRENIC ABSCESS. 

Delivered at St. Bartholomew’s Hospital, May 25, 1894, 
By SAMUEL GEE, M.D., F.R.O.P., 
Physician to the Hospital. 

Gentlemen,— The formation of an abscess 
immediately beneath the diaphragm is not an 
uncommon disease. We have an instance of it 
at present in the hospital, and last March we had 
another. 

The abscess is much more usually situated on 
the right side than on the left, and the reasons for 
that fact are easily discernible when we consider 
the causes, as we shall presently do. No doubt 
the anatomical arrangement Of the parts beneath 
the right wing of the diaphragm favours the occur¬ 
rence of abscess there, or, perhaps I should rather 
say, favours the occurrence of a localized suppura¬ 
tion there, the abscess being, in fact, confined 
between the diaphragm above and the liver below, 
between the suspensory or falciform ligament on 
the left, and the lateral ligament on the right, and 
between the suspensory ligament behind, and 
adhesions which limit the abscess in front. 

The abscess is commonly secondary, and very 
often secondary to abscess in the liver. Now, an 
abscess of the liver is sometimes the result of 
dysentery, particularly tropical dysentery; but even 
English dysentery may lead to abscess in the liver. 
Pyaemia is another cause. Gallstones impacted in 
the liver set up suppuration. Hydatids sometimes 
suppurate; and sometimes the cause of the hepatic 
abscess is inexplicable. 

Another cause of sub-phrenic abscess is ulcer of 
the stomach. This ulcer is usually cancerous. 
The cancerous ulcer eats its way through the coats 
of the stomach and sets up an abscess outside the 
stomach. An ulcer of the duodenum has the 
same effect, as has also an ulcer of the colon. In 
the fatal case which occurred here in March, the 
cause of the abscess was an ulcer in the hepatic 
flexure of the colon. 

Thirdly, the abscess may track upwards, for 
Vol. IV. No. 7 . 


instance, from the appendix vermiformis—not a 
very uncommon occurrence. The appendix ver¬ 
miformis inflames, suppuration occurs, and the 
abscess tracks upwards so as to get between the 
liver and the diaphragm. Another abscess which 
sometimes spreads in that way is a perinephritic 
abscess—an abscess occurring round the kidney. 

The fourth cause of these sub-phrenic abscesses 
is an injury, such as a blow—usually a tolerably 
severe injury—to the right hypochondrium or 
about that region. And I think we may assume 
that in this case the parts are bruised, and that if 
parts are bruised or injured in some such way, 
infection is made easy. In the normal state of 
things infection from the alimentary canal does 
not take place; but if we are to explain how it is 
that a mere blow to the hypochondrium can set 
up an abscess between the liver and the diaphragm, 
the only explanation of it that occurs to me is that, 
as I say, the parts are bruised, and in that way 
liable to infection from the alimentary canal. 

As to the pus which exists in the abscess it is 
mostly, if not always, offensive to the smell; and 
that, no doubt, is due to the proximity of the ali¬ 
mentary canal. Whenever abscesses form near 
any part of the alimentary canal, from the mouth 
down to the anus, the pus is offensive. 

The pus sometimes is bloody; and when that is 
the case the blood comes from the granulations or 
from the adhesions in the abscess. 

The pus is sometimes bilious—an important 
sign, because when that is the case I think you 
may be quite sure that the liver structure is laid 
open. It is bilious in the patient who is at present 
in the hospital. 

These sub-phrenic abscesses often contain gas; 
and our German colleagues have invented the ses¬ 
quipedalian term pyopneumothorax sub-phrtnicus y 
to signify an abscess beneath the diaphragm which 
contains gas as well as pus. The gas may be 
derived either directly from the alimentary canal 
or may be the result of the putrefaction of the 


pus. 

Sub-phrenic abscess is often, if not always, asso¬ 
ciated with pleurisy on the same side. [You will 
understand I am speaking of sub-phrenic abscess 
on the right side of the body, between the liver 
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and the diaphragm.] It is often, I say, if not 
always—one might really almost say always—asso¬ 
ciated with pleurisy on the same side, and the 
pleurisy very often takes the form of empyema— 
pus above as well as below the diaphragm. The 
pus is very often offensive. The empyema is not 
necessarily due to actual perforation of the dia¬ 
phragm. It very often is due to perforation, but 
not necessarily. Sometimes the diaphragm is not 
perforated, and yet there is pus, and offensive 
pus, above the diaphragm and below the dia¬ 
phragm. For this reason, if there is an empyema 
on the right side of the body in a person who has 
lived in the tropics and has suffered from dysen¬ 
tery, the probability that he has an abscess in the 
liver as well as the empyema is very strong indeed. 

Ulceration of the lung sometimes supervenes 
upon empyema, and in that case pus is expecto¬ 
rated; and if the pus is very offensive the for¬ 
mation of an ulcer into the lung enabling the 
offensive poisonous pus to get into the lung is 
very apt to lead to sloughing and gangrene of the 
lung. That was the case with the patient who 
was in the hospital in March. Such cases are sure 
to prove fatal. 

A sub-phrenic abscess, even on the right side, 
sometimes opens into the pericardium, though not 
often. Sometimes it opens into the colon, and 
is one cause of purulent diarrhoea. In a person 
with such diarrhoea the stools consist almost 
entirely of pus. 

As to the onset of these sub-phrenic abscesses, 
it may be gradual or sudden. About the gradual, 
insidious onset I have nothing special to say. 
When the onset is sudden, as is not at all seldom 
the case, it is marked by two symptoms. There 
is, first, violent pain, which is felt in one of two 
places. It may occur about the right hypochon- 
drium, as you might expect. A rupture of some¬ 
thing, let us say of a gastric ulcer, takes place, 
and great pain is felt about the right hypochon- 
drium. The diagnosis which is usually made in 
these cases, and correctly, is that of diaphragmatic 
pleurisy. Perhaps one ought hardly to say 
“correctly”; the abscess is not above the dia¬ 
phragm, and it is therefore really not a pleurisy, 
but a diaphragmatic peritonitis. But our diagnostics 
have not attained to such nicety that we can 
distinguish one from the other. At any rate, the 
violent pain felt in the right hypochondrium leads 
to the diagnosis of a diaphragmatic pleurisy at 
first, which is as near as we can possibly get 


Sometimes the pain is felt all over the belly, and 
not in the hypochondrium more than in any other 
part; and then the diagnosis at first is necessarily 
peritonitis, which, again, is not incorrect, excepting 
that the peritonitis is local and not general. After 
a time, and after no very long time—in a 
few days, in fact—these cases of apparendy 
general peritonitis become more definite by the 
pain and suffering becoming more and more con¬ 
fined to the hepatic region. The pain and tender¬ 
ness disappear from the greater part of the abdomen, 
but continue in the hepatic region. One symptom 
of the sudden onset of sub-diaphragmatic abscess 
is violent pain, then. The second symptom, which 
is constant, is vomiting, which may be much or 
only little. 

The symptoms of a sub-diaphragmatic abscess 
are such as you might expect. Let us call them 
either local or general symptoms. 

The local symptoms are two: pain and dis¬ 
comfort about the hepatic region; and shortness 
of breath, especially on movement. In bed the 
patient may not fc>e conscious of dyspnoea, but 
if he attempt to get about he becomes aware 
of it. 

The general symptoms are due to absorption of 
poisons from the abscess, and are again what one 
might expect. In the first place, there is fever; 
not often shivering, which is perhaps rather sur¬ 
prising, but still it is the fact. The fever is very 
often of what is called the “ hectic” type; and if 
by that you mean that it is of a type resembling 
that of quotidian ague, with a very considerable 
remission or complete intermission, once in twenty- 
four hours, hectic is not a bad term. That is what, 
if you use the word “hectic” as applied to this 
fever, you should mean by it—a quotidian fever 
with a quotidian intermission or remission ; in 
fact, fever of the kind that commonly attends 
suppuration in any part of the body. This hectic 
fever, when it is due to sub-phrenic abscess, is 
often accompanied—and hectic fever, whatever 
the source of the fever be, is apt to be accompanied 
— by diarrhoea and sweating, not always but 
sometimes. 

The second class of general symptoms is con¬ 
stituted by what is called “ the typhoid state,” a 
term which is not at all satisfactory, and yet which 
expresses a condition of which if you have no 
knowledge at present, you will soon become ac¬ 
quainted with; and this is associated with loss of 
flesh, loss of appetite and loss of strength. 
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Sub-phrenic abscess may rupture through the 
lung without the formation of an empyema, the 
diaphragm being perforated and the lung adherent, 
and to speak now of one or two complications, 
if the abscess or the empyema rupture into the 
lung, the indication is expectoration of pus; and 
the expectoration is always excessively offensive, 
intolerable, in fact And the same character of 
offensiveness of the secretion is sometimes mani¬ 
fested in the case of the stomach; that is to say, 
the patient has offensive eructations. I cannot 
say that I myself have ever noticed the offensive 
smell from the stomach, but I have known the 
patient complain of offensive eructations, being 
conscious of something most disgusting. It is no 
doubt due to the escape of gas from the offensive 
abscess into the stomach either through a direct 
perforation or else by mere permeation of the 
stomach wall. 

Then, of course, you may get symptoms of the 
original disease which started the abscess. For 
instance, if the original disease be an affection of 
the appendix vermiformis, your case will be com¬ 
plicated by the indications of that disease. The 
patient will be suffering, first of all, from the signs 
and symptoms of disease of the appendix vermi¬ 
formis, and subsequently of the sub-phrenic abscess. 

The physical signs are very important, and 
must be considered in two ways—first, if the 
abscess contain pus only; and secondly, if the 
abscess contain gas as well as pus. 

Let us suppose that the abscess contains pus 
only. Whether the abscess is associated with an 
empyema on the same side or not really makes no 
difference. The empyema is at the right base; it 
is circumscribed; it is seldom a large empyema, and 
is very far indeed from filling the pleural sac. 
Let us call it a small empyema, as empyemas go, 
associated with sub-phrenic abscess. So far, then, 
as the physical signs are concerned, it really makes 
no difference, as I say, whether there is an 
empyema of that kind or not, because you cannot 
distinguish the two cases; the physical signs are 
just the same. 

Having made that preliminary remark I may say 
that the physical signs are both abdominal and 
thoracic. As to the abdominal signs, they are two. 
There is first a sense of fulness or tightness—not 
felt by the patient only, but by yourself, because 
we are speaking now of physical signs. You 
feel a fulness and a tightness in the right 
hypochondrium, not merely over the liver, but 


appreciable also by manipulation of the ribs; 
all about the hepatic region in fact. In the second 
place, the liver is sometimes depressed, but not 
by any means always. The light of nature would 
probably lead you to suppose that the liver was 
always considerably depressed when there was an 
abscess above it. That is not the case by any 
means. The liver may be depressed, but not 
necessarily. On the other hand, the liver is 
sometimes very much depressed where there is 
empyema only, without any abscess between the 
liver and diaphragm. So that whether the liver 
be depressed or not does not make very much 
difference. You cannot draw from either fact an 
argument one way or the other. 

As to the thoracic signs—they, again, are two, 
the percussion signs and the displacement of the 
heart. First as to the percussion signs. You find 
at the right base of the lung dulness on percussion, 
and, one may say, all the signs of a pleural 
effusion. Whether there be a pleural effusion or 
not makes no difference in the diagnosis; for if 
there be a pleural effusion, well and good; but if 
there be not a pleural effusion, this dulness on 
percussion, the shortness of breath, etc., are due to 
the diaphragm being pushed upwards into the chest, 
and the lower part of the lung being collapsed. 
Whether you have an empyema or not, therefore, 
you have the usual physical signs of effusion at the 
base of the chest on the right side. 

As to the heart’s displacement—and the case of 
the heart is exactly the same as the case of the 
liver—the heart’s apex-beat is sometimes displaced 
and sometimes it is not displaced. There is no 
doubt that the heart’s apex-beat is sometimes 
decidedly displaced, even if you have nothing but 
a sub-phrenic abscess without any empyema at all; 
in fact, the case now in the hospital illustrates this 
point His heart’s apex-beat is considerably 
displaced, and yet we know that he has no empyema. 
“ The heart’s apex-beat is in the fifth interspace, an 
inch and a quarter outside the nipple line,” says the 
record of his case. I lay some stress upon that 
because it has been said that the heart is not 
displaced in a sub-phrenic abscess. But we see 
that it may be displaced, while, on the other hand, 
it is sometimes not so. 

Now let us consider the case of the abscess 
containing gas as well as pus. Abscess of this 
sort is very apt to be overlooked, because there is 
no dulness on percussion. Sometimes, indeed, 
the percussion note over the lower part of the 
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chest is clearer than is natural, and sometimes so 
much more extensive than is natural that the liver 
dulness completely disappears. The liver dulness 
is very often much diminished, and the diminution 
may amount to complete disappearance; that you 
will easily understand. The abscess being above 
the liver, if it contains a large quantity of gas you 
have a gas-containing cavity between the liver and 
the abdominal wall, and, of course, in that case 
you have a clear percussion note. In fact, the 
whole hepatic region, back and front, may afford 
clear resonance to percussion; and more than that, 
the percussion note is very often amphoric in its 
quality, having just the same quality that you get 
if you blow out your cheeks and percuss them. If 
you get an amphoric quality I think it is pretty 
clear evidence that the gas is contained in a 
tolerably large cavity, and so you suspect that 
there is gas in art abscess rather than lung, where 
you percuss. Auscultation also usually detects 
gas if you auscultate carefully: but.even the most 
experienced and well-informed men do not always 
examine their patients carefully. All of us, at 
times, for one reason or other, do not examine 
our patients so carefully as we should; and in 
that way I have known men of large experi¬ 
ence in physical examination of the chest overlook 
sub-phrenic abscess containing gas simply because 
they had not listened for the signs of air in a 
large cavity. These signs are the same that you 
get in pneumothorax. I do not mean that you 
find all these signs in any given case. You may; 
but very often you find only one. You may get 
all or you may get only one, or any two, or any 
three in a given case. There is, first, an amphoric 
hum attending the breath sounds heard over the 
abscess, the sounds of the voice and the heart 
sounds. 

The second sign is metallic tinkling, which is 
probably the least important of all. 

The third sign is the bell sound, which, I should 
be disposed to say, is the most important of all, 
because even if the abscess be not very large, and 
if you are obliged to percuss the cavity very near 
to the spot at which you are auscultating, you may 
still get the bell sound — a very valuable sign 
indeed of these sub-phrenic abscesses containing 
gas. 

Lastly, you may hear the succussion splash. 
Very often the patients are so ill that you hardly 
like to submit them to the shaking necessary to 
produce that sign. 


If the diaphragm be perforated in the case of 
an abscess containing gas as well as pus, and if the 
lung be not adherent (an uncommon condition), 
of course the result will be a pyopneumothorax— 
something more than an empyema, pneumothorax 
with empyema. And if (what is still less common) 
the pericardium be perforated in that way, you 
get the physical signs of gas in the pericardium. 
Into that condition I need not go here, for this 
reason amongst others: that most of you will go 
to your graves, never having had an opportunity 
of examining a case of gas in the pericardium. 

I now come to a very important means of 
diagnosis, and that is puncture of the chest. Very 
many of these cases are suspected at first to be 
simply a pleural effusion, and they are punctured 
for that reason. Now, a puncture made under 
these circumstances does no more than reveal the 
presence of pus. It does not tell you whether the 
pus is above or beneath the diaphragm; and 
hence the sub-phrenic abscess is very often thought 
to be simply thoracic empyema, even after the 
abscess has been emptied of pus by aspiration. 
That was the case with our patient. He had the 
physical signs of an empyema; the chest was 
aspirated, a large quantity of offensive pus was 
drawn off, and he was supposed, even after that, 
to be suffering simply from an empyema. The 
fact in this case is that the needle goes right 
through the diaphragm: the diaphragm is pushed 
upwards as high as the fourth or third rib by the 
abscess; and the needle goes through the pleural 
cavity and through the diaphragm into this abscess. 
I have known that occur even when there has 
been an empyema. I mean I have known a case 
of sub-phrenic abscess complicated by an empyema 
be aspirated, and the aspiration tap the sub- 
phrenic abscess only and leave the empyema 
untouched. Our patient had no empyema, but 
the needle went right through the pleural cavity 
and the diaphragm, and so the sub-phrenic abscess 
was aspirated; and it was not until an incision was 
made into the chest and a portion of the rib was 
removed that it was discovered that the pus came 
from beneath and not from above the diaphragm. 
Puncture, therefore, tells you nothing more than 
that pus is there; it does not tell you exactly where 
the pus is. 

The prognosis of these cases is bad, as a rule. 
Most of the patients die. That, at least, is my 
opinion, judging from the cases I have seen. One 
cause of this bad prognosis is the cause of the 
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abscess itself. If a patient has a cancerous ulcer 
of the stomach, for instance, he is bound to die. 
He is suffering already from an incurable disease. 
Abscess of the liver again is a very serious thing. 
The prognosis is, therefore, as a rule, bad; but 
patients sometimes recover; and I think you may 
say that whether they die or whether they recover 
depends not so much upon the sub-phrenic 
abscess itself as upon the original cause of the 
abscess. If the abscess*be due to an injury, as 
from the patient having been thrown forward with 
great violence on to a post, or something of the 
sort, there is a fair chance of recovery; or, again, 
where the abscess tracks upwards from the 
appendix vermiformis the case is not necessarily 
fatal; the patient may recover under good 
treatment. 

The treatment consists in opening and draining 
the abscess. And the first question is How shall 
the opening be made? The opening is made 
either through the chest or through the abdomen, 
either through the pleura and diaphragm, or 
through the abdominal wall below the diaphragm. 
It is very often made through the pleura and 
diaphragm for one of two reasons, the first being 
that the patient has an empyema which requires 
an operation. He is operated on for his em¬ 
pyema, and then it is found that he has more than 
an empyema, that he has also an abscess beneath 
the diaphragm. Then, in the second place, the 
opening is often made through the pleura and the 
diaphragm for a very similar reason. The patient 
has no empyema, but he is believed to have an 
empyema, and you cannot, I have repeatedly 
said, always make the diagnosis between empyema 
and pus beneath the diaphragm at first. The 
patient, then, being thought to have an empyema, 
is operated on under this belief. That was the 
case with our patient. A portion of one rib was 
resected, and the pleura was found to be, in his 
case, adherent, as I suspect it mostly would be. 
Of course, it might be found to be non adherent; 
but I do not remember to have found the pleura 
non-adherent in these cases. It is found adherent, 
and the abscess is discovered and opened and 
drained through the diaphragm. 

The only risk of this operation is that of setting 
up a pneumothorax. It would be a serious com¬ 
plication to the case; and yet, if once you have 
performed an operation of such a nature as resect¬ 
ing a portion of a rib, you do not care (the 
patient being always in a very low state of health) 


to subject him to a second serious operation— 
that, namely, of opening the abscess through the 
abdomen. But, you will understand, the opera¬ 
tion through the thorax is often made under a 
mistaken notion, not intentionally—the notion 
that the patient is suffering from an empyema 
when he is not; or, it may be that you think he 
has an empyema, which he is found to have, but 
besides that he has sub-phrenic abscess as well. 

Sometimes the opening is made through the 
abdominal wall below the diaphragm if the signs 
of the disease are pretty well marked there. This 
opening is made in those cases usually which con¬ 
tain gas as well as pus. It is much more easy to 
diagnose a sub-phrenic abscess if it contain gas as 
well as pus, and I think that most of the cases in 
which the opening has been made through the 
abdominal wall below the diaphragm have been 
cases of abscesses containing gas as well as pus. 
If you come to the conclusion—as without any 
operation at all you very often do—that there is 
an air-containing abscess between the liver and 
the diaphragm, you make your incision over the 
most prominent part of the swelling, if there be 
any, parallel with the lower ribs, or over the seat 
of the most marked physical signs if there be no 
swelling, and where you feel most confident that 
there is abscess. I have known a regular abdo¬ 
minal section performed in a case of this kind, the 
incision being made very much as if for an opera¬ 
tion on the gall-bladder; but I think that such a 
procedure should be avoided if possible. The 
incision should always be made where the signs 
of the abscess are most marked. 
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Gentlemen, —Six cases of so-called stricture of 
the rectum give an opportunity of making some 
remarks as to the pathology and symptoms of the 
condition. 
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In the first place, contractions of the lower end 
of the intestine depend on simple and malignant 
causes, and J propose referring first to those of 
simple origin. 

The first case under observation is that of a 
) oung woman, set. 33, whose family history affords 
nothing of special moment, nor does her own 
history indicate any syphilitic taint, although her 
occupation as a laundrymaid at Windsor for many 
years might suggest a possibility of such a cause. 
She states that nine years ago, at the age of 24, 
having been previously strong and healthy, she 
complained of sore throat and rheumatism, and 
became much reduced in health. Subsequent to 
that she suffered from chronic constipation, and 
for two or three years back has had repeated 
attacks of diarrhoea, and recently been attacked by 
sudden and prolonged discharge from the bowels. 
About two years ago she noticed blood and mucus 
discharged from the rectum. She is a fairly well- 
nourished person, and her appearance has not 
changed in that respect for the last two years. 
On examination we find solid external piles. The 
mucous membrane of the lower part of the rectum 
is rugose and shows traces of previous ulceration. 
The rectum is tightly strictured as high up as the 
finger can reach, the opening the size of the tip of 
the little finger—the whole tract of bowel between 
the outlet and the stricture having evidently been 
the seat of chronic inflammatory change. 

The treatment consisted in the periodical pas¬ 
sage of bougies and the administration of iodide 
of potassium internally. As a result of this very 
considerable local improvement has taken place. 
From the anterior wall of the bowel there hangs a 
polypoid mass which sometimes interferes with 
the passage of the bougie. There is still an 
abundant discharge of mucus and occasionally of 
some blood, but, on the whole, her condition is 
distinctly improved. The duration of the disease, 
the absence of any cachexia or wasting, the in¬ 
flammatory changes in the bowel which reach 
from the outlet to the seat of stricture, the hard, 
so-called external piles, the obscure history of 
syphilis, and the influence of the treatment indi¬ 
cate pretty clearly what the nature of the cause is. 

The second case of non-malignant stricture is 
that of a woman of 35, who has had four mis¬ 
carriages, has suffered from bad sore throat, and 
has other vague symptoms attributable possibly to 
syphilitic disease. She never complained of any 
trouble occasioned by the bowel until eight months 


ago, when she suffered severely from diarrhoea, 
which has never since completely subsided. She 
has, indeed, had constantly more or less constant 
discharge of blood, mucus and feculent matter from 
the bowel ever since. There are scars of syphilitic 
ulceration on the palate; and on examination we 
find, three inches from the anus, a dense fibrous 
stricture of the bowel which partially admits the 
tip of the finger. There are, as in the other case, 
hard masses simulating eternal piles around the 
margin of the anus. The mucous membrane is 
much altered, thickened and indurated, and the 
history and local conditions resemble those of the 
previous case very closely. There is no doubt 
here that the origin of the disease has been syphi¬ 
litic, and the local conditions afford strong corro¬ 
borative evidence. 

Non-malignant stricture is much more common 
in women than in men—in a proportion of, at 
least, three to one—and in many instances, pro¬ 
bably the majority, the disease is of syphilitic 
origin. This may be, in part, accounted for by 
the close proximity of the rectum to the genital 
tract, the extension of the disease between them 
being thus easily explained. 

There are three varieties: one in which the 
contraction is of a sharply defined, annular nature; 
one, as in the cases just now quoted, where the 
constriction is of a more tubular form, involving a 
greater or less extent of the bowel; and lastly, a 
third variety, generally of cicatricial origin from 
previous ulceration, where the contraction involves 
a portion only of the circumference of the bowel, 
and is of a valvular character. As the disease 
advances in these cases the connective tissue 
hypertrophies and the muscle tissue disappears, 
and polypoid excrescences, as met with in one of 
these cases, frequently form, usually below the 
seat of stricture, while above the mucous mem¬ 
brane ulcerates, the bowel becomes dilated, and 
if the obstruction be very great, perforation may 
occur either near the seat of stricture or at any 
other point in the large intestine—more commonly 
in the neighbourhood of the caecum. If perfora¬ 
tion takes place beneath the reflection of the 
pelvic peritoneum suppuration occurs, and a com¬ 
munication may take place in the female between 
the bladder, uterus, vagina or rectum; in the 
male, commonly with the bladder. Higher up 
the communication, when perforation occurs, will 
open into the peritoneal cavity and a fatal perito¬ 


nitis ensue. 

Digitized by 


Google 



The Clinioal Journal, Ac.] SIR W. MAC CORMAC—STRICTURE OF THE RECTUM. [June 13, 1894. hi 


The symptoms in the early stage are few, being 
chiefly those of alternating diarrhoea and constipa¬ 
tion. Morning diarrhoea is frequently noticed, 
and, as in one of the cases, the discharge may be 
of a constant character, without periods of consti¬ 
pation. The discharge, too, is often altered by 
admixture of blood, and may appear brown or 
coffee-coloured. However, the haemorrhage is 
small in these cases compared with that which 
occurs in malignant stricture, and may be absent 
altogether. 

As the disease advances the periods of constipa¬ 
tion diminish in length and frequency, the local 
irritation and discharge increase, and finally 
complete obstruction may take place. Rectal 
tenesmus is usually urgent, and pain is frequently 
referred to a point just above the symphysis, in¬ 
creased after the taking of food and accompanied 
by flatulent distension or nausea and vomiting. 
The faecal matter accumulates in the colon, which 
empties itself more and more imperfectly, and 
death may follow from exhaustion, accompanied 
by profuse discharge of muco-pus, or from com¬ 
plete obstruction and its consequences. 

Obstruction may at any time occur from some 
accidental cause, as the impaction of a fruit stone 
or piece of bone or undigested food in the nar¬ 
rowed portion of the gut. Cases, too, of fatal 
peritonitis have occurred through injury, caused by 
the careless use of instruments, chiefly perforation 
of the bowel wall, softened by the diseased con¬ 
dition. Fistulae often form in these cases as the 
result of abscess taking place, and opening, as 
already said, into the adjacent organs or on the 
surface, according as the abscess forms above or 
below the levator ani and recto-vesical fascia. In 
all cases where fistulas are present the interior 
of the rectum should be carefully examined for the 
possible presence of a stricture. Great relaxation 
of the anus is very common, and this permits the 
involuntary discharge of muco-pus, and adds 
greatly to the discomfort of the patient. 

The examination of the rectum should be made 
both with the finger and with the bulbous sound for 
the purpose of ascertaining the position and length 
of the involved part When the stricture is beyond, 
or nearly beyond the reach of the finger, the anus 
may be stretched and a bimanual examination 
made. The hand even may be introduced into 
the bowel—first one finger at a time, and finally 
two, three and four fingers in the shape of a cone, 
and lastly the thumb also. This, of course, pre¬ 


supposes a small hand, which must not be more 
than nine inches at most round the knuckles. It 
may then be passed up for six or seven inches. 
The operation is much more easy in women than 
in men. 

If one were to summarize the chief differences 
between simple and malignant stricture of the 
rectum, one would say that in simple stricture the 
disease is three times as frequent in women; that 
it usually occurs in young adult life, while the 
malignant occurs in elderly or old persons, 
although it may sometimes occur in the young; 
that the simple stricture is very chronic, whilst the 
malignant is comparatively rapid and associated 
with cachexia after no very long interval. The 
lumen of the stricture frequently feels like a tense 
hard ridge, and there are polypoid growths in the 
bowel below. In rectal cancer masses usually 
project into the bowel, which have a well-marked 
hardness as contrasted with the chronic inflamma¬ 
tory induration which the simple stricture presents. 
There is less breaking down, too, in the one than 
in the other, where, in the malignant form, there 
are often great excavated ulcerations from necrosis 
of the tumour tissue. The simple stricture almost 
always involves the whole circumference of the 
tube, whilst the malignant form may be present on 
one side only, and generally involves one aspect 
to a greater degree than on the other. The pain 
is more marked throughout in the simple form, 
whilst in the malignant it may often be absent at 
first, being later on referred to the distribution of 
the nerves concerned. In simple stricture the 
glands are not involved, whilst, in the malignant 
form, the sacral glands first, and afterwards the 
iliac and lumbar, are invariably affected. 

With regard to the malignant form of the 
disease, there are four cases which may be briefly 
referred to. 

One is that of a woman, aet. 63, who mentions 
that in the spring of last year, having been pre¬ 
viously healthy, she noticed some blood and 
mucus in the discharge from the bowel, and com¬ 
plained of slight pain at the same time. She says 
she never before had any trouble of any kind. 
On examination a large mass was found projecting 
from behind forwards, three to four inches from 
the anus, and occupying completely the lumen of 
the bowel. During her sojourn in the infirmary 
for several months she made no complaint, did 
ward work, slept and took her food well, and her 
general appearance was good. Presently she left. 
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About a year subsequently she was re-admitted 
into the infirmary, her present condition being 
very similar to what it was before. There is a 
large mass projecting into and surrounding the 
bowel, as those present can feel for themselves, 
with a somewhat patulous condition of the anus. 
The growth projects into the bowel like a large os 
uteri with a great amount of excavated ulceration. 
It is intensely hard, quite immovable, and evi¬ 
dently of considerable duration. No enlarged 
glands can be felt. This case is noteworthy in 
that it illustrates a not unusual occurrence—the 
absence of any kind of marked symptoms in con¬ 
nection with the early development of cancerous 
disease in the bowel. 

Another case is that of a young woman of 31, 
in whose family there is no history of cancer and 
who has herself had no previous illness. She has 
noticed a discharge of blood and mucus from the 
rectum for about a year past, and has had pain in 
the bowel for the last six months. She has not 
passed a natural stool for about a year. During 
this time the bowels have been much relaxed— 
amounting to diarrhoea—and for the last three 
months she has lost flesh. In addition, she has a 
good deal of pain in the epigastrium. In this case 
a large hard mass is felt, filling the rectum and 
occupying more especially its anterior wall. Near 
the apex of the growth—which projects down¬ 
wards—there is very considerable ulceration. 

The next case is also that of a woman, aged 72 
No malignant disease has been known in her 
family, and she has never had any serious illness. 
Three years ago she commenced to suffer from 
attacks of diarrhoea every ten days, and in the 
interval her bowels were constipated. Three 
months ago only she commenced to lose flesh 
very rapidly and to suffer from pain on defaecation. 
About that time also she first noticed a little blood 
in her stools. On examination a hard nodular 
mass is felt, which is also ulcerated, almost 
occluding the bowel, about four inches from the 
anus. There is considerable abdominal distension 
from the obstruction, so much so that left inguinal 
colotomy was performed and the upper part of the 
sigmoid flexure opened. In consequence of the 
urgency of the symptoms relief was afforded by 
the introduction of a glass tube, which was tied 
into a hole made in the gut, the contents of which 
were allowed to flow into a receptacle at hand. 
The wound in the abdomen was sutured, the 
colon being fastened to it by two stitches, and the 


patient made an excellent recovery, and has ob¬ 
tained marked relief ever since. 

Lastly, there is the case of a man, aet. 64, also 
without any family history of cancer, who has 
been a healthy person till about a year ago, 
when he commenced to lose flesh, and was 
suddenly seized with abdominal pain and faintness, 
since which time he has got weaker and suffered 
some slight pain in the rectum, with more or less 
constant diarrhoea, and never passing a natural 
stool. During the last six months a great deal of 
blood and mucus has escaped almost continually. 
On examination here, too, a very large hard mass, 
completely filling the rectum, with a small ulcerated 
opening in its centre, can be readily felt. The 
abdomen was considerably distended. Here, too, 
colotomy was performed in the left lumbar region, 
and the bowel was opened three days subsequent 
to the operation. He made a good recovery with 
considerable relief to his symptoms. 

In all these four cases the disease had ad* 
vanced when first discovered far beyond the 
possibility of any local measure of relief. The 
symptoms were so obscure or insignificant as 
not to attract attention. The malady first 
complained of was diarrhoea and bleeding, 
and on investigating the cause, • the rectal car¬ 
cinoma was discovered. The mucous membrane 
between the growth and the anus was normal, a 
great contrast to the altered structure of the 
bowel in the simple cases. 

The form of carcinoma invariably met with in 
the bowel is of the cylindrical-ceiled type; and the 
most common place for it to occur is in the rectum, 
where it is four times as frequent as in the 
remainder of the intestinal canal. Rectal cancer, 
too, forms 3-4 per cent, of the total number of 
cancer cases treated in a general hospital. The 
average duration of the disease is stated to be 
about two years; but, as the cases I have related 
clearly prove, the symptoms noticed by the patient 
usually manifest themselves a considerable time 
after the commencement of the disease, so that 
when the patient’s attention is first arrested, the 
disease has probably already existed for some time. 
The morning diarrhoea is perhaps the most common 
complaint. As a rule the patient does not himself 
suspect anything serious, while on the first ex¬ 
amination the surgeon may often discover very 
extensive disease. 

It is commonly stated that this affection is found 


greatly in excess in the male subject; but in 
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reality it occurs with almost equal frequency in 
the two sexes. It is essentially an affection of 
middle life and old age, although it has happened 
as early as 20, or even earlier; and of the cases 
mentioned to-day one patient was only 31. 

You may see under the microscope a good 
example of this glandular form of carcinoma, where 
you will perceive its structure is similar to that of 
the ordinary Lieberkiihn's follicle, only the follicle 
and the individual cells are much larger. A 
simple adenoma, which would present somewhat 
similar microscopic characters, tends to pedunculate 
and to project into the interior of the bowel, while 
a malignant growth is sessile, and infiltrates the 
wall of the gut in which, for a considerable time, it 
tends to increase laterally rather than deeply. 
This may be proved by the mass being felt freely 
movable in the bowel for a long time. When 
secondary growths take place—they are ex¬ 
ceedingly common in the liver—their structure 
preserves the same type of columnar carcinoma. 

In another form the disease grows more rapidly, 
assumes a tuberous character, tends to ulcerate 
rapidly, and presents a crateriform aperture due to 
rapid breaking down. 

With regard to the symptoms, the pain appears 
to be usually insignificant so long as the disease is 
confined to the wall of the rectum. In the early 
stage there may be some uneasiness, with a ten¬ 
dency to diarrhoea alternating with constipation, 
and a slight amount of mucous discharge sometimes 
tinged with blood; but bleeding to any considerable 
amount does not appear until a later stage of the 
disease. In some cases the diarrhoea is continuous; 
in some it alternates with longer or shorter periods 
of constipation. In any case with such a history 
a most careful examination of the bowel should be 
made. 

In the tuberous carcinoma the bowel is ob¬ 
structed by the growth, which causes continuous 
straining and rectal tenesmus. In the denser form 
it causes a cicatricial narrowing by contraction of 
the fibrous tissue in the carcinoma. 

On digital examination of a case of malignant 
disease of the rectum, the very hard character of 
the disease distinguishes it from the softer 
induration of the chronic inflammatory condition; 
and what is most marked is that the mucous 
membrane between the growth and the anus 
appears perfectly natural and unchanged in 
character. In a large proportion of cases the 
tumour is within two or three inches of the anus, 


and generally involves either one side of the tube, 
or one side to a much greater extent than the 
other. In view of possible local removal, a most 
careful determination of the position, extent, and 
mobility of the diseased part should be made, and 
the fact or otherwise of involvement of the adjacent 
lymph glands must likewise be determined. 

The treatment may be palliative or radical. 
The palliative treatment consists of such medical 
means as may prevent accumulation and relieve 
pain. In some instances, where an operation 
is out of the question, great advantage is derived 
—in the opinion of some French surgeons more 
especially—by the removal of the obstruction for 
the time by the division of the strictured part 
with the knife. In other instances the growth can 
be largely removed by using a sharp spoon, and this 
may be done without any excessive haemorrhage. 
In these ways the lumen of the bowel is restored 
to a greater or less degree, and its contents are 
more readily evacuated. Another palliative measure 
is the performance of colotomy, either in the 
lumbar region, or, as is at present more generally 
preferred, in the inguinal. Into the relative 
merits of these two forms of operation it is not 
necessary for me at present to enter. 

With regard to more radical measures—the 
diseased part may be removed by excision when it 
is well within reach, is not too extensive, has not 
invaded the deeper structures, has not extended to 
adjacent lymphatic glands, or to other organs. 
The operation presents no great technical difficulty, 
but the enfeebled condition of the patient may 
render it a very serious one. 

Of course, if the disease be placed higher up in 
the sigmoid flexure of colon, it can be removed 
after an abdominal section; but an operation of 
this kind hardly comes within the scope of the 
present lecture. Lisfranc was the first to bring the 
operation of excision of cancer of the rectum into 
any considerable notice, but through German 
surgeons, notably Von Volkmann and Bardenheuer, 
who hsfte energetically advocated and practised it, 
the operation has come into general notice, and 
very extensive operations have been performed by 
them and others. With a limited amount of 
disease the parts can be reached and removed by 
a simple division of the soft parts backwards 
towards the coccyx. This bone may be removed, 
and still more extensive operative measures have 
been resorted to. Permanent cure, however, is 
very rare, although the operation in many instances 
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prolongs life, and probably relieves suffering 
enormously. In the larger number of those 
operated upon recurrence takes place within a 
year—in as many probably as 60 per cent. 

The conditions of success are that the disease 
can be completely removed—and this should be 
possible without opening the peritoneal cavity, 
although this complication, should it take place, is 
by no means necessarily fatal. It should be 
remembered that the recto-vesical pouch of 
peritoneum descends to within three or four 
inches of the surface in a man, and is, as a rule, 
one inch lower in the female. In them it often 
descends to within two inches of the surface of the 
body. 

In extensive operations of this kind it may be 
advisable in some cases to perform an inguinal 
colotomy as a preliminary operation. In this way 
the faecal contents may be diverted from the 
operation wound, and its subsequent progress after 
operation greatly facilitated. 


A CLINICAL LECTURE 

ON 

SOME AFFECTIONS OF THE 
MASTOID CELLS. 

Delivered at St. George’s Hospital, Tuesday, May 22, 1894, 
By WILLIAM O. BULL, 

Aural Surgeon to the Hospital. 


Gentlemen, —I am going, this afternoon, to 
speak to you of some diseases of the middle ear, 
especially those associated with disease of the 
mastoid process of the temporal bone, which must 
be considered part of the middle ear. 

You will remember that the temporal bone is 
developed from four centres: (1) that for the 
squamous part, including the zygoma; (2) that for 
the tympanic ring; (3) that for the styloid process; 
and (4) that for the petrous and mastoid portions. 
The styloid process centre we need not consider 
here; so that, putting that on one side, the 
temporal bone practically consists of three parts, 
the zygoma and the squamous portion, the annulus 
tympanicus, and the petrous and mastoid portion. 
The mastoid cells do not exist at birth. The 
mastoid antrum is an important part of the petrous 
bone that exists at birth and gets larger or remains 


much the same size, according to circumstances; 
but the mastoid cells begin to develop at about 
the third year and continue to do so till puberty. 
Sometimes the mastoid cells communicate with the 
middle ear and sometimes with the mastoid antrum; 
but in a very large number of cases, however care¬ 
fully you examine them, you will find it quite 
impossible to get even the finest bristle through. 
Although these cells are said to be air spaces 
there are really three distinct forms of mastoid 
process. There is the variety which is known as 
the diploetic form. This consists of small spaces 
just like the diploe of bone; and the whole 
mastoid process may or may not consist of this 
diploetic tissue. It very rarely does so. The 
second is the pneumatic form. It consists entirely 
of air spaces and nothing else. The third is the 
compact form. There are, therefore, three distinct 
varieties of mastoid process: (1) the pneumatic, 
consisting of air cells; (2) the diploetic, consisting 
partly of air cells and partly of diploetic tissue; 
and (3) the compact form, consisting of hard 
sclerosed bone, fatty tissue, or diploetic tissue* 
In 100 cases about thirty-six will consist purely 
and simply of the pneumatic form; about forty- 
two of a mixture of the pneumatic and the 
diploetic; and the remainder will be of the 
compact variety. In the mixed class the lower 
part usually consists of diploetic tissue and the 
upper part of air cells. 

Having reminded you of the structure of the 
bone, I now go on to speak of the different 
diseases which attack this bone. They are— 

(1) Primary acute periostitis. 

(2) Inflammation of the cell-spaces of the 


process. 

(a) Primary acute inflammation. 

(If) Acute inflammation occurring during 
acute middle ear suppuration. 

(c) Secondary chronic disease of the cell- 
spaces. 

(1) Primary acute inflammation of the mastoid 
periosteum without any association with middle 
ear disease is a very rare condition, so rare that I 
have never seen it in this hospital, and only once 
outside. It was a rather instructive case which 
occurred in the practice of Sir William Dalby,— 
that of a rather delicate girl, aged 12, who was 
brought to him suffering from the most agonizing 
pain over the mastoid process. As it did not 
yield to the usual treatment an operation was 
done, an incision being made through the peri- 
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osteum, which was just lifted from the bone. A 
little serum was let out, and the patient im¬ 
mediately got well. There was absolutely no 
disease in that ear at all. Three years later sh* 
came again with exactly the same condition on the 
other side, there being again no disease of the ear. 
This child had had inflammation of the periosteum 
of the temporal bone, which an incision relieved, 
and she recovered perfectly. Nd cause could be 
ascertained for the condition. 

Such primary inflammation of the periosteum of 
the mastoid process may be treated in various 
ways. The method most often used here is the 
application of leeches, so as to abstract blood from 
th§ neighbourhood of the inflammation, and this is 
sometimes, though not invariably, followed by an 
improvement. Another most excellent mode of 
treating this condition is the application of cold 
by means of tubing wound round the ear and 
constantly applied. This is extremely grateful to 
the patient, giving great relief from the pain and 
distress; but as soon as the patient begins to get 
better the cold becomes so irksome that it 
cannot be longer borne, and you are obliged to 
take it off. If, however, there is any high fever, 
it is best at once to make an incision over the 
periosteum right down to the bone, dividing the 
periosteum freely. In making this incision you 
will, of course, have regard to the personal appear¬ 
ance of the patient, keeping as dose behind the 
ear as possible, so as to avoid any obtrusive scar. 
Nor should the incision be made downwards, lest 
the knife suddenly slip and a long scar result from 
the accident, or any of the deeper tissues of the 
neck be damaged. Begin the incision from the 
apex of the mastoid and cut upwards, in which 
case, if your knife did slip, you would only make 
a small scalp wound which would not be of any 
importance. 

(2) In considering the second variety—inflam¬ 
mation of the cell spaces—you at once come to 
the part of the temporal bone which is known as 
the mastoid antrum. This, however, is a mis¬ 
nomer, because the mastoid antrum is not in the 
mastoid process; it is in the petrous portion of 
the temporal bone. It exists at birth, and is a 
small ovoid space, situated practically immediately 
behind the middle ear and forming part of it. It 
is said to be always in communication with the 
middle ear by a minute orifice at the upper and 
back part of the tympanum. Now what is the use 
of the antrum ? You have here an almost closed 


cavity, lined with mucous membrane, which is 
continuous with the mucous membrane of the 
tympanic cavity and which secretes mucus. Pro¬ 
bably it simply serves to secrete mucus to lubricate 
the mucous membrane of the middle ear, much 
the same as in the larynx the sacculus laryngis 
secretes mucus to lubricate the mucous membrane 
of the larynx.* The curious thing about it is 
that the opening being at the highest part mucus 
only flows from the antrum into the middle 
ear when the antrum is absolutely full; in other 
words, it is only an overflow; and, in all proba¬ 
bility, the mastoid antrum in health is always 
full of mucus which flows over and keeps the 
tympanic mucous membrane sufficiently moist, 
and when in excess passes down the Eustachian 
tube into the pharynx. If, in a patient out of 
health, suffering, for instance, from typhoid, scarlet 
fever, diphtheria, or influenza (the last particularly), 
a little inflammation runs along the Eustachian 
tube into the middle ear, a process of inflammation 
is set up, which may or may not subside. If it 
subsides, the patient may be left more or less deaf 
or perhaps not deaf at all. Supposing it to go on 
to suppuration, the most fortunate thing is for the 
membrana tympani to give way at once: firstly, 
because that would give relief from acute pain, 
and, secondly, because the amount of destruction 
done by the suppuration is the less the shorter the 
time the pus is in the middle ear. If the mem¬ 
brane burst and the pus come away, little damage 
may be done; if the membrane remain intact and 
the suppuration continues to cause increasing 
tension, there will be severe damage. Whenever 
there is suppuration going on in the middle ear in 
all probability there is also pus in the antrum; but 
that may not be so for certain, because, you 
remember, the communication between the mastoid 
antrum and the middle ear is so microscopically 
small that any swelling of the mucous membrane 
and inflammation might immediately close it. If, 
however, it is affected, a rather serious condition 
is present. There is inflammation of the antrum, 
then a closure of the communication between the 
tympanic cavity and the antrum, so that pus is 
retained in a very minute cavity, and probably the 
inflammation will extend to the mastoid cells. 
And you must remember to draw a hard and fast 
line between the antrum and the mastoid cells. 
You have then suppuration in the mastoid cells. 
In every single case of suppuration in the middle 
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ear in which he made a post-mortem examination, 
Politzer of Vienna found pus in the mastoid cells. 
That, however, does not necessarily imply that 
there has been a single symptom during life. The 
fact that there is a certain amount of pus in the 
mastoid cells does not of necessity demand opera¬ 
tion. There is no reason why it should not be 
absorbed and the patient get perfectly well. If it 
does not get absorbed the inflammation goes on, 
and the mucous membrane of the mastoid cells, 
tympanum and antrum are all inflamed from the 
same affection, although no communication between 
the cell spaces and the antrum can be demon¬ 
strated. 

Of the diseases of the mastoid cells primary 
acute inflammation is met with sometimes, (a) 
By primary acute inflammation, I mean inflam¬ 
mation with no disease of the ear itself. Just as, 
• you will remember, you sometimes meet with 
mastoid periostitis, so you also meet with primary 
acute inflammation of the mastoid cells. It is 
usually in connection with a disease like pneu¬ 
monia, and in the pus which is drawn away from 
these cells you may find the diplococcus of pneu¬ 
monia. 

(b) If the mastoid cells get inflamed during an 
attack of acute inflammation of the middle ear, 
you have certain symptoms, of which the main are 
pain, increased heat, displacement of the ear, 
depression of the superior wall of the external ear, 
and profuse discharge. The pain is aggravated 
very much by pressure; it radiates over the head 
in a manner very much the same as neuralgia, 
and it becomes much worse at night. All that 
alone perhaps does not lead you to diagnose pus 
in the cells, but on pressure over the mastoid pro¬ 
cess you will usually find oedema. This you may 
not observe at first, but if you look very carefully 
—and you should always stand behind the patient 
and compare the two processes—you will find 
some oedema. As far as I have seen, whenever 
there has been inflammation of the mastoid cells 
oedema has been present. 

The next point to remark is the condition of the 
membrane. You may be able to see it, and 
usually you will find a perforation with pus oozing 
through it in a peculiar semi-offensive, glairy con¬ 
dition—pus mixed with mucus, always profuse. 

The third important symptom is one which is 
not very often called attention to in text-books— 
namely, that there is a bulging of the posterior 
wall of the meatus, so that when you look into the 


ear you will find that the posterior superior wall of 
the bony meatus close to the membrane is de¬ 
pressed and the lumen of the meatus narrowed. 

Standing behind the patient you will notice that 
the whole ear is displaced—the auricle downwards 
and forwards—so that sometimes the posterior 
surface of the ear will stand right out and look 
directly backwards. That is simply owing to the 
swelling of the soft parts. 

Finding this condition, what are you to do for 
it ? Here, again, you may try the effect of leeches, 
or you may try what the application of cold will 
do; but in all probability you will have to operate, 
and open the mastoid process; a course which is 
urgently called for if the patient has a rigor. 

(c) The last form is secondary chronic disease 
of the mastoid process in association, of course, 
with disease of the middle ear itself. Thus there 
are practically four forms,—primary periostitis of 
the mastoid process, primary inflammation of the 
cell spaces of the mastoid, acute inflammation of 
the mastoid cells, associated with acute suppura¬ 
tion of the middle ear, and secondary chronic 
inflammation occurring in connection with middle 
ear disease. If you have a chronic inflammation 
of the mastoid cells it may go on to recovery; the 
whole of the pus cells may be absorbed, and the 
patient get quite well. On the other hand, it may 
go on to suppuration, when you will have to deal 
with it as I shall indicate. Again, it may go on 
to sclerosis, so that you may get a diploetic form 
of mastoid process turned in course of time into 
the compact form, the whole structure of the 
mastoid process changing. Lastly, complications 
may arise such as cerebral abscess, meningitis and 
sinus phlebitis which would lead possibly to 
septicaemia or pyaemia with fatal termination. If 
you decide on some operation on the ear you are 
limited to a certain number. You may employ 
the simple incision down to the bone, which, you 
remember, we said we would make use of in 
primary acute periostitis. That you will find de¬ 
scribed in nearly every text-book as “ Wilde’s 
incision." It is an operation which is rapidly 
going out of use. But you will at once see that 


if there is inflammation in the cells of the process 
an incision will not do much good, and will not 
cure the disease. You are then reduced to open¬ 
ing the mastoid cells. Now you must draw a hard 
and fast line between opening the mastoid cells 
for acute abscess and opening the mastoid cells for 
the secondary changes of chronic disease. It will 
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be quite enough when opening the mastoid cells 
for acute abscess that you open the cells alone 
without interference with the antrum. All the 
benefit possible will be obtained by simply break¬ 
ing through the outer cortical part of the mastoid 
process. 

In a case with profuse discharge from the ear, 
the pus very likely offensive and horribly septic, 
with the ear standing out from the head, the 
patient very ill with high fever and a temperature 
of 102-103°, you simply gouge away the mastoid 
process until you get a hole big enough to admit 
the little finger through which the pus escapes, and 
wash out the ear with some antiseptic solution; in 
from two or three days to a fortnight the membrane 
will heal, the discharge from the ear and the 
mastoid cells will stop, and the patient get ab¬ 
solutely well, although there is no traceable com¬ 
munication between the mastoid cells and the 
middle ear. Such communication, however, there 
must be, because it is difficult otherwise to under¬ 
stand how this inflammation could run along from 
the middle ear into the mastoid cells, unless 
through some minute hole. In a large number of 
cases, however, you cannot find it, and Politzer 
believes that often it does not exist. 

The best way to operate probably is to make an 
incision close behind the ear, beginning over the 
apex of the mastoid process, and extending it up 
nearly to the base. The soft tissues being divided, 
the periosteum is then cut through, and by means 
of an elevator pushed forwards and backwards. 
You then seek for a point of bone, marked on some 
skulls but not on others, known as the spinum 
supra-meatum, a tiny point of bone which stands 
out immediately above and behind the bony 
meatus. Using your instrument immediately be¬ 
hind and below that, you will open the mastoid 
process with perfect safety. Now there is a 
certain danger in opening this process. You may, 
as has happened to the best of surgeons, open the 
lateral sinus. In all probability the best instru¬ 
ment to use is the ordinary small sharp gouge, and 
I advise you to use it keeping the direction 
forwards and slightly upwards as near as possible 
to the posterior wall of the meatus, by doing which 
it will be almost impossible to wound any im¬ 
portant structure. The position of the lateral 
sinus leaves you little room to work in, but if you 
keep so far forward that you may even wound the 
posterior wall of the meatus, you will do no harm, 
or none of any importance. To chisel away the 


posterior wall in most cases is probably unnecessary, 
but in others where you are operating for chronic 
disease, it is a very useful procedure. If you do 
wound the lateral sinus it is not an accident of 
very great importance, although it used to be 
thought necessarily fatal; you have simply to put 
a plug of gauze on it until you have finished the 
operation, and then leave it temporarily plugged 
while thrombosis takes place. You must remember 
that you may not get pus at once, because you may 
have opened one of the mastoid cells in which 
there is only diploetic tissue, and you may have to 
continue gouging until you come to the pneumatic 
form. In the pneumatic form there is a much 
wider space than in the other to operate on, and 
there is less risk, for the lateral sinus does not 
come so far forward as in the diploetic form; but 
unfortunately we have no way, before commencing 
to operate, of telling which form we shall meet with, 
so that in certain cases you may find the lateral sinus 
coming right up to the posterior wall of the external 
ear, and there is absolutely no room for you to oper¬ 
ate ; you have then either to relinquish the operation 
or to chisel away the posterior wall and so open up 
the antrum. If there is an abscess over the 
mastoid process, when you have made your incision 
a certain amount of pus will come out. You then 
must examine to see if there is a sinus leading 
into the bone itself. If there is, then you can pick 
away the bone with a sharp gouge, following the 
sinus into the bone, and you may thus at once 
come either on pus or grumous material, or even a 
sequestrum or spicules of bone. Having cleared 
these out, you wash out with an antiseptic and put 
in a drainage tube, or plug the wound with double 
cyanide gauze. The wound is then sewn up, and 
the gauze is not removed for several days unless 
there is profuse suppuration. 

But, supposing you are operating not for acute 
but for chronic abscess, you must adopt a different 
method and another place. I told you that if you 
opened the mastoid cells in cases of acute inflam¬ 
mation of the mastoid process with acute suppu¬ 
ration of the middle ear the patients would mostly 
get well. It does not matter in the least, provided 
you do not wound any important structure, where 
you open the process. You gouge away the outer 
wall of the mastoid process, and so give exit to the 
pus. But if you are to try to open the antrum 
you must go not low down, but higher up, keeping 
as near as possible to the posterior superior wall of 
the external meatus. That operation is probably 
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also best done by means of gouges. You take 
first one gouge and then another, keeping always 
in view the exact position at which you wish to 
open, and gouge forwards and upwards so as to 
avoid wounding any important structure. You 
bore on bit by bit until you finally open the mas¬ 
toid antrum. The mastoid antrum, remember, is 
situated in a compact layer of bone, and has very 
important structures in relation to it. Behind it 
you have part of the lateral sinus; above it you 
have the roof of the middle fossa of the skull; 
below it, in compact bone, is the facial nerve, 
which it is an exceedingly easy thing to wound. 
The surgeon should give instructions to his anaes¬ 
thetist to watch the features of the patient during 
the whole operation, and tell him if he sees the 
slightest twitching of the muscles of the face. If 
this occurs he knows that the nerve is in danger of 
being wounded. Having bit by bit gouged away 
the bone, you will probable in the end succeed in 
opening the mastoid antrum. Supposing you do 
not, how deep are you to go? If you go very 
deep, and you are the least bit out of direction, 
the probability is you will wound one of the semi¬ 
circular canals. On this point again, I am sorry 
to say, there is no rule; but, roughly speaking, 
you are perfectly safe if you go up to about from 
6 to i s centimetres. You cannot go much farther, 
and, at a rough guess, you may put that down at 
about £ in. to i in., and if by that time you have 
not opened the mastoid antrum, you had probably 
better desist and take a short time to consider 
your best course. If it is absolutely necessary to 
go on, and your patient’s life is in danger, you 
then give up that operation and at once extend 
your skin incision a little forward. You turn the 
ear forward, separate the membranous portion of 
the external meatus from the bony portion, and 
chisel away the posterior superior wall. By cau¬ 
tious steps the tympanic cavity is then laid bare. 
Having done that—and remember in this case you 
are operating for chronic ear disease—you will 
proceed to remove any granulations that are pre¬ 
sent arising from carious bone. You will scrape 
the carious bone very carefully and remove the 
ossicles and the membrane if necessary. You 
might naturally think that this having been done 
the patient will at once become deaf for the re¬ 
mainder of his life. It is curious that very often 
this is not so—that although the membrana tym- 
pani, the malleus and the inchus be removed, the 
patient may hear absolutely as well as before. 


That leads to the question, If this is so, what is 
the use of the membrana tympani? It has no 
vibrating note itself, and it is supposed to conduct 
the > sounds to the bones through the malleus to 
the incus and on to the stapes, and so to the 
internal ear. But if, provided there has not been 
much inflammation in the middle ear, the hearing 
is as good without it as with it, its exact function 
becomes a matter of question. It is supposed by 
those who believe that the mastoid antrum is 
solely for secreting mucus to lubricate the middle 
ear that the membrana tympani is solely for the 
purpose of preventing its escape. Whether that 
is so I do not know; but the membrane, incus 
and malleus may certainly be taken away, and the 
patient hear just as well as before. After the re¬ 
moval of all diseased structures the patient may— 
in from a year to two years—probably get per¬ 
fectly well. They will get well by a restoration of 
the membrane which has been taken away. A 
cicatricial membrane will form over the ear which 
replaces, though not entirely in slructure, the 
whole of the membrana tympani. But these 
operations for chronic suppuration are not to be 
undertaken lightly. It is quite true that in a cer¬ 
tain number of cases—and they have been per¬ 
forming the operation to a great extent in America 
—patients have done well after removal of the 
ossicles and membrane. It is a very great thing, 
especially for patients of the upper and middle 
classes, to get rid of the offensive smell and 
trouble of a discharge from the ear; but it cannot 
be done without occasional danger to life. It is 
not by any means always a success. I have seen 
a considerable number of these cases operated on 
in which there is still an offensive discharge and 
continued deafness, although the patients have 
gone through an operation attended with some 
peril to life. 


Oil of Cinnamon to abort gonorrhoea. The 
first day inject one minim to the ounce; the 
second, two; and thereafter, three, made up with 
a liquid petroleum preparation. Cleanse the canal 
beforehand with peroxide of hydrogen. 

(Da Costa, Med . Rec.) 


Methyl-blue, five per cent, solution, to moisten 
tampons, is said to act directly upon the bacteria 
in vaginitis, causing discharge and pain to cease. 

(Med. Ree.) 
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CLINICAL NOTES. 

-- 

WITH DR. JOHN PHILLIPS 
IN THE GYNECOLOGICAL DEPARTMENT 
OF KING’S COLLEGE HOSPITAL. 


Malignant Disease of the Uterus. 

Case 1. Cancer of Cervix spreading Down¬ 
wards . This patient, as you have heard, is 32 years 
of age, and with five children. She says she was 
quite well until six months ago, when she began to 
suffer from menorrhagia. This has increased very 
much, and she now has scarcely a day’s freedom 
from haemorrhage. There has been greater fre¬ 
quency of micturition both during the day and at 
night for the past month. She is certainly losing 
flesh rapidly, but suffers no pain. Whenever 
there is no haemorrhage she has a watery, slightly 
offensive discharge. The patient is pale and ill- 
looking, but otherwise there is nothing striking in 
her appearance. On examination per hypogastrium 
we find that the inguinal glands are distinctly en¬ 
larged on both sides. 

Per vaginam , the finger encounters about an 
inch above the urethra on the anterior vaginal wall 
a hard, raised and irregular thickening, increasing 
in breadth as the cervix is approached. It is 
covered by smooth mucous membrane in its lower 
portion, but ulcerated and bleeding freely in its 
upper two-thirds, where it can be traced into the 
anterior lip of the cervix. The posterior lip is free 
and healthy, but the uterus is fixed, although of 
normal size. On examining this growth on the 
anterior vaginal wall through a Sims’ speculum 
you see that the part near the urethral orifice is 
studded with nodules of a lighter colour than the 
surrounding surface, and that no bleeding occurs 
on handling it. 

Passing the sound into the bladder we find that 
the vesico-vaginal wall is much thickened and 
involved, but that so far no fistula exists. This 
case is, of course, a hopeless one, but it is instruc¬ 
tive from a clinical point of view. The disease 
evidently began in the anterior lip of the cervix, 
spreading, as is frequently the case, downwards on 
to the vaginal mucous membrane, and not upwards 
or laterally. The difficulty connected with mic¬ 
turition is evidently due to the posterior bladder 


wall having become involved in the growth, and 
if ulceration goes on a vesico-vaginal fistula will 
ultimately result. The lower third of the anterior 
vaginal wall has become infiltrated by the ad¬ 
vancing disease, which probably accounts for the 
enlargement we discovered in the inguinal glands. 
It is not a proper proceeding here to handle the 
parts too much as free haemorrhage results, and 
septic absorption may follow, but there is no harm 
with the disease, situated where it is, in passing a 
sound through the Sims’ speculum. This, as you 
see, is easily done, and it only penetrates 2\ inches. 
Had the disease involved both lips it would have 
been undesirable to resort to such a proceeding. 

Case 2. This patient, who by a strange coinci¬ 
dence immediately follows the preceding one, is 
36 years of age and a multipara. She also com¬ 
plains of flooding, but what she begs relief from is 
the pain in her “ back.” * On going into her his¬ 
tory we find that her illness is also of short dura¬ 
tion—viz., a feeling of weight in the pelvis, with 
backache, and increasing constipation eight months, 
and haemorrhage three weeks only. She is also 
losing flesh rapidly. 

On examination per hypogastrium we find a 
tender, hard, fixed median swelling reaching two 
fingers breadth above the symphysis pubis. It 
can be traced laterally into both iliac fossa. Per 
vaginam, the uterus is quite fixed and bimanual 
manipulation shows it to be a part of the mass felt 
in the lower abdomen. The cervix feels healthy, 
but pushing its way through the external os uteri 
is a hardish lump the size of a pigeon’s egg. 
Copious haemorrhage has followed examination, as 
you see, and it is bright red in colour and not 
offensive. On passing a Sims’ speculum the cervix 
is found quite healthy, but protruding from the ex¬ 
ternal os uteri, and apparently attached about half 
an inch within the cervical cavity is the lump 
already felt by digital examination. You see at 
once that the haemorrhage is coming from this, 
and its appearance and darker colour strongly sug¬ 
gest a malignant growth. In all probability the 
course of this case is as follows: The disease 
began in the interior of the cervix as a nodule in 
its walls, and spread outwards into the pericervical 
cellular tissue and that contained between the 
layers of the broad ligaments. Growth has been 
going on until the mass has cropped up above the 
brim of the pelvis. Other possible modes of 
origin might be alluded to, but I think the one 
above mentioned is the more likely. The treat- 
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ment, of course, is entirely palliative. The pain 
which we find she refers entirely to the base of 
the sacrum (sacralgia or sacrache) must be relieved 
by morphia, and it will be found that an increasing 
dose will be necessary and is best combined with 
belladonna. Bromidia has been recommended by 
some authorities, but it is of doubtful utility. 

The growth is evidently pressing on the bowel, 
but not on the bladder or either ureter. Death in 
her case may take place ultimately by absolute 
obstruction, uraemia, or gradual inanition from 
haemorrhage. 


disease. This is evidently then the cause of her 
amenorrhoea, and is very unusual. It is in all 
probability not an organic murmur, and full doses 
of iron will prove of the greatest service. 

It must be borne in mind that, contrary to the 
general belief, organic cardiac disease is usually 
associated with scanty menstruation, and finally, in 
many cases, absolute amenorrhoea rather than 
menorrhagia. 


After-Results of Oophrectomy. 


Heart Disease and Pregnancy. 

You observe the distress of breathing with 
which this patient walked into the room and now 
relates her history. She tells us that she is 35 
years of age, with four children, and that she is 
again five months pregnant. She was quite well 
and able to get about until a few days ago, when 
she was seized with d/spnoea, palpitation, and a 
wheezing cough, all of which has continued with 
increasing severity since. Yesterday she had a 
bad headache, which was relieved by a copious 
epistaxis this morning. Beyond occasional joint- 
pains she has never had rheumatism, and no 
family history of that complaint could be elicited. 
On examination of her heart we made out an 
apical praesystolic thrill and a well-marked praesys- 
tolic apical murmur; there was some pulmonary 
oedema, the feet slightly swollen and oedematous; 
the uterus was nearly at the level of the umbilicus, 
and foetal heart sounds were quite distinct. No 
albumen was found in the catheter-drawn urine. 
Of course the important question here is to indi¬ 
cate the line of'treatment to be adopted. She is 
evidently suffering from compensatory disturb¬ 
ances, which are best treated by regular doses of 
tincture of digitalis or strophanthus, with complete 
rest in bed or on the sofa. This latter may be an 
extremely difficult proceeding for a poor patient to 
adopt and is frequently quite impossible. Should 
these remedies fail, the oedema of lungs and feet 
will increase, and her condition will demand in¬ 
duction of labour or nature herself will terminate 
the pregnancy. It is a point to be noted that the 
onset of the symptoms was very sudden in this 
case. 


Amenorrhoea and Cardiac Disease. 

This girl, aged 21, has consulted this depart¬ 
ment because of her amenorrhoea. The loss was 
oiiginally normal, but during the past few months 
has gradually diminished until entire cessation has 
taken place. She looks anaemic and ill, and can, 
as you see, scarcely move or speak without gasping 
for breath. On auscultation we found a systolic 
aortic murmur, but no pulmonary or mitral 


This patient is an instance of the unfortunate 
results which sometimes occur even after removal 
of diseased ovaries. Five years ago, when 30 years 
of age, she first applied here for profuse menor¬ 
rhagia and dysmenorrhoea. There was no doubt 
about both, as was amply testified to by her 
medical attendant. Nothing beyond two very 
large and prolapsed ovaries were made out. Pal¬ 
liative treatment of every kind was tried, combined 
with prolonged rest varying in duration, but ex¬ 
tending over a year. At the end of that time she 
was, if anything, rather worse, and her condition 
became very serious. It was, therefore, decided 
to remove her ovaries. This was done, and she 
made an easy, immediate recovery. The ovaries 
were cystic and cirrhotic, and amply justified re¬ 
moval. Since the operation she has been a severe 
sufferer in many ways. Her symptoms seems to 
be of three distinct types: 

1 st. At varying intervals of from four to six 
months she has violent ovarian pain, with flooding, 
lasting about ten days, completely prostrating her. 
Sickness and frontal headache accompany these 
phenomena. 

2nd. Periodic attacks of swelling and pain in 
the left breast, the glandular structures only appa¬ 
rently being involved. 

3rd. When free from the two former, she fre¬ 
quently wakes up suddenly in the morning to find 
the whole of her conjunctiva on the left side a 
blood red colour (“bloodshot”). This disappears 
gradually in from a week to ten days. 

These three types are in addition to the ordinary 
signs of the menopause. Every kind of treatment 
has been tried without much avail, although dur¬ 
ing the last six months she has been able to do a 
little work as a nursery governess. She has just 
got over a bad haemorrhage, and you can see the 
condition of her left eye. Her case indicates very 
clearly that removal of ovaries, even when in a 
diseased state, should not be undertaken without 
very grave consideration. The patient should al¬ 
ways be informed (a) of the immediate or opera¬ 
tion risk; (b) that the haemorrhage may not cease 
after operation; (c) that she may suffer in many 
of the ways detailed above, in addition, of course, 
to being completely unsexed. 


Digitized by 


Google 



THE CLINICAL JOURNAL, 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE. CLINICAL REPORTER, 

CLINICAL CHRONICLE AND CLINICAL REVIEW. 


WEDNESDAY, JUNE 20, 1894 . 


A CLINICAL LECTURE 

ON 

ENLARGEMENT of the PROSTATE. 

Delivered at St. Thomas’s Hospital, Feb. 28, 1894, by 

SIR WILLIAM MAO OORMAO, 

M.A., D.Sc., P.R.O.S., 

Consulting Surgeon to, and Emeritus Lecturer on Clinical 
Surgery at, St. Thomas’s Hospital. 

Gentlemen, —We have here a patient, 73 years 
of age, whose affection has only troubled him since 
September last. He has a very much enlarged 
prostate, in all its dimensions, which has led to 
considerable distortion of the urethral passage, and 
the usual symptoms attendant upon this condition. 
The gland is five or six times its normal size, and 
seems to block the pelvic outlet. The growth 
must have been of many years’ duration, yet he 
has suffered no inconvenience until within the last 
few months. This other patient, who is only 50, 
has been troubled with his water for the last five 
years, so that in his case the symptoms are of 
longer duration; and here also there is a general 
enlargement of the whole gland. Those of you 
who wish it may now examine these two cases for 
yourselves. 

Enlargement of the prostate gland, of which 
these patients are the subject, is a common com¬ 
plaint in persons over 50 years of age; in fact, 
one-third of those who reach and exceed that age 
are probably affected in this way. It does not 
by any means follow, however, that enlargement of 
the prostate gland necessarily causes disturbance 
in the urinary function, for probably only a certain 
proportion of those in whom this enlargement is 
present suffer any trouble or inconvenience in the 
function of the gland or in that of the urethra and 
bladder. Probably only about half of those sub¬ 
ject to prostatic enlargement complain of urinary 
trouble. This is a point to be borne in mind, and 
you will find frequent opportunities for verifying it 
when examining patients with prostatic enlarge¬ 
ment. For instance, the older of the two patients 
you have seen has a prostate treble the size of that 
found in the younger man, but he has not, he 
Vol. IY. No. 8. 


says, until the last five months suffered from any 
prostatic trouble. In some cases the inconvenience 
is very slight, amounting to no more than at most 
a frequent micturition. In other cases the trouble 
goes on increasing, gradually becoming worse and 
worse, until, finally, the most serious inconvenience 
is caused. The patient is incessantly compelled 
to attempt to empty the urinary bladder; the 
attempt is as incomplete as it is frequent; and 
finally, in some cases at all events, he at last 
reaches a point where he cannot relieve himself at 
all, and instrumental aid of some kind or another 
must be employed. 

In speaking of this disorder it may be con¬ 
venient to recall to your minds some of the 
anatomical relations of this organ. It is, as you 
know, universally called the prostate gland; but 
that is really, to a large extent, a misnomer, be¬ 
cause its structure is one composed, in some cases 
to the extent of two-thirds, and in others of three- 
fourths of its substance, of unstriped muscular 
tissue ; and certainly its function—one of its very 
important functions—is to act as a muscle. It 
might therefore be anatomically more properly 
called the prostate muscle—the muscular elements 
predominating rather than the glandular, which are 
comparatively few in number. 

The prostate is an organ which has been com¬ 
pared, not inaptly, in bulk and shape to a Spanish 
chesnut. It is about an inch in length from the 
internal meatus to its apex; and an inch and a 
quarter or an inch and a half in breadth, but it 
varies very much in different cases within certain 
limits. It is about three-quarters of an inch in 
thickness, lies in the hollow of the rectum, just 
where the second portion of that tube joins the 
third, and is thus within easy reach from the anal 
orifice. It is surrounded by a reduplication of the 
recto-vesical fascia. This fascial envelope is very 
important, because it shuts the gland from the 
spaces in the pelvic fascia, and beneath the peri¬ 
toneum, and if by mischance this fascial invest¬ 
ment be divided during any operation involving 
the prostate—notably in the operation of lithotomy 
—extravasation into the fascial planes occurs and 
death is commonly the result. This investment is 
quite separate from the thin capsule of the gland 
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itself; the prostatic plexus of veins and the arteries 
which supply the organ with blood intervening. 

The muscular arrangement is somewhat definite. 
Immediately beneath the thin fibrous capsule is a 
layer of interlacing fibres which are continuous 
with the external muscular fibres of the bladder. 
Beneath these, forming the substance of the gland 
and giving it its shape, is a large quantity of inter¬ 
lacing fibres, held together and separated by a very 
moderate amount of fibrous stroma, which again, 
more deeply, give place to a circular layer of 
fibres of considerable thickness, continuous with 
the circular fibres of the bladder. These circular 
fibres are very well marked* in the neighbourhood 
of, and, where they surround the internal urinary 
meatus. Finally there-is a somewhat thin layer of 
longitudinal muscular fibres continuous with the 
longitudinal fibres lining the urethral canal. 

In considering prostatic disease we must take 
into account the condition and character of the 
urethra which traverses the organ. Its normal 
position varies somewhat, but it is always nearer to 
the upper surface than to the lower, and in section 
shows a semicircular or crescentic form. The 
organ is also traversed by the ejaculatory ducts 
which enter the base of the gland and pass 
obliquely forward to open into the verge or margin 
of the utriculus; and the portion above these 
ducts is almost entirely muscular, as is also the 
part in front of or above the urethra. This arrange¬ 
ment of muscle, gland tissue and fibrous stroma 
is to be recollected in discussing the various dis¬ 
ordered conditions of the gland. To sum up the 
matter, as far as the constituents of this organ are 
concerned, we have the bulk of it composed of un¬ 
striped muscular tissue, with a moderate amount of 
acinous gland structure which opens by a series of 
ducts 8—20 in number, in the prostatic sinuses on 
each side of the verumontanum; and, finally, a 
small quantity of fibrous stroma. You ought also 
to bear in mind, what is sometimes forgotten, that 
the normal direction of the prostatic urethra is 
almost absolutely vertical in the erect position of 
the body, and you should keep this fact in mind 
when passing a catheter, and especially when you 
are passing a catheter in any enlarged or abnormal 
condition of the prostate. 

These, then, briefly are the anatomical relations 
of the prostate. It is supplied, of course, by the 
prostatic plexus of nerves derived from the second, 
third, and fourth sacral nerves and branches of the 
sacral ganglia of the sympathetic. These nerves 


are continued to the penis, and are finally distri¬ 
buted to this organ and to the base of the glans ; 
which, along with the fact that the internal pudic 
nerve and the lesser sciatic are derived from the 
second and third sacral, and from the third and 
fourth respectively, accounts for the referred pain 
felt in cases of enlargement of the prostate both in 
the perineum, the buttocks, and the base of the 
glans penis. The pain is sometimes spoken of as 
being at the end of the penis, but it is really at the 
base of the glans, and is due to the continuation 
of the cavernous plexus from the prostatic plexus 
to this situation. 

Another matter of some interest is the function 
of the prostate gland. It is not so well known, 
perhaps, as it might be; but we know this much— 
that it is an organ which only develops with the 
development of the sexual apparatus in the body. 
In the young person there is only a rudimentary 
prostate; and until the age of puberty you do not 
discover, on rectal examination, any prostate at all, 
or at least anything but a very rudimentary trace 
of one. At puberty it begins to develop, and 
reaches its full maturity about the age of 25. 
This would seem to connect it distinctly with the 
organs of reproduction. Connected with this 
function is its action of closing the internal meatus 
during seminal emission. But for this the fluid 
would find its way into the bladder in place of out 
of the external meatus. 

Observations have been made as to the effect of 
the secretion of the prostatic gland on the seminal 
fluid. It seems to have a vivifying, stimulating, 
and preservative effect upon the spermatozoa. 
These facts seem strongly to point to the intimate 
connection of the prostatic organ with the repro¬ 
ductive function. That it is so connected may be 
indirectly illustrated by the circumstance that in 
old persons, in whom the organ is enlarged, there 
is often a fictitious sexual excitement developed, 
while in castrated animals it diminishes to a small 
fibroid structure, which seems to lend further force 
to the view I have put before you. 

With regard to the diseases that involve this 
organ it may be affected by various forms of acute 
and chronic inflammatory change which are gene¬ 
rally observed in middle-aged or young adult 
persons. In connection with inflammation of the 
urethra, the result of gonorrhoea, you may have the 
prostate inflamed. It may be involved in acute or 
subacute inflammations the result of excess of 
various kinds, alcoholic and venereal; and, of 
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course, abscess may form in it. Cysts may be also 
found which, pathologically and morphologically, 
resemble cysts connected with the epididymis. 
The utriculus is sometimes closed, and a cyst may 
develop in this sac which is essentially a develop¬ 
mental remnant, and it seems to arise in the same 
way as the cysts in connection with remains of the 
Mullerian duct or the Wolffian body developed in 
connection with the upper part of the testicle and 
epididymis. Occasionally, also, though rarely, 
new growths of the prostate occur, either car¬ 
cinomatous or sarcomatous, the latter being the 
more common variety. Tuberculous disease of the 
prostate may also take place, but it is extremely 
rare as a primary affection. Many of you know 
how common is a tuberculous affection of the 
epididymis. This spreads up to the vesiculae, 
which are then felt to be infiltrated, hard, and 
knobby, in consequence of the tuberculous deposit; 
and the prostate sometimes, though not commonly, 
gets affected by a continuous extension of the dis¬ 
ease. It is more common to find the prostate 
gland involved when the kidneys, ureters, or 
bladder are the subjects of tuberculous disease. 
Here is a preparation in which the testicle is seen 
to be the seat of well-marked tuberculous deposit, 
which has extended up to the vesiculae, along the 
vas deferens, and finally has invaded the prostate, 
in which may be seen a large caseating mass. 

Passing by these conditions, I want more 
especially to call your attention to senile hyper¬ 
trophy of the prostate, of which we have many 
drawings showing its different forms, and on the 
table specimens from the museum illustrating the 
condition. 

This enlargement of the organ is not inflam¬ 
matory; it is a change which takes place in con¬ 
sequence of advancing age, just as much a senile 
change as the alteration of the colour of the hair, 
or any degeneration of old age, and other senile 
changes often co-exist. 

It is described as affecting in excess sometimes the 
muscular, sometimes the glandular, and sometimes 
the fibrous elements of the organ. Undoubtedly, 
however, the glandular element is comparatively 
little augmented in these affections. It is generally 
compressed and diminished in quantity rather 
than increased. The great development occurs in 
other structures, the muscular notably and the 
fibrous. Tumours occur in the prostate gland, 
which are comparable—so far as two different 
things can be compared—to the myomata and 


fibro-myomata which occur in the uterine tissue. 
You know how common these are at a certain 
period of life, when the active function of the 
uterus is nearing its termination. In respect of 
their position, uterine myomata may be either 
sub-mucous, interstitial,or sub-peritoneal, and in the 
prostate gland masses of fibro-myomatous tissue are 
found forming distinct tumours, sometimes in the 
substance, and sometimes as external growths into 
the interior of the bladder. Those which project 
from the surface oftentimes form pedunculated 
masses in the interior of the bladder, and resemble 
the sub-peritoneal fibro-myomata of the uterus, 
whilst those in the substance of the gland are 
analogous to those which develop interstitially. 

The prostate gland is composed of three lobes 
which are not distinct in any way, being continuous 
in structure; but still they have a considerable 
influence in determining the character of the 
enlargement that occurs, and the results it produces 
upon the urethra as it passes through the gland. 
I have already said that the most common form of 
hypertrophy is the muscular and fibrous, and this 
hypertrophic change may affect either the entire 
gland substance uniformly (which is perhaps the 
least common way), or it may affect, to a greater 
or less extent, one or other of the three .constituent 
lobes. The two lateral lobes may be greatly 
enlarged—one usually more than the other—while 
the affection of the median lobe may be com¬ 
paratively slight, or the predominating enlargement 
may be of the middle lobe. 

Generally, we find, as we should expect, that the 
enlargement takes place in the direction of least 
resistance, namely, towards the interior of the 
bladder. The other parts of the organ are 
invested by a somewhat dense fascial envelope, 
which resists extension; but the portion of the 
gland which presents towards the bladder is not 
restrained in any such fashion, and is able, without 
much resistance, to enlarge in that direction. 

I have told you that in only about 50 per cent, 
of the cases does enlargement of the prostate, when 
it occurs, produce any notable interference with 
the functions of the urethra and bladder; but in 
the other fifty cases there is a marked impairment, 
and this depends upon the fact that the enlarge¬ 
ment of the orgpn alters the shape and direction of 
the prostatic urethra. The bulk of the increase 
must, of course, be posterior as the bulk of the 
gland is behind; and this pushes the urethra 
forwards, so that in place of the tube being vertical 
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it is diverted distinctly forwards and prolonged 
upwards. When, therefore, the catheter is in¬ 
troduced in the usual way, the point of the 
instrument impinges upon the middle portion of the 
gland, and gets stuck fast there unless you cause 
it to ride over the obstruction by an extreme 
depression of the handle of the catheter, or in 
some other way. 

The prostatic urethra is often much increased in 
length. It is altered in direction, not only in the 
vertical, but in a lateral sense. If one lateral lobe 
be increased manifestly more than the other, the 
urethra will be pushed to the opposite side, so that 
there will be a concavity towards the more 
enlarged lobe, and a convexity towards the less 
enlarged one. You can well understand that an 
alteration or deviation in direction of a tube of 
this kind must notably interfere with the facility 
with which the catheter can be introduced. 

If the lateral lobes are increased and not the 
middle, the urethra will be compressed from side 
to side, and assume an oval shape. If the middle 
lobe is increased to a greater degree than the 
lateral lobes, the normal crescentic form of the 
urethra will be exaggerated. If there is a uniform 
enlargement of all the divisions of the organ, it will 
present a sort of triangular appearance, the vertical 
limb being much longer than the lateral ones. 
All these different types of alteration, both in the 
form, direction, and length of the urethra, have to 
be recollected in dealing with a case of enlarged 
'prostate; as they very much influence the facility 
or otherwise with which an instrument can be 
introduced. 

With regard to the diagnosis and investigation of 
the condition of enlarged prostate. One method is 
by the introduction of the finger into the rectum, 
the other by a catheter introduced into the bladder, 
or both combined. With the finger in the rectum 
you can feel the position of the prostate. Its apex 
is about ij in. from the anal orifice, and, therefore, 
it is easily reached with the point of the forefinger. 
Before the finger is introduced beyond the second 
joint, you can feel the apex of the prostate; and 
very often in cases of enlargement, by the forcing 
down of the rectum you find the prostate ap¬ 
proaches nearer to the anal orifice than its 
normal position. By introducing the finger 
an inch further, you are able to feel the base of 
the gland when normal; and, knowing its proper 
width, you ought to be able, by examining the 
anterior wall of the rectum, to determine whether 


and to what extent the prostate is enlarged. 
There is nothing intervening between the prostatic 
surface and the rectum except the reflection of the 
vesical fascia, the sub-mucous cellular tissue, and 
the mucous membrane of the rectum. But in 
cases of very much enlarged prostate, it is very 
difficult sometimes to get beyond it. You 
cannot get the finger far enough without dila¬ 
tation of the sphincter or the introduction of a 
couple of fingers. Another condition of the pros¬ 
tate in which you fail to discover much by rectal 
examination, is where the middle lobe is chiefly 
concerned. By getting the abdominal parietes 
fully relaxed, if the patient be moderately thin, you 
may perhaps ascertain by bimanual examination 
if the middle lobe is much enlarged; but the 
rectal examination alone does not tell you the 
condition of the middle lobe, at any rate very 
exactly, whether it be enlarged much or little or 
not at all. A better way in which this can be 
ascertained is by the use of the catheter. If you 
find that on introducing the catheter in the 
ordinary way, that when you come to the prostatic 
urethra the handle is at a right angle to the long 
axis of the body, and the point of the instrument 
hitches against some obstruction, you may be sure 
that the direction of the urethra is not a normal 
one. This is one illustration of the value of 
knowing the exact direction of the prostatic 
urethra; and in the case of enlarged prostate, that 
the middle lobe is involved. In order to over¬ 
come the obstruction you require to depress the 
handle of the instrument right down between the 
thighs so as to hitch the point over the enlarged 
middle lobe. Sometimes, by directing the point to 
one or other side, you may pass the obstruction. 
There is a groove on each side along which you 
may pass the point of the instrument instead of 
passing it over the obstruction in the central 
portion of the canal, or you may help with one 
finger in the rectum. 

Again, when you are introducing the instrument 
you will discover whether the lateral lobe on one 
side is much enlarged as compared with the other, 
if the point of the instrument is diverted to the 
opposite side. You can tell by the corresponding 
change in the direction of the handle which lateral 
lobe is the more involved. You can, of course, at 
the same time help to ascertain the bulk of the en¬ 
largement, and guide the instrument by keeping 
the finger in the rectum. 

With regard to the symptoms of prostatic 
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hypertrophy: As I told you in some cases, 
perhaps in nearly one half of the total number, 
there are practically no symptoms at all except the 
somewhat increased frequency of micturition which 
is commonly met with in old persons who may 
have no prostatic disease at all. But in other cases 
you will find there is greatly increased frequency 
and difficulty, and this is perhaps the earliest and 
most noteworthy of the symptoms of the disease. 
This increased frequency is very special in its 
nature. It is an increase of frequency at night 
rather than in the daytime. When the patient’s 
thoughts are diverted and his attention occupied by 
other things, he does not feel called to urinate so 
urgently, and longer intervals may pass by; but 
at night he finds that instead of sleeping con¬ 
tinuously, he is wakened up by a desire to make 
water—once, perhaps at first, but as the disease 
becomes worse, two, three, four, or many times 
during the night; and in advanced cases his rest 
will be sadly disturbed from this cause. 

Besides the increase in frequency, the stream 
of water does not come so freely as it should 
do; there is a little delay in beginning after the 
patient wishes to make water, and as he does 
not find the stream coming at once, he has to 
strain a little bit. There is also very noticeably 
(and you should always, if possible, see the patient 
make water) a diminished strength in the flow of 
water; and as the disease advances, not only does 
it come with less force, but after a time without 
any force at all, dropping down with almost no 
expulsive power behind it. Of course, the duration 
of the act will of necessity be increased, seeing 
that the stream comes slower and with diminished 
force and volume. This is dependent, however, 
not solely on the obstruction which the enlargement 
of the prostate produces, but also on the diminished 
power of the bladder muscle—a point not always 
so constantly present to the mind of the surgeon 
as it ought to be. It must always be remembered 
that this is a condition of advancing years; the 
muscular tissue of older men becomes less powerful 
all over the body. In this impairment of energy 
the vesical muscular tissue shares; and the 
diminished strength of the urinary stream is no 
doubt very largely dependent upon this diminished 
expulsive power as well as on the presence of 
actual obstruction. There is not obstruction in all 
cases of enlargement of the prostate. In some 
cases of enlargement of the lateral lobes there 
may be a considerable widening of the urethral 


channel; and, in fact, sometimes, so far from 
there being any obstruction, there is actual in¬ 
capacity to retain water, which therefore comes 
away involuntarily. Enlargement of the prostate, 
therefore, does not always mean obstruction. 

Of course, as the disease advances all these 
symptoms become aggravated—the stream of water 
comes slower, the straining to empty the bladder 
becomes greater, the patient loses that sense of 
satisfaction and relief which an empty bladder 
gives; in place of that he feels that having made 
water he has still water to make, and in place of 
any comfort or relief following the act he feels as 
if there were something left behind, and that I 
shall presently have to speak about. Then there 
is a certain amount of irritation or irritability about 
the neck of the bladder. In many cases, too, 
there are the referred pains to which I have, 
alluded. The patient has a sense of weight 
in the perineum. There is also a considerable 
amount of discomfort during the act of defaecation, 
from the pressure of the faecal mass upon the 
enlarged prostate, which sometimes projects very 
considerably into the lumen of the bowel. He 
has not unfrequently a discharge of a mucous 
character from the urethra, due to the increased 
secretion from the prostatic glandular tissue. The 
bladder, too, especially in those cases where the 
middle lobe is enlarged, alters in shape; so that, 
in place of the internal meatus being the most 
dependent part of the cavity, it is raised up with 
the enlarged mass. The consequence is that % 
pouch or diverticulum is produced behind the 
prostatic enlargement in which the urine lodges, 
and from which the efforts of the bladder to 
dislodge it become by degrees more and more 
ineffective. 

Thus occurs the condition of residual urine 
which, in advanced cases of disease of this kind, is 
so troublesome an element. This residual urine 
is the cause of the patient feeling that sense of 
unsatisfied evacuation of the bladder, which is 
one of his distressing symptoms; and it is also a 
very serious condition for the patient, because, 
being as it were a foreign body, the residual fluid 
acts as a source of irritation and produces cystitis 
of a subacute or chronic kind. The urine in these 
cases, whilst still remaining acid, becomes cloudy 
from the admixture of mucus with it; and thus is 
produced a condition of most unstable equilibrium. 
The smallest amount of septic material introduced 
into the bladder will then find a soil in which 
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septic elements can grow with extreme rapidity, 
and septic cystitis is the result. 

In cases of enlarged prostate, therefore, where 
residual qrine is found, you cannot take too many 
or too great precautions to ensure as perfect 
asepticity as possible in all instruments that are 
introduced into the bladder. If these be not taken 
you will introduce the ferment which will excite 
the septic changes in the urine and the extreme 
inflammatory condition of the mucous membrane, 
which may extend to the kidneys, and put the 
patient into a condition that often terminates 
fatally. The symptoms that are then produced 
are those of an acute febrile state, which soon 
unfortunately lapses into the so-called typhoid 
condition, where the patient becomes very weak 
and feeble, the tongue dry and brown, with mut¬ 
tering delirium, and a degree of exhaustion is 
reached which terminates in a fatal result after 
much suffering. 

This, then, is the condition of things that you 
should have present in your minds as a warning of 
the necessity for the greatest possible amount of 
care in the employment of instruments that are 
introduced into the bladder. 

As the disease advances, over-distension fre¬ 
quently takes place. The patient, unable thoroughly 
to empty his bladder, sometimes allows the water 
to accumulate in it to so great an extent, that the 
weakened bladder becomes functionally incom¬ 
petent, and retention occurs. Another way in 
which retention may take place is by a patient 
who is the subject of this disorder exposing him¬ 
self to a severe chill, or indulging in some excess 
either of diet or drink. Alcoholic excess, for 
example, is very apt to produce a superadded 
congestion in the already enlarged gland; venereal 
excess will act in the same way; so that retention 
may be thus set up. 

Another condition is the constant dribbling away 
of the urine. This might be supposed to be due 
to incontinence; but it is generally an overflow 
from the already over-distended bladder. The 
bladder becomes as distended as the organ will 
permit, and, more urine entering the bladder, it 
flows away, the bladder still remaining full. This 
possibility should, of course, always be present to 
your mind, and lead to the examination of the 
bladder to see if there be distension associated 
with the dribbling. 

With regard to the treatment in these cases I 
have already said enough to show you that the use 


of instruments, in advanced cases, at least, is asso¬ 
ciated with considerable risk. With a healthy 
bladder and a healthy condition of the urine the 
introduction of the catheter is not attended with 
material risk; but where the urine contains a large 
quantity of putrescible material (which mucus is), 
and where the vital powers are diminished, the 
entrance of any septic material provokes the 
change I have spoken of. In cases, therefore, 
where there is this imperfect bladder functiffi 
from the hypertrophied condition of the prostate 
and the senile impairment of the function of the 
bladder muscle you feel disposed to delay as long 
as possible the use of the catheter for the purpose 
of emptying the bladder; but, on the other hand, 
if you delay the use of the catheter too long you 
fall into the opposite extreme, and, perhaps, inflict 
a greater amount of injury on the patient. The 
great objection to the use of the catheter is that if 
once begun the individual has always to use it. 
On the other hand, if because of this objection 
you leave the individual too long without relief, 
the residual urine may go on increasing to such 
an extent that some day—without, perhaps, any 
warning—an acute cystitis will take place, or an 
attack of acute retention occur. Your best guide, 
therefore, in such cases as to the use of the 
catheter ought, I think, to be the number of times 
the individual is disturbed during the night and 
the amount of the residual urine. The quantity 
of residual urine can be ascertained at any time 
by making the patient pass his water and measur¬ 
ing the quantity, which can afterwards be drawn 
off with a catheter. When the patient is dis¬ 
turbed three or four times of a night, and when 
the residual urine drawn off amounts to three or 
four ounces, it is probably time the use of the 
catheter should begin. Of course it goes without 
saying that you must teach the individual to pass 
the catheter himself, for no patient, unless he be a 
very rich one, can retain a surgeon to be in con¬ 
stant attendance on him every time his water has 
to be drawn off. 

At first the instrument will require to be used 
perhaps only once in the twenty-four hours. If 
you help the bladder on one occasion it gets on 
pretty well at other times. If the bladder be 
thoroughly emptied when the patient goes to bed 
he will get a good night’s rest, or, at least, several 
hours sleep before he is disturbed by the necessity 
of again making water. The bladder having been 
thoroughly emptied, its muscle contracts, and its 
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function is capable of being exercised to greater 
advantage. 

Temporary relief and temporary increase of 
function are thus gained, and the patient gets on 
pretty well for a time. But where circumstances 
are not so fortunate, or where the disease goes on 
advancing, the use of the catheter must be re¬ 
peated more frequently. There are cases in 
which the atony of the bladder reaches such a 
degree that no water is made at all except with the 
use of the catheter. Then, of course, it must be 
passed three or four times a day, as may be 
required, in order to empty the organ. 

With reference to the kind of instrument to be 
used, Jacques’ red rubber soft instrument is the 
best. Being so flexible and pliable it can in¬ 
sinuate itself through the devious channel which 
the enlargement of the organ produces in a way 
that no stiff instrument will do. In nine cases out 
of ten I think you will be able to pass this instru¬ 
ment into the bladder. You should always use it 
in the first instance, and, if possible, give such an 
instrument to the patient to use himself. Where 
a soft instrument fails you must try the more rigid 
gum-elastic catheter. When you get it down to 
the prostate, and it is obstructed by, say, the 
middle lobe, if you go on pushing you are very 
apt to drive the point of the instrument into the 
substance of the enlarged organ. You should, 
therefore, either try to insinuate the point on one 
side or other of the enlarged lobe, or whilst de¬ 
pressing the instrument draw it towards you so as 
to bring the point away from the opposing middle 
lobe. Another very useful plan is to withdraw 
the stylette when the point is impingeing on the 
enlarged lobe. This hooks the point forward, and 
very frequently by this manoeuvre it slides over 
the obstruction. Again, you can sometimes assist 
its passage by means of a finger in the rectum. 

Where these means and the Coud^’s catheters 
fail you have to use a metallic instrument. This, 
of course, is associated with the employment of 
some force, and the risk of wounding the prostate 
arises. 

Supposing all these fail, what is to be done in 
the case of retention of the urine ? The patient 
may sometimes be relieved by a puncture of the 
bladder with an aspirating trocar and cannula. 
Of course this only temporarily empties the 
bladder, which soon fills again; but in cases 
where the obstruction or retention has been 
caused by some temporary congestion, the relief 


from pressure which the withdrawal of the urine 
gives allows the congestion to subside and enable 
the patient to go on as he did before the occur¬ 
rence of the retention. 

Where the retention has come on in conse¬ 
quence of mechanical obstruction—such as en¬ 
largement of the middle lobe of the prostate— 
where the history has been one of constant 
straining and increasing efforts to empty the 
bladder, culminating finally in failure to effect 
this, so that the bladder becomes more and more 
distended and loses all capacity for action, the 
mere temporary relief afforded by an aspirating 
puncture is perfectly useless, and some more 
radical means must be adopted. 

Two plans are available. One is puncture of 
the bladder through the rectum—an operation 
recommended in books—which I should be very 
sorry to try on an unfortunate patient. Where 
the prostate is much enlarged you have a long 
way to go before you reach the back of it. The 
bladder is reached for the purpose of puncture 
through the rectum by introducing the instrument 
which I here show you, and guiding it on the 
finger till you reach the point where you wish to 
puncture—namely, immediately behind the base 
of the prostate, where there is a portion of the 
bladder uncovered by the peritoneum as far as a 
point corresponding to the top of the vesiculae. 
Then you withdraw the guide, the end of the 
cannula being fixed at the point where you wish 
to puncture, the trocar is then introduced and 
the bladder perforated. The second cannula is 
then introduced, which separates the small pro¬ 
jecting terminal portions, the idea being that this 
collar will prevent the cannula slipping out. 
But it does not do so; it slips out constantly. 
With the action of the bowels going on every 
day it is impossible to keep it in place, and when 
it slips out the opening closes almost directly, so 
that you do not have much better result than 
with the use of the small aspirating cannula. 

We have not got here the instrument for the 
aspiration of the bladder above the pubis, but it 
consists of a trocar and cannula of semi-circular 
shape. This is introduced into the bladder 
through the part uncovered by peritoneum. I 
need hardly explain that the bladder when dis¬ 
tended carries up with it the anterior fold of peri¬ 
toneum, so that there is always an inch or more of 
'bladder uncovered by peritoneum through which 
the instrument can be safely passed. The cannula 
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has a shield which rests on the anterior abdominal 
surface, so that it can be retained without in¬ 
convenience ; and with a tube passing from it the 
water can be conveyed to a neighbouring re¬ 
ceptacle. I think there is no doubt that this 
method is preferable to the rectal puncture. 

Various methods have been suggested for re¬ 
lieving the patient from the very extreme distress 
which this obstruction causes when it is well 
marked. These plans of treatment are of two 
kinds—one palliative, the other radical. The pal¬ 
liative method is intended to provide some easy 
exit for the urine. A suprapubic permanent 
channel is made in some instances; and this has 
been modified in a very ingenious way by Dr. 
McGuire, a professor of surgery in North Carolina, 
who makes an oblique-shaped opening above the 
pubes from the surface into the bladder. He 
found that this valvular channel suffices, with a 
very slight amount of pressure, to cause retention 
of the fluid until evacuation is desired, and the 
upper opening being nearly at the level of the 
upper portion of the distended bladder there was 
no overflow. The result was a very comfortable 
one for patients operated on in this way. 

Again, there are various plans for acting on the 
obstructing lobe. Some of these operations are 
done through the perineum. A median perineal 
section is made, and in some cases you are en¬ 
abled to enucleate—for instance, an adenoid 
growth in the substance of the prostate, or to pass 
a loop of wire or an ecraseur from the perineum 
round a polypoid growth in the neck of the 
bladder. The neck of the bladder is never more 
than—seldom, except in fat persons, so deep as— 
three inches from the perineal surface, so that 
there is no great difficulty about the actual mani¬ 
pulation ; but the work is done, as it were, in the 
dark, and cannot be accomplished with the cer¬ 
tainty that the suprapubic method affords, and in 
some cases the depth is too great. 

Again, there have been several ingenious instru¬ 
ments devised for the purpose of dividing the 
obstructing middle lobe which sometimes forms a 
polypoid valvular projection, sometimes constitutes 
a sort of bar right across the urethral orifice. 
Professor Bottini devised an instrument with a 
male and female blade which is introduced so 
as to grasp the bar or projecting portion of the 
prostate, and by the passage of a stream of elec¬ 
tricity the blades are heated and the part cut 
through. This has also been done with the knife. 


But these instruments are worked to great disad¬ 
vantage; and one can seldpm ascertain exactly 
what the conditions of the structures are as to 
shape and form at the neck of the bladder. 
Operations conducted in this manner are, there¬ 
fore, of necessity very uncertain, and I should say 
very unsafe. I think that the modern suprapubic 
method, which has now been extensively adopted, 
and, so far as I know, by no one so much as Pro¬ 
fessor Keen, of New York, is the best. Having 
exposed the bladder and made an incision into it, 
attach the edges of the mucous membrane to the 
skin, and you have an open cavity in which you 
can see what you are about, and in which you can, 
in the first place, exactly ascertain the condition 
of the parts around the internal meatus and how 
far they are amenable to interference. Where 
there is a circular ring of hypertrophic tissue 
around the meatus you can do nothing but excise 
it altogether, and that is not a very easy matter. 
This is the form least amenable to operative inter¬ 
ference. Where there is a pedunculated out¬ 
growth it can be snipped off with comparative 
facility. In other cases you may divide the ob¬ 
structing part with a pair of scissors or excise a 
portion of the circumferential enlargement; and 
after you have done this, by whatever method you 
have adopted, you must introduce your finger into 
the meatus to see that it is completely clear. 
There is sometimes a great deal of haemorrhage, 
which is often difficult to restrain, Pressure and 
the use of water as hot as can be borne—some¬ 
thing between 105-110° Fahr.—will check it 
better than anything else. The haemorrhage is 
the great difficulty in these cases, its amount 
being so considerable; and it is not only a serious 
loss to the patient but a serious inconvenience to 
the operator. 


Lotion for Conjunctivitis.— 

R Acidi Borici. gr.xx 

Sodii Chloridi. gr.viij 

Aq. Destil.f Sij 

Sig.: Use freely every four hours, first warming. 

(Therapeutic Gazette .) 


Vomiting of Gastralgia.— 

R Cocaine.10 

Antipyrin ... ... 1.00 

Aq. Destil. . 90.00 

Sig.: A teaspoonful every half-hour to an 
hour .—(Canada Lancet .) 
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Gentlemen, —I have chosen as the subject of 
lecture to-day Subinvolution, one of the com¬ 
monest conditions, I suppose, with which we have 
to deal. 

The meaning of “sub-involution” is that the 
uterus has not involuted properly after confine¬ 
ment. The actual result of this non-involution is 
practically indistinguishable, clinically, from a 
chronic metritis. 

The uterus during the process of gestation en¬ 
larges to an enormous degree. For instance, the 
average uterus weighs something like ij—2 oz., 
but by the end of pregnancy it weighs as much as 
28 oz. or 30 oz., so that it increases to over twelve 
times its normal weight. The length of the body 
of the uterus—the cervix does not enlarge much— 
is something like i£ in. internally, while at full 
term it is something like 12 in. or even 14 in. In 
addition to the muscular increase, the mucous 
membrane hypertrophies very much, mainly from 
the necessity to supply nourishment to the foetus, 
but partly also sympathetically. For instance, in 
the case of a tubal gestation which has lasted 
three months,—that is to say, when the tubal 
gestation is on the point of rupture, about the 
tenth or twelfth week, the uterus is of very nearly 
the same size as it would be if the foetus were 
in utero . That is distinctly a sympathetic en¬ 
largement. 

After labour the process of involution goes on. 
How this takes place has not been very clearly 
understood; but probably all the new muscle 
fibres and the elongated original muscle cells 
undergo fatty degeneration, and, the whole vas¬ 
cular system in the body being now relieved of 
foetal requirements, absorption goes on more 
readily. It is pretty clear that fatty degeneration 
occurs before any absorption can take place; and 
most cases of subinvolution are due to the fatty 
degeneration having occurred in the muscle cells 


without the sequential absorption taking place, 
and consequently the muscle fibre is left fatty and 
otherwise degenerated. 

The second change that goes on in involution is 
that there is diminished vascularity—there is a 
diminished flow of blood through the uterus. 
That is mainly from two causes: (1) there is the 
absence of the stimulation of the growing foetus in 
utero , so that the uterus does not require so much 
blood, and (2) there is the existence of the uterine 
contraction and retraction, so that the vessels thus 
undergo diminution in their area and may even 
cease to remain patent owing to organization of 
their contained thrombi. 

In thinking of involution we must not forget 
that all the organs in connection with the uterus 
are hypertrophied too during pregnancy; that the 
arteries and veins especially, and, some think, the 
nerves, and certainly the lymphatics, as well as the 
ligamentous structures, are all increased in weight 
and strength, and have to undergo subsequent in¬ 
volution; and sometimes it is the result of the 
ligaments not undergoing proper involution that 
one gets the sagging down of the uterus into the 
lower parts of the pelvis. Subinvolution of the 
Fallopian tubes is also not unknown. 

In addition, then, to this absorption not taking 
place one finds that the uterine muscle cells may 
sometimes undergo fibroid change in addition to 
the fatty change, and, absorption not taking place, 
the uterus remains a good deal larger and alto¬ 
gether less contractile than it should be. 

The causes of subinvolution are dependent upon 
conditions which predispose to a weak state of the 
patient. Any chronic disease which the patient 
may have, such as phthisis, diabetes, Bright’s 
disease or syphilis; any exhausting discharge, as 
from a psoas abscess or joint disease, would 
weaken the patient and would correspondingly 
lessen the powers of absorption. In the same way 
chronic heart disease, or chronic lung disease 
such as chronic bronchitis or emphysema, would 
militate against the proper tone and absorption 
of the uterine muscle. It is remarkable that con¬ 
stitutional debility predisposes much more to sub¬ 
involution than to uterine inertia (primary). 

Again, a good many acute inter-current diseases 
may occur during the puerperium apart from puer¬ 
peral troubles, such as pneumonia, acute bron¬ 
chitis, pleurisy, rheumatism, or erysipelas. These 
greatly hinder involution. 

There is no doubt, also, that mental states 
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produce a good deal of disturbance. For instance, 
if the child dies soon after birth and the mother 
is in a state of depression, she is pretty sure to 
have a subinvoluted uterus. Accidents to the 
husband, accidents to relatives, the sudden an¬ 
nouncement of bad news—things of that sort 
seriously interfere with involution. 

Again, there is a small group of personal factors. 
Thus, in the case of multiple pregnancy, where 
twins or triplets are born, the woman does not 
recover so soon as when a single child is born. 
The tendency to subinvolution is also present 
where there is frequent child-bearing. Women 
who become pregnant very early in life, soon after 
the appearance of the catamenia, often make a 
bad recovery; and the same is true of women 
who bear children at the end of their sexual life, 
just before the menopause. There is then a 
tendency to abort, and abortion predisposes to 
subinvolution. 

The influence of environment shows itself in 
this connection by the liability of the patient to 
the occurrence of subinvolution from the de¬ 
pressing effects of bad sanitation, or deficiency of 
food. 

The main causes of subinvolution, however, are 
due to complications during pregnancy or labour. 
These may conveniently be divided into those 
which occur (a) before labour; (b) during labour; 
and (c) after labour. 

The troubles occurring before labour which are 
likely to lead to subinvolution are mainly the 
haemorrhages. If a woman has severe haemor¬ 
rhage beforehand, whether due to “ accidental 
haemorrhage,” that is, haemorrhage from a partially 
separated, normally situated, placenta, or to “ un¬ 
avoidable haemorrhage,” due to placenta praevia, 
her rallying powers are feebler, so that, for the 
first week or so there is little interchange going on 
in the uterine muscle, as the more vital organs 
have to receive all they can get, and subinvolution 
results. 

Further, exhausting troubles during pregnancy, 
such as chorea and eclampsia, may cause sub¬ 
involution. It is remarkable, however, that in a 
great many cases of eclampsia, involution is rather 
more rapid than usual, and this occurs more 
especially in those cases where the foetus was 
early expelled, the uterus acting with the general 
muscular contractions, the fits ceasing when the 
child was born. But if it is one of those more 
insidious forms of albuminuria leading up to 


eclampsia, and the patient is long in getting over 
it, subinvolution often remains. 

In the group of cases occurring in connection 
with causes existent before labour there is also the 
subinvolution which follows abortion. As this 
occurs before the proper time for the delivery of 
the child, the uterus is not prepared to undergo 
involution, but is prepared rather to go on growing; 
and the system is not prepared in any way for the 
absorption of the resulting waste material. 

“Delayed labour” tends to delay involution. 
This is not so probable where the pains are weak 
from the beginning (“ primary uterine inertia ”), as 
where uterine exhaustion (“secondary inertia”) 
has ensued, and it is particularly apt to follow 
secondary inertia, if the dangerous practice of 
forcibly emptying the inert uterus is adopted. 

The minor obstructive causes of delay, such as 
rigid cervix in the first stage, or rigid perineum, 
swollen anterior lip, cystocele or rectocele in the 
second stage, do little harm; but the more formid¬ 
able obstruction due to tumours, pelvic contrac¬ 
tions, complex or malpresentations, greatly tend to 
subinvolution, as the dangerous state known as 
“ tonic uterine contraction ” may ensue, and if this 
be not promptly relieved by extraction of the 
child, death will follow, and, in the most favourable 
cases, the uterus remains bruised, stretched, and 
greatly weakened, and always involutes badly. 

Ruptured uterus, or other serious injuries of the 
uterus, such as a severe fissure of the cervix with 
opening up of the cellular tissue, is very apt to 
prevent involution. 

After labour the chief trouble occurs in connec¬ 
tion with bits of placenta left behind. Any 
foreign body in utero produces hypertrophy and 
enlargement, and instead of the uterine muscle 
retracting, it tends to remain relaxed and may 
even hypertrophy with a view to driving out the 
foreign body. That is particularly the case where 
there is a growing body requiring blood supply 
inside, such as a polypus, but even where there is 
only a little placenta left behind, the tendency is 
to marked subinvolution. 

Anything which fixes the uterus, such as pelvic 
inflammation, will produce subinvolution. A 
patient, for instance, gets septic trouble, with 
perhaps rigor on the third or fourth day; fixa¬ 
tion of the uterus occurs, and its vascular supply 
becomes impeded, causing it to be congested and 
fixed in a wrong position, the broad ligaments 
along one or both sides being perhaps also in- 
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volved in the inflammatory exudation. In such a 
case subinvolution will inevitably result. 

Puerperal septicaemia also leads to continued 
subinvolution, even if it comes on as late as the 
end of the first week. Involution has probably 
not been going on; there has, perhaps, been 
something retained in utero; the uterine cavity 
and tissues are full of effete products, and their 
presence tends to aggravate the non-absorption of 
the degenerated muscle fibres, and if the patient 
survive, a subacute or chronic metritis may for a 
long time exist. 

About getting up too soon, especially after 
abortion, one need not say much. The result is 
that the heavy uterus sags down in the pelvis, and 
may become displaced or even incarcerated. 

Lactation is a factor to be considered in con¬ 
nection with subinvolution. Non*lactation, at all 
events, predisposes to subinvolution, and so does 
hyper-lactation. If a woman has too much milk 
for her strength, and the milk is running away 
(galactorrhoea), she begins well as regards invo¬ 
lution, but after a time the process stops, and the 
uterus remains larger than it should be. 

Displacements of the uterus, especially retro¬ 
version and prolapse, are causes of subinvolution. 
It is very common to find a hard-working woman 
with a large uterus in a position of retroversion, 
and those are the cases which are easiest to treat, 
although they have the most pronounced symptoms. 
In a case of subinvolution with retroversion the 
reduction of the displacement works wonders, 
whereas an ordinary subinvolution of the uterus 
without any such obvious cause is often much 
more difficult to remedy. Retroverted sub¬ 
involuted uteri are very much worse if the fundus 
uteri has got incarcerated between the folds of 
Douglas. In those cases the Broad ligaments are 
nipped by the folds of Douglas and the circulation 
is much impeded, the uterus being of a deep blue 
colour, as seen through a speculum. 

The symptoms . These are (1) constitutional, 
(2) local. 

The constitutional symptoms are mainly those 
of bad health. The woman will tell you that she 
has never been herself since a certain confinement 
or miscarriage. She may give you a history of 
some inflammatory trouble two or three days after 
labour, or two or three days after getting up; or 
there may simply be a history of a rigor without 
very much pain. There is generally something to 
be dated from during the first week after confine¬ 


ment. Or there may have been some trouble 
during the pregnancy or during the labour from 
one of those complications to which I have alluded. 
She suffers in fact from a sort of ill-defined malaise 
—headaches, depression of spirits, much dyspepsia, 
perhaps constipation — nothing very definite as 
regards the constitutional symptoms, but still she 
is a woman completely out of health. 

The important local phenomena are few. The 
patient has, first, almost invariably backache and 
bearing down. It is very rare indeed to find a 
subinvoluted uterus that is not sagging down into 
the pelvis and causing congestive phenomena. 
Occasionally where it is due to a perimetritis or a 
parametritis there is so much fixation of the uterus 
that there is no actual sagging down, and yet there 
is a tendency to it, and the adhesions, which 
remain after the acute stages of the inflammatory 
process have passed, are dragged on by the heavy 
uterus, so that the patient suffers from dragging 
pains. 

Then there is almost always leucorrhoea from 
co-existent endometritis. Not only is the endo¬ 
metrium inflamed, but there is usually also in¬ 
volvement of the cervix, so that the discharge is 
generally of an endocervical character, being 
viscid, more or less yellow, and sometimes ex¬ 
tremely irritating. 

Another symptom nearly always present is in¬ 
crease of the catamenia,—menorrhagia, and some¬ 
times metrorrhagia. The patient says that since 
she was confined of a certain child she has lost a 
good deal more than formerly, or that her dis¬ 
charge comes on too early or lasts too long, 
sometimes coming on at irregular intervals. She 
may have got pregnant once or twice since, or 
she may have aborted, after which her condition 
became aggravated. 

The other symptoms of subinvolution vary 
very much according to the complications which 
are present or to the causes of the condition. 
For instance, if there have been some inflammatory 
trouble there will be more or less pain at the 
particular place involved. If there has been a 
bad rupture of the cervix there is almost sure to 
be a bad eversion of the lips with ectropion, with 
a good deal of inflammatory erosion there, and 
she is sure to have the left ovarian pain which is 
almost pathognomonic of that condition. If there 
is any involvement of the tubes, as there very often 
is, the tubes remain large and catarrhal very much 
the same as the cavity of the uterus does, and 
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she will then have pain rather higher up than the 
ovarian region, almost into the renal region and 
certainly to the crest of the ilium on that side. 

It is astonishing how often in these cases of sub¬ 
involution one comes across loose kidneys, pains 
there being referred to the actual kidney region, 
one or both of the kidneys being found distinctly 
palpable. 

The physical signs of subinvolution also will 
vary to a great extent according to the cause; but 
there are a few things that are always present. 
First, the uterus is distinctly larger than it should 
be. We have seen how the uterus after par¬ 
turition ought to shrink to very nearly, though 
not quite, its normal size. Instead of being i£ oz. 
in weight it is perhaps about 2 oz., and it ought 
to have got reduced to that size in six or, at the 
most, eight weeks. When the child is born and 
the placenta is away, the uterus is somewhere 
about two-thirds of the way up from the pubis to 
the umbilicus, and it can be felt sometimes only 
half as high. Next day there is always a little 
increase in size, a little distension, or, at all events, 
a little relaxation. Then after that the process of 
retraction goes on much more rapidly. 

I do not know if everyone here understands the 
exact significance of the term “ retraction.” It is 
a somewhat modern term. “ Retraction ” means 
that after every contraction of the uterus there is 
a diminution in the size of the uterus. It does 
not relax to quite the size that it was before the 
previous contraction. One sees retraction best 
when the uterus is driving the child out. After 
each contraction of the uterus the child may be 
assumed to be a little bit lower. There is then a 
relaxation, but the uterus does not relax to quite 
the same size as it was before, so that although 
the contractions are intermittent there is always a 
certain amount of contraction left which is called 
“ retraction;” and that retraction is always to a 
slight extent in abeyance during the first few hours 
after the birth, but comes on very much more 
definitely after that, so that* the after-pains really 
lead to a definite retraction, each “after-pain” 
doing a definite work. By “ after-pain ” is meant, 
not necessarily one appreciable to the patient, but 
an after-contraction. 

If, for any reason, the after-retractions are 
interfered with, by fixation of the uterus, endo¬ 
metritis, collapse of the patient from haemorrhage, 
or any other cause, there is not that diminution in 
bulk which there should be, and the vascularity 


of the uterus persists. Again, if there be failure in 
absorptive power from bad health or what not, the 
uterus remains bulky. That can be ascertained 
best bimanually. In a patient coming with some 
of these symptoms—backache, bearing down, 
leucorrhoea, and menorrhagia, one may perhaps 
be able to feel the uterus above the pubes, but 
often this is not possible except on bimanual 
examination with one or, preferably, two fingers in 
the vagina, when one can tilt the uterus up and 
grasp it between the two hands so as definitely to 
estimate its size. In so doing one has to try to 
distinguish between an increase due to chronic 
metritis with subinvolution, and that from the 
presence of a fibroid. In the latter case the 
uterus is not so symmetrical, but generally bulges 
in one or other position, and the history is some¬ 
what different. It does not seem to date so 
definitely from a confinement, or abortion, and 
the uterus, apart from the portion involved in the 
fibroid, is generally of a more healthy elastic con¬ 
sistence than it is in subinvolution. 

In the first stage of subinvolution, say six 
months after the child is born, the uterus is, if 
anything, rather softer than normal, but slightly 
less elastic. You cannot make out any elasticity 
in the uterus when you grasp it bimanually. It 
has been called “ boggy,” but it is not exactly that. 
When the subinvolution has gone on for yesyrs, the 
uterus may have become as hard as stone, and in 
such cases one has the greatest difficulty in doing 
any good at all; in recent cases also there is 
some slight tenderness. This I think is due, when 
elicited by bimanual pressure, to the fact that in 
addition to the fundus uteri being tender, the 
bladder is generally in an irritated condition. The 
uterus is, at any rate, not quite the same senseless 
organ that it generally is on moderate pressure. It is 
usual also to measure the uterus with a sound; but 
there can be no question that in some cases of 
subinvolution there is a risk in doing so, unless 
one has got the vagina perfectly aseptic. It does 
not do to pass the sound indiscriminately just to 
measure the uterus in every case. Personally I 
very rarely use it. By bimanual examination you 
can ascertain all you want. In cases of sub¬ 
involution, as a matter of fact, the sound very often 
disappoints one, sometimes going in only 2J in., 
although the uterus is four or five times larger than 
it ought to be. The fact is, the length of the 
cavity is not necessarily very much increased. 


while the walls are hypertrophied. In subinvolu- 
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tion the sound is so extremely easy to pass, that it 
may be passed after inserting an ordinary Ferguson’s 
speculum, a Sims’, or a Neugebauer bivalve, and 
after exposing and cleaning the cervix. This re¬ 
veals the state of the cervix, which is generally 
in an unhealthy condition. There is eversion 
of the lips on one or both sides ; like the rest of 
the uterus it is hypertrophied; the endocervix is 
bright red, and contains a viscid discharge. Very 
often the granular erosion extends from the endo¬ 
cervix all over the exposed part of the cervix. In 
most of these cases with eversion, the rawness is 
confined to the endocervix, which has become 
exposed by the eversion of the lips, and what one 
sees is really not an erosion of the surface of the 
vaginal portion, but inflammation of the endocervix. 

If there is a doubt as to the presence of sub¬ 
acute endometritis, one may generally pass the 
sound, and if it gives rise to pain and especially if 
haemorrhage follow, the diagnosis is clear; but 
even if not subacute there is almost always some 
chronic endometritis present. 

If the ectropion be very bad it may be that the 
fissure has extended right up into the cellular 
tissue on one or each side, and one can feel the 
remains of some exudation in the parametric 
region of the Broad ligament region on one side. 
Sometimes as an evidence of recent inflammation 
or antecedent inflammation, one can feel that the 
folds of Douglas are very much thickened. Putting 
the cervix slightly on the stretch, drawing it for¬ 
wards with one Anger, this can be made out; or, 
pushing up higher, well into the two posterior 
quarters of the pelvis, there can be made out, 
especially bimanually, some distension and ten¬ 
derness, pointing to involvement of the tubes. 

Then there is generally, though not invariably, 
some amount of prolapse in subinvolution. Very 
often, also, there is retroversion. A prolapsed 
heavy uterus has a great tendency to retrovert, 
and it is in the best condition to do so, because 
involution has almost certainly failed to occur in 
the ligaments as well as in the uterus. 

I pass round two specimens. The flrst is a case 
of subinvolution of the uterus slightly injected. 
You will see how much larger it is than it should 
be, and that there is a good deal of increased 
vascularity in the mucous membrane. The second 
specimen is a similar one, but shows a villous 
overgrowth of the mucous membrane. It is, in 
fact, a case of so-called fungous endometritis after 
pregnancy with subinvolution. Endometritis can 


take on a great many forms. Sometimes it is a 
very pulpy vascular mucous membrane, very much 
like the decidua. Sometimes it takes on a granular 
form and feels rough to the Anger. Sometimes it 
is this villous or fungous form which gives rise 
to severe haemorrhage, and, if any good is to be 
done, this latter form needs to be curetted. 


Treatment 

1. Constitutional. The chief thing is to give 
the uterus rest—rest as regards movement, in 
which sexual rest is included, and rest as regards 
surrounding organs, so that the lower bowel must 
be kept free from scybala. Often one Ands in 
these cases that the rectum is crammed with 
scybala, which, besides constitutional detriment, 
press on the veins of the pampiniform plexus of 
the left Broad ligament, hampering the action 
of the uterus, and, of course, also interfering with 
the circulation in the pelvis generally. 

If the uterus be displaced, rest can be af¬ 
forded to it in two ways—either by making the 
patient rest altogether, as one can do in patients 
of the better class, or, as in the poorer, where 
work is unavoidable, by Arst replacing and ele¬ 
vating the uterus, and then keeping it at rest with 
some form of vaginal pessary, such as a Hodge 
pessary. Remember that it is important to lift 
the uterus into the position you want it to occupy 
before inserting the pessary. Merely putting in a 
ring pessary in the case of a prolapsed uterus does 
not lift the organ up into position. A retroversion, 
too, must be reduced, either bimanually, or, if 
need be, with the sound, before that form of 
Hodge pessary is applied, which will most effec¬ 
tually keep the cervix upwards and backwards, 
so that the tendency will be for the fundus uteri 
to remain in the anteverted position in which you 
put it. 

The diet is most important. A strong, nourish¬ 
ing diet is most essential, but I do not think wine 
or spirits do any good, and. if there is anything 
like an alcoholic or congestive tendency one would 
omit alcohol completely. It all depends on the 
state of the patient. If it be in a patient who re¬ 
quires to be fed up, and her condition is otherwise 
suitable, beer will do good as a tonic. If, on the 
other hand, the patient has a congested pelvis, or 
is rather plethoric, the less alcohol the better. 

Then all diatheses or constitutional tendencies 
must be attended to. Subinvolution is an affec¬ 
tion which can far better be treated solely conBti- 
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tutionally than solely locally. If you look after 
the patient’s general health she will improve to a 
much greater extent than if you simply look after 
the pelvic organs and ignore the constitution. 
Whether the patient, therefore, be anaemic, rheu¬ 
matic, syphilitic, etc., treat whatever condition is 
present, and the circulation and interchange of 
material throughout the body will improve, while 
the local condition also will be relieved. In fact, 
if we were limited to one medicine, I should say 
Epsom salts would be the best to select. If you 
get the bowels right, which rarely are so in these 
cases, the case will rapidly improve. 

Besides purgatives, other drugs, of course, come 
in usefully. Ergot is the sheet anchor. You 
should give it in fairly large doses,—half a drachm 
of the liquid extract, three times a day, with any 
other mixture or preparation of a tonic character 
that one is able to give. An acid tonic, for 
instance, with ergot and magnes: sulph: generally 
answers particularly well. In advanced cases 
where there is induration of the uterus a little 
mercury is desirable. A favourite pill, long used 
by my father, would be something like this: 


Ergotin . 

gr- i-ij 

Hydrarg. Perchlor. ... 

gr- V* 

Ext. Aloes Aquos. ... 

gr. h~ l 

Ext. Nuc. Vom. 

gr- J 

Ext. Bellad. 

gr- l 

Ft. pil. nocte maneque 

sumenda. 


Some are very fond of giving arsenic : one-twentieth 
or one-twenty-fourth of a grain of arsenious acid 
with the above pill would certainly improve it for 
suitable cases. Hydrastis is not so useful as once 
we thought it likely to be, even in haemorrhagic 
cases. 

Sal ammoniac, chlorate of potash, acetate of 
ammonia, are each occasionally useful. 

If there be prolapse or retroversion local treat¬ 
ment must be adopted. After reduction the womb 
may be kept in an anteverted position by a Hodge 
pessary for a few weeks, and generally at the end 
of a couple of months the pessary may be taken 
out, and the uterus will remain in good position, 
provided you have also treated the constitutional 
condition. 

If there is bad endometritis which does not 
yield under this treatment some application to the 
cavity of the uterus encourages the process won¬ 
derfully. The application of iodized phenol or 
iodine liniment of double strength is useful for 


this purpose. The liniment may be used of the 
ordinary strength if you do not care to use it 
strong. This passed up to the fundus on a probe 
armed with cotton wool, through a speculum, and 
allowed to remain in for a minute is sufficient. 
This ought to be done once or twice a month 
soon after a period, ten or twelve days intervening. 

Endocervicitis can be treated in the same way; 
but endocervicitis apart from a bad state of the 
endometrium almost always gets well if you lift 
the uterus a bit. It is a passive leucorrhoea rather 
than a true cervicitis, and gets well when the con¬ 
gestion is relieved. 

In bad cases of fissured cervix it is sometimes 
necessary to do an Emmet’s operation, but so 
rarely that, even in a hospital like the Samaritan, 
where we get a great many such cases, they 
amount to two or three cases a year. In bad 
cases of ectropion with bilateral deep fissures, it 
answers wonderfully, but even then much of the 
resulting benefit may arise from the two or three 
weeks in bed. 

In a few cases, when there is evidently a very 
nasty condition of the endometrium, it is advisable 
to dilate up with a view to curetting. Have the 
patient anaesthetized, and dilate rapidly with 
bougies. I like the metal ones best. In a 
recent case of subinvolution it is perfectly easy 
to dilate up so as to get your finger in. In from 
ten minutes to a quarter of an hour it yields 
sufficiently to curette, but you would have to dilate 
to size twenty-two or twenty-three to get your 
finger in; the little finger is usually sufficient for 
diagnostic purposes. The patient is put under an 
anaesthetic in the lithotomy position, the cervix is 
caught hold of by an ordinary vulsellum forceps, 
with not very sharp points, so as to avoid tearing; 
the uterus is drawn down and the bougies passed 
in the direction which the sound has indicated. 
It is then dilated up to the size one wants either 
to explore with the finger or to pass the curette, 
and then the endometrium is curetted. I always 
use a flushing curette, because it ensures every 
piece of mucous membrane which is detached 
being washed away and thoroughly cleans out the 
uterus. After the uterus is curetted some strong 
application is applied to the whole cavity. I 
much prefer iodine liniment. If there is much 
bleeding the uterus and vagina can be plugged 
with iodoform gauze. Cases of very marked in¬ 
duration of the uterus, apart from any endo¬ 
metritis, yield readily to curetting. 
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Sometimes, if there is an induration of the 
cervix and lower part of the uterus, the actual 
cautery to the cervix answers. I have seen some 
cases treated by passing a piece of wire through 
the cervix as a seton. This with medicines and 
antiseptic douches, seems to reduce the size of the 
cervix. 

Whatever else one is doing, all these cases of 
subinvolution are best treated with vaginal douches 
at the same time. Hot vaginal douches with a 
teaspoonful of tincture of iodine to the pint of 
water, or the same quantity of borax or sulphate of 
zinc, according to the nature of the vagina or 
cervix one has to deal with, should be employed. 

Health resorts and natural waters are sometimes 
very useful. The best bath in England for 
subinvolution is Woodhall Spa. It has really a 
wonderful effect. To it people mainly go for the 
treatment of that condition and fibroids, so far as 
gynaecology is concerned; but it has a much 
better effect on chronic parenchymatous metritis 
than on fibroids. Abroad, Kreuznach is the best 
place. Patients always come back very much 
better, and the effect persists; so that in some 
months they are very much better than immediately 
after the “cure.” If gout, or rheumatism, or 
anaemia be present, such baths as Kissengen, 
Harrogate, Schwalbach, Marienbad, or Royat, may 
be named among many others. 


THERAPEUTICAL NOTES. 


Chloroform in Organic Diseases of the 
Heart. —In the New York Medical Record , Dr. 
Fisher Clarke declares the generally prevailing 
opinion among the profession that chloroform 
should not be given for the production of anaes¬ 
thesia in cases of organic heart disease to arise 
from a groundless fear. In his experience chloro¬ 
form, if properly administered, is the safest, 
quickest, and in every sense the most reliable and 
the most desirable anaesthetic we possess, and may 
be safely given under conditions that are generally 
considered hazardous, if not absolutely fatal. Its 
danger lies, he is convinced, not in the drug itself, 
but in the manner of administering it. He has 
seen it given in the worst forms of heart disease 
with perfect success, the patient passing off into 
complete anaesthesia quickly, easily, and quietly. 


In a case of extensive heart lesion where tapping 
was advised as a temporary relief, but in which the 
patient refused to submit to the operation unless 
an anaesthetic were administered, the following 
was the procedure. A mixture of 70 per cent, 
chloroform and 30 per cent, alcohol was made, 
and, after giving a glass of brandy, was administered 
to the patient in the following manner: The 
inhaler was held a few inches from the patient’s 
face, and very slowly and gradually carried nearer. 
So gently and carefully was this done that no 
choking or sense of suffocation was experienced, 
but, instead, the patient passed off easily, quickly 
and pleasantly to complete anaesthesia, without the 
slightest impression being made upon his diseased 
and labouring heart. The abdomen was tapped, 
and fourteen quarts of fluid removed without the 
slightest shock or perceptible impression upon the 
patient. This operation was repeated at intervals 
three times, with the same success. 

If preceded by sufficient brandy to allay nerv¬ 
ousness, and then given so slowly that no sense of 
suffocation is produced—a few drachms are amply 
sufficient—and, if care be taken to avoid choking 
and swallowing of the saliva that had become 
mixed with the vapour of the drug, little if any 
nausea will follow. This fact gives chloroform a 
decided advantage over ether, as one of the chief 
objections to this drug is the excessive vomiting 
that usually succeeds its administration. The only 
danger in chloroform, concludes Dr. Clarke, lies in 
the first overwhelming shock produced upon the 
nervous system, especially the cardiac centre, by 
the sudden administration of the drug. Avoid 
this shock by giving it slowly, gently, almost 
imperceptibly, and you rob this grand drug of all 
its danger and place it where it belongs, at the 
head of all anaesthetics known to the profession. 


The Administration of Quinine in Preg¬ 
nancy. —Some years ago, the Obstetrical Society 
of London instituted an inquiry into the action of 
quinine on the duration of pregnancy, with the 
result that it was the unanimous opinion of all, 
that the administration of quinine did not, in any 
way, interfere with gestation, and that labour was 
neither retarded nor precipitated. And it was 
further shown that the regular administration of 
quinine, with or without opium, during the first 
few days of puerperium had very salutary effects in 
keeping up a tonic contraction of the uterus. 
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A similar inquiry has been lately made in India, 
the home of malaria, and the conclusions at which 
the Committee of Inquiry arrived, entirely agree 
with those of the Obstetrical Society, so that the 
matter may be now considered as definitely settled 
for all time. The conclusions are as follows : 

1. The existence of pregnancy is no bar to the 
administration of quinine. 

2. For fevers and other affections during 
pregnancy in which quinine is indicated, the 
effects of the drug are more marked than those of 
any other. 

3. That abortion following the administration 
of quinine is either the result of the original 
malady, or the effect of idiosyncracy. 

4. That allowing for an idiosyncracy, in cases 
in which a tendency to abortion exists, and in 
others, as a matter of precaution, quinine is best 
administered combined with a sedative (opium). 

5. Hence the old-standing view of the action 
of quinine on the duration of pregnancy is not 
borne out by the clinical experience collected in 
the replies.— (Ind. Med . Chir. Review). 


Large Doses of Bismuth in Gastric Catarrh. 

—Dr. Pick objects to the small quantities of 
bismuth usually administered. He believes that 
the frequent failure of the drug is due to that fact. 
With doses of ten to twenty grains he estimates that 
a certain proportion does not reach the stomach for 
some time, being retained in the mouth, pharynx, 
and oesophagus. This consideration, and the fact 
that bismuth is almost insoluble, and the danger of 
poisoning therefore very remote, led him to use, in 
chronic gastric catarrh, much larger doses than 
hitherto customary, and according to a method he 
has adopted for the last five years. In order to 
free the mucous membrane from adherent mucus, 
the patient takes in the morning, on an empty 
stomach, a teaspoonful or less of Carlsbad salt 
dissolved in about half a pint of warm water. 
Half an hour later he has a teaspoonful well 
heaped up of the subnitrate of bismuth adminis¬ 
tered in wafer paper—in two parts, the one after 
the other, as the quantity is rather large to swallow 
at once. The gastric region is now treated to 
massage for a short time, in order to bring the 
bismuth into as close apposition to the mucous 
membrane as possible, and half an hour after the 
dose breakfast is allowed to be taken. The diet 
is of course duly attended to. With this method 


of treatment Pick has obtained very favourable 
results in a large number of cases. Prominent 
symptoms, such as a feeling of distension, tender¬ 
ness in the epigastrium, and eructations, rapidly 
disappear, the coated tongue becomes clean, and 
increased appetite is established. In slight cases 
this has set in within eight days; in more severe 
cases a course of three or four weeks is necessary, 
No unpleasant after-effects of any description were 
observed .—(.Berliner klinische Wochenschrift.) 


Pain and Carbolic Acid Administered Hypo¬ 
dermically. —Dr. Andr£ Martin was led to test 
the effects of hypodermic injections of carbolic 
add in several painful affections of localized 
extent. His list included muscular and articular 
rheumatism, peripheral neuralgias, facial, intercostal, 
and sciatic, bruises, certain medical affections, 
including pleurisy, colic, etc., where pain was a 
prominent feature. After many trials, he thought 
himself justified in formulating the following 
conclusions: 

1. Carbolic acid subcutaneously administered 
has a very distinct place in relieving the affections 
of nerves. 

2. If the injections of carbolic acid are a little 
less rapid in action than those of morphia and 
anti pyrin, they are at least as efficacious in action, 
and are without any of the disadvantages in the 
shape of immediate or remote accidents. 

3. They have no effect on the cerebral and 
digestive functions, and so can be given at any hour 
of the day in all affections in which local pain calls 
for treatment. 

4. They correspond to no particular indication, 
but may be used as exclusive and continuous 
treatment in muscular, tendinous, or articular 
rheumatism in neuralgias, pleurisies, etc. 

The dose recommended by Dr. Martin is 10 to 
15 drops of the following solution : 

Pure Crystallised Carbolic Acid ... 2 parts 

Neutral Glycerine or Alcohol ... 2 „ 

Distilled or Boiled Water.100 „ 

One to three injections may be given each day. 

(Nouveaux Remldes.) 
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In examining a case of some supposed defect 
of the nervous system, whether of the cerebral or 
spinal system, it is just as important to have a set 
of physical signs to employ in conducting your 
examination as it is in examining the chest to see 
whether there is any indication of disease of the 
heart or lungs. We talk very frequently and very 
much of the physical signs of the heart and lungs; 
I want to day to direct your attention to a few 
among the many physical signs of the nervous 
system, or, as we shall call them for the sake of 
brevity, “nerve signs.” 

Among the physical signs or points you can 
observe on looking at the patient, as indications 
of the state of the central nervous system, we 
mostly have to deal with motor conditions. In 
observing sensory conditions, anaesthesia, hyper¬ 
esthesia, and the like, you are taking note mainly 
of the intensity of the impressions made upon the 
patient’s mental sense; and what you record is 
just what he tells you; whereas when you observe 
motor conditions of the nervous system you are 
observing the actual results of the action occurring 
in certain of the patient’s motor centres. Motor 
physical signs are therefore of far more importance, 
and teach you more than anything else in respect 
to the central nervous system. The object of ex¬ 
amining these nerve signs is to learn what is the 
condition of the nerve centres. By observing 
physical movement in the body we want to know 
the condition of the motor centre from which the 
nerve influence proceeds. It is convenient, then, 
to begin by examining the nerves given off at the 
base of the brain, commonly called the nine 
cranial nerves, so far as they are motor. Let us 
take them seriatim . 

The first nerve, the optic, is not a motor nerve. 

Vol. IV. No. 9. 


It is the one nerve in the body which we can see 
with our eyes. By means of the ophthalmoscope 
the observer can actually see the termination of 
that nerve. I omit the consideration of this nerve, 
not because it is unimportant, but because of the 
extent of the subject. 

The second nerve, the olfactory, has no motor 
function. The disadvantage of trusting tc the 
patient’s description of his olfactory sense is that 
it is so apt to be impaired or perverted by con¬ 
ditions of the nasal mucous membrane, so that if, 
for instance, the patient cannot smell oil of cloves 
or whatever sense test you may be using, you must 
first of all decide that the mucous membrane is 
healthy before you infer from that fact that the 
nerve centre is affected. We pass over the olfac¬ 
tory, then, as being a non-motor nerve. 

The third nerve, or motor oculi, supplies most 
of the muscles of the eye and so produces 'most 
of its movements. Let me remind you that the 
sixth nerve supplies the external rectus, and that 
the internal rectus and the external rectus an¬ 
tagonize one another, the one being supplied by 
the third, the other by the sixth nerve. In clinical 
practice it is therefore well to take together the 
third, fourth, and sixth nerves, the motor nerves 
for the movements of the eye. There are two 
ways in which you may test the eye movements ; 
and from the point of view we are considering 
now, it is perhaps best to get the patient to follow 
with his eyes a moving body, than simply to get 
him to move his eyes in the direction he is told. 
You will in that way better detect any defective 
movement that may exist. 

Let me briefly remind you of the effect of 
paresis or complete paralysis of the third and sixth 
nerves respectively. I shall leave out, meanwhile, 
the fourth, as it is rather difficult to talk about. 
In a case of complete paralysis of the third nerve 
we have paralysis of the levator palpebrae, and the 
eyelid on that side droops and closes,—there is 
complete ptosis, that is to say, the elevating 
muscles are completely paralyzed. If you * then 
raise the eyelid and look at the eyeball you will 
find that it is drawn outwards inasmuch as the 
internal rectus is paralyzed, being supplied by this 
third nerve. The external rectus, which opposes 
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it, draws the eyeball outwards, so that when you 
raise the drooped eyelid you find the eyeball 
turned outwards by the action of the external 
rectus supplied by the sixth. At the same time 
you find the pupil dilated, not so widely dilated as 
it can be by atropine, but still widely dilated and 
fixed, due to paresis of the constrictor fibres of the 
iris which is supplied by the third. Under the 
influence of atropine a pupil large from paralysis 
of the third nerve may dilate still further. 

The fifth nerve, with its Gasserian ganglion, 
sends off a motor root which is mainly distributed 
to the muscles of mastication,—the temporal, 
masseter, and pterygoid muscles; while the sen¬ 
sory division is mainly distributed to the parts 
outside the skull. The muscles outside the skull 
receive their so-called sensory fibres mostly from 
the fifth pair. The sensory division of the fifth 
nerve, after it has come out from the base of the 
skull, also sends backwards certain recurrent 
branches which are distributed to the meninges of 
the brain. This has to be borne in mind as 
affording some explanation of the facts we shall 
have to speak of in connection with this fifth pair. 

If a strong stimulus, continued or interrupted, 
comes down the efferent fifth nerve, the temporal 
and masseter muscles, being thrown into tension, 
keep the teeth together, and the contraction of the 
pterygoids which is set up causes lateral move¬ 
ment; so that, by a combination of these two 
effects, teeth grinding is produced. Teeth- 
grinding is very common in children. It is found 
in children of the neurotic type, children who 
suffer from headaches, children who are bad 
sleepers, experiencing difficulty in falling off to 
sleep, and waking uncomfortably, perhaps, at five 
o’clock in the morning, children who are bad 
eaters and of very varying and capricious appetite. 
How can teeth-grinding be an indication of a state 
of general brain irritation ? Let me again remind 
you that this teeth-grinding is done by the fifth 
pair of nerves, and that their sensory division is 
distributed to the meninges all over the brain. If 
you have much to do with children who have a 
considerable amount of cerebral deficiency you 
will find that many of them have other affections 
of the masticatory muscles. Instead of simply 
going through the comparatively innocent process 
of teeth-grinding, or, as parents call it, grating 
their teeth, they open their mouths and shut them 
sharply, in other words, they begin to bite. If the 
child only bites its nails it is a comparatively 


innocent matter, but sometimes they will bite 
their bodies. I had a boy brought to me the 
other day who had a large number of sores on his 
left wrist from the frequent biting of his arm. 
The patient was not yet five years old. That 
was, undoubtedly, a case of considerable irritation 
of the fifth nerve,—I strongly suspect some 
irritation about the sensory divisions of the fifth 
nerve. This biting is a common condition in 
cases of defective brain; so is teeth-grinding, 
performed by the same nerve and muscles, in 
children of the purely neurotic type. In ex¬ 
amining the condition of the cranial nerves, then, 
look to see whether there are any indications of 
chronic teeth-grinding from irritation of the fifth 
nerve and irritation, probably, of the meninges. 
Of course, I am not referring to meningitis. 

The seventh nerve next claims our attention. 
We devoted last week, however, a whole lecture to 
the effects of paralysis of the seventh nerve, the 
condition, as it is called, of Bell’s paralysis. We 
studied a case of hemiplegia in which there was 
some paralysis still left about the face. Move¬ 
ments were equal in the parts above the eyebrows, 
that is to say, in the frontals and corrugators, and 
also in the orbiculares oculi. The angle of the 
mouth, however, did not move well on the side of 
the hemiplegia. If you have paralysis of the 
portio dura nerve you have paralysis of the upper, 
middle, and lower part of the face. I do not 
propose to enter upon the consideration of 
paralysis of that nerve as cases differ so much, 
and it would take more time than I have at my 
disposal. You examine the face and see whether 
it moves symmetrically; and particularly must you 
carefully compare the movements of the muscles 
about the angle of the mouth with those of the 
muscles in the upper segment of the face. 

Passing from the seventh or portio dura nerve, 
we come to the eighth pair—a subject also of con¬ 
siderable difficulty upon which I can only touch, 
and give some hints. 

Let me first speak of the spinal accessory nerve. 
Let me remind you that it mainly supplies the 
sterno-mastoid and trapezius muscles. The effect 
of stimulation of these two muscles is to draw the 
shoulder and head together on the side of the 
nerve, to twist the head and draw it towards the 


shoulder, or draw the shoulder up to the head. In 
other words, there is shrugging or raising of the 
shoulder. I believe that that rather rough term 


is generally accepted to include the drawing down 
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of the head towards the shoulder. This, of course, 
may be one-sided or bilateral. This shrugging of 
the shoulders, in other words, stimulation of the 
spinal accessory nerves, is characteristic of certain 
modes of expression which it is not my business to 
go into now. For instance, if a person wants to 
avoid responsibility, there is bilateral stimulation 
of these nerves, a condition said to be specially 
common among Freqchmen, and less common 
among the Anglo-Saxon and most Continental 
races. 

One other point with reference to the distribu¬ 
tion of this particular nerve. There is a branch 
from it which supplies motor fibres to the larynx. 
Now in some cases we have coincident affection of 
these muscles. I had a patient a short time ago 
in whom there was a liability every few minutes 
to shoulder shrugging on one side—I think the 
right. The shoulder came up towards the head, 
the head went down towards the shoulder and was 
partially rotated; but at the same time there was 
heard every time this occurred, a sound which was 
obviously laryngeal and uniform in character. 
When the case was before us I pointed out that I 
should not speak of that as a case of chorea, 
because this spinal accessory nerve is one of the 
cranial nerves but little affected in typical cases of 
chorea. In cases of chorea, say, from 8 to 13 
years of age, rheumatic cases, and so on, you will 
not find generally much affection of the spinal 
accessory nerve; they are slight cases; they do 
not get any of this laryngeal spasm; they do not 
bark; they do not get specially one repeated 
movement, lifting up the shoulder and dropping 
the head to it. In some cases labelled chorea, 
you will see in the records that there was marked 
shrugging of the shoulders. Now you will find 
this mostly in the so-called choreic cases of older 
age. It is rather after the age of 13 than under it 
that shoulder shrugging comes on. The cases 
with shoulder shrugging, turning of the head to 
one side, and a barking laryngeal sound, with 
movement, are generally cases over 30 years, and 
are more common, I believe, in the female than 
the male sex. In that fact we have an indication 
of its hysterical type rather than of the type of 
so-called rheumatic chorea. In considering 
nervous cases where there is an affection of these 
branches of the spinal accessory nerve, ascertain 
whether it is bilateral, because the spinal acces¬ 
sory of all the nerves in the body is the most 
commonly affected, I think, in the condition termed 


hysteria, and the least commonly affected in con¬ 
ditions of the type of pure chorea. 

Next we have to consider whether there are any 
indications which would point to motor affection 
of the vagus. There are several conditions which 
cause vomiting; therefore, although we do not see 
the stomach contract, we see the effect of the gastric 
contraction. When brain conditions, for instance, 
cause vomiting, we have an indication of motor 
action of the vagus. So also when, listening with 
the stethoscope, we hear all those sounds (which 
we cannot now describe) indicative of asthmatic 
contraction of the small bronchioles in the lung, 
we have an indication of efferent currents passing 
from the brain to the muscle in the lung. In 
other ways also we have indications of the motor 
action of the vagus upon muscular fibre. 

Going on to consider the ninth nerve, the 
hypoglossal, in our nervous cases we look at the 
tongue not only with reference to its mucous coat, 
but also with regard to its muscular state. We 
note whether it acts equally on the two sides, or 
whether there be any indication of inequality, 
whether the tongue deviates to the right or the left, 
the stronger side pulling over the weaker. Besides 
that we may examine the tongue as an indication of 
the condition of the nerve centres, to see whether 
there is any tremor. Tremor or vermicular action 
of muscle is commonly seen in the tongue in cases 
of general paralysis of the insane. In cases of 
chorea, there is often an irregular twitching of 
muscular bands in the tongue. If you wish to 
describe a case of chorea, look over all the 
muscles supplied by these cranial nerves that I have 
noted, and so gain an idea of the distribution of 
the choreic condition in the brain of the patient 

Before passing from the tongue, I wish to refer 
to one pathological condition in which it is 
distinctly affected, that, namely, of stammering. 
Stammering is a condition of spasm, and is most 
common in boys. It never comes on spontaneously, 
but upon some stimulation that makes the patient 
want to speak, such as being told to speak on 
hearing something to which he wishes to reply. 
Now, of course, the spasm must be in the 
muscle, and the main part of the spasm in most 
cases of stammering is in the tongue. Duriug the 
stammering or stuttering the teeth are often 
separated, so that we can see the tongue, and 
usually it is in a condition of rigid spasm; the tip 
and the edges may be turned up, and the whole in 
a condition of tremor. There is a connection, let 
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me remind you, between the hypoglossal and the 
cervical nerves, named the descendens noni, which 
supplies the omo-hyoid muscle. It runs across 
the posterior triangle of the neck. In these cases 
of stammering you will often see the spasm of this 
omo-hyoid muscle. In dealing with cases of 
stammering, you have to train the teacher of the 
boy—for it is generally a boy, seldom indeed is it 
a girl—to observe the first indications of spasm 
coming on. That is about as far as we can go. 
When the teacher sees that the spasm is coming 
on, he is not to let the boy speak; when all is 
quiet he may have his say. It is quite common 
for the spasm of stuttering to begin about the 
posterior division of the omo-hyoid muscle, so that 
it can be seen in the neck. 

Among other physical signs of the nervous 
system we might go on to consider the special 
senses. Having looked at the condition of the 
motor nerves that come off from the brain, we 
might pass on to look at the physical signs afforded 
by the special senses; but when you come to look 
at the conditions of sight, hearing, and touch, you 
must look to see that the organ concerned—eye, 
ear, or nose—is in a healthy condition. 

I have here a patient whom we shall examine 
for these physical signs. 

Leaving out the first and second nerves, I begin 
with the horizontal and vertical movements of the 
eye. In taking the vertical movements as signs 
of the action of the third, notice carefully whether 
the eyelid moves accurately with the movements 
of the eyeball. In cases of Graves’s disease you 
will often find that the upper eyelid does not move 
harmoniously with the movements of the eyeball. 
So much for the third pair of nerves. Obviously 
in this patient there is no paralysis about them; 
but that is not sufficient in testing eye movements. 
I have not yet spoken of physical signs of nerve 
centres; I have only been speaking of physical 
signs of certain nerve roots. There is a certain 
important movement of the eyes which indicates 
to us rather the action of nerve centres than that 
of nerve roots. When I ask the patient to look at 
an object, and gradually bring it near his face, his 
eyes converge. That is the effect of the action of 
nerve centres, not simply of motor roots coming 
off from nerve centres. 

In examining the pupillary reactions take the 
eyes one at a time; and it is best to screen the 
light from the eye not being examined. The 
best way of varying the amount of light is wi(h the 


hand, not by opening and closing the eye, which 
does not give a quick enough reaction. Varying 
the amount of light on one side affects the pupil 
of the other. In this patient the one pupil keeps 
oscillating as the light falls upon or is withdrawn 
from the other; it contracts, although there is no 
variation in the amount of light which is falling 
on itself. Thus we test the nerve centres for the 
pupillary reactions of the eyes. 

Passing over for the time being the testing of 
sight, hearing, taste, and touch, in which we are 
after all so very much dependent upon the patient’s 
description to us of the sensations he receives, we 
come to muscular sense, which we can test objec¬ 
tively. 

There are various ways of testing muscular 
sense. One convenient way is to see if the patient 
can distinguish the size of different objects by the 
space between the finger and thumb of the hand 
which holds them, the eyes being meanwhile shut. 
Another test is the appreciation of weight. If the 
patient can tell with accuracy which of two objects 
is the heavier, it is quite certain he has so-called 
muscular sense. Muscular sense is a very im¬ 
portant physical sign in certain nerve states. It is 
very often lost in many of the definite pathological 
conditions. 

Another important and rather finer mode of 
testing muscular sense is by estimating it from the 
movements of the eyeball. Of course it will, to a 
certain extent, depend on the amount of previous 
training the patient has had, and this constitutes 
one of the difficulties in estimating the presence or 
absence of muscular sense. A well-trained man 
with a perfectly sound nervous system will be able, 
for instance, by looking at one corner of a room 
and then turning his eyes to the other, to give 
some idea of the size of the room. If for want of 
training he cannot do this, he may be able to tell 
which is the longer wall. Even a child should be 
able to do this without any training. 

Among other conditions which are of use as 
physical signs are certain reactions—certain motor 
signs following stimulation. Thus you may note 
the quickness and readiness with which the patient 
performs an action he is told to do, whether he 
approaches an object or touches it at once when 
asked to do so. You notice whether the response 
is quick in time and accurate and certain. The 
amount of response in movement to a command is 
an important physical indication of the condition 


of the patient. 
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Very indicative also of the condition of the 
patient’s nerve centres is the power of imitation he 
possesses. When we tell the patient to do a thing 
we stimulate his nerve centres through the ear by 
the command; but in imitation the stimulus is 
through sight. This is important, because a patient 
may be deaf and unable to hear the word of com¬ 
mand. At any rate, imitation is a plan that should 
be tried; and in looking for all so-called condi¬ 
tions of co-ordinated movements it is well to ascer¬ 
tain them first by this means, and secondly by 
word of command, as in some cases they are more 
readily obtained-by the power of imitation. 

I may now say a few words about some ab¬ 
normal physical signs. Most of the physical signs 
of which I have spoken are the physical indications 
of health. I will speak now of a few abnormal 
physical signs. 

First of all, we have the word tremor. What do 
we mean by a tremor ? A tremor can only be ob¬ 
served in a part of the body. In describing the 
tremor of the patient we must describe the parts 
that move. Then the characters of a tremor are 
as follows: (1) The displacement of the parts 
concerned is very slight. The movement is only 
through a small arc of a circle, two or three 
degrees, perhaps. (2) The movement is uniform, 
so that the tracing taken by a tremor is very much 
like a timing-fork or a vibrating pendulum, of any 
movement, in fact, occurring uniformly within a 
certain period. (3) Another character of a tremor 
is its great rapidity, often 200 per minute. I may 
remind you of a few instances of tremor. You 
may have it in the tongue in fevers. There may 
be a tremor of the muscles of the eyeball, causing 
the condition termed nystagmus. In these the 
motion is rapid. (4) A tremor is a condition of 
movement which has no special sequence; it per¬ 
forms nothing; it effects nothing for the patient; 
it does not get him food; it does not express his 
thought. It has often been termed a purposeless 
movement: I prefer to say it is a movement which 
produces no sequence or no lasting effect. 

There is another kind of movement, occurring 
spontaneously, that is, without stimulus to cause 
it, which is termed athetosis. Athetosis differs 
from tremor in the following particulars. Atheto¬ 
sis is always the movement of several parts; tremor 
may be the movement of a single part. In athe¬ 
tosis there is a series of movements. You may, 
for instance, get the thumb and index finger 
flexing together, then the little finger, afterwards 


the middle finger; these relax, and then the same 
series of movements recurs. Tremor, on the other 
hand, affects one part, which moves rapidly and 
uniformly. Athetosis, like tremor, effects no good 
to the patient, and is therefore said to be a pur¬ 
poseless and involuntary movement. 

In contrast with these two modes of movement, 
tremor and athetosis, we have chorea. In tremor 
we have one part moving rapidly in the same way 
over and over again ; athetosis is a series of move¬ 
ments of several parts, the series being repeated; 
chorea has no order whatever about it. If you 
watch the parts that move together in chorea you 
will find them as varied as the movements of the 
fingers and hands of ordinarily intelligent and per¬ 
fectly healthy people; the combination of move¬ 
ments that occur in chorea is the combination of 
movements that occur in ordinary healthy people; 
but the combination of movements that occur in 
athetosis may be combinations that never occur in 
healthy and well-built people. 

I show you, here, tracings of the movements 
that occurred in a case of athetosis under my care 
three years ago. They were senseless movements 
not under control of the conditions around. Talk¬ 
ing to the patient did no good. Anything might 
cause the spasm to come on. In the second case 
we have what I have termed “ square fingers.” 
In the ordinary movements of life in healthy 
people you will not find the fingers with a double 
right angle. The first node here is a right angle, 
as is also the second. In athetosis you get such 
combinations quite different from those of healthy 
subjects. In chorea you will ordinarily see none 
of these extraordinary movements; a case in which 
they do occur would not be one of ordinary chorea, 
and a prognosis of recovery would have to be 
given with considerable caution. 

There are a great many more points I should 
like to go into with regard to physical nerve* signs; 
but perhaps what I have said will help to impress 
upon you the absolute importance of getting up 
and practising yourself in the estimation of a cer¬ 
tain number of physical signs in the nervous system 
just as you do in the auscultation and percussion 
of other parts of the body. 


Osteomalacia:— 

Be Phosph.centig. .05 

01 . Morrhuae ... gram. 50.00 
Teaspoonful once daily. 

(Steinberg, Med . Rec.) 
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Gentlemen,— As you know, I have chosen for 
these lectures subjects which appeal to your in¬ 
terest perhaps by reason of their everyday and 
somewhat commonplace nature, as lectures of 
that nature will be likely to prove the most 
useful to you. 

The subject of to-day's lecture, “ Calculus in 
the Urinary Tract,” was suggested to me by a case 
of which we have an illustration in this specimen 
on the table. Here is a bottle which contains 
three calculi, and here, too, is the bladder of the 
patient in whom one of these calculi was found. 
The history is that the boy had a calculus removed 
from the kidney, a calculus removed from the 
ureter, and a calculus removed from the urethra; 
so that he had a calculus in each of these several 
portions of the urinary tract. This patient was 
12 years of age. 

Another patient under my care some years ago 
was a man of 49, who, in 1884, had an operation 
performed for urethral calculus, which was re¬ 
moved through the external meatus. Two years 
later a calculus was felt from the surface of the 
perineum impacted somewhere in the region of 
the membranous urethra. This was pushed back 
into the bladder, from which it was subsequently 
removed. Some three years later he was again 
admitted on account of a fistulous opening, the 
scar in the perineum having broken down. Extra¬ 
vasation was found to have taken place, causing 
the tissues to become gangrenous. The patient 
sank and died. The bladder was found to be 
very much hypertrophied; the right kidney con¬ 
tained enormous masses of calculus, which, you 
see, in this preparation, had shaped themselves 
according to the portion of the kidney in which 
they lay—some to the calices, others in the pelvis 
of the kidney, and this long beak-like process 
extended down into the upper expanded opening 
of the ureter; in the opposite kidney twelve calculi 
were also found. 


These two cases illustrate what may happen in 
regard to the different positions in which calculi 
are found in the urinary tract. 

We may, in the first place, say a few words 
about calculus in the kidney, for recently the sur¬ 
gery of the kidney has been very much amplified 
and developed, so that calculi which were formerly 
inaccessible to surgical proceedings are now fre¬ 
quently removed from the kidney, and very 
successful results obtained. 

Through the kindness of Mr. Stabb there are 
some very excellent illustrations here which show 
the position and relations of the kidneys. The 
kidney is about four inches in length, and its 
central portion corresponds to the first lumbar 
spine and to the last rib. The organ is about 
four ounces in weight, and each is about four 
inches from its fellow and two inches from the 
median line. The interval between them is less 
at the upper part and greater at the lower, as the 
kidneys are placed somewhat obliquely on the 
back of the abdomen. The kidney on the right 
side is a little lower than it is upon the other. 
It perhaps extends upwards as far as the lower 
border of the eleventh rib, covering the twelfth 
rib, and sometimes as far as the interval between 
the tenth and eleventh. 

It is invested somewhat loosely by peritoneum 
on its anterior rounded surface. This invest¬ 
ment frequently becomes hardened and adherent 
in consequence of attacks of inflammation, which 
are commonly present in all cases of stone in the 
kidney. Then, of course, the freeing of the 
kidney from this covering becomes a rather 
difficult matter, and it may be torn during this 
part of the operation, but in the normal state of 
things it is usually easily peeled off the anterior 
surface. 

On the anterior aspect of the kidney is found 
the colon, the amount of kidney invested by it 
depending on the degree of distension of that 
tube. If much distended the colon will cover the 
larger portion of the kidney. 

These weights, measurements, and situations 
vary very much. The kidney in some cases is 
much heavier than in others; in some instances 
one kidney is larger than its fellow opposite, and 
there are instances in which one kidney is either 
altogether absent or rudimentary and the other 
kidney takes on the function of the missing organ. 

A very important structure in the neighbour¬ 
hood of the kidney has to be thought of in per- 
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forming operations on this gland, and that is the 
pleura. In the angle between the spine and the 
last rib you come down upon the pleura, so that 
when you have made your incision you may pos¬ 
sibly wound the pleura in the posterior end of the 
wound. Many times have I seen the pleura 
exposed in the deep part of the incision in per¬ 
forming an operation on the kidney; and the best 
way, I think, to avoid this danger is to make an 
incision somewhat resembling the position of the 
red line in the figure. It is an almost transverse 
or quite transverse incision, running from the tip 
of the last rib in the direction of the spine. When 
needful this incision can be quite safely enlarged 
by lifting up the layers of the abdominal wall at 
the anterior termination of the incision and dividing 
them in a downward direction. I have done the 
operation after this fashion many times, and even 
when dealing with large tumours I have found that 
it is an incision which enables one to reach the 
kidney very readily without the risk of wounding 
the pleura. One very usual method is by an 
incision parallel to the last rib and somewhat 
below it (£ inch or f inch), and then making a 
T-shaped prolongation from some part of the 
first incision downwards. I think by the former 
method there is much more room obtainable, and 
that it is a perfectly safe and effective method of 
procedure. 

As regards the tissues that have to be divided in 
order to reach the kidney, the drawing here shows 
that after cutting through the superficial tissues a 
portion of the latissimus dorsi has to be divided, 
as also of the external oblique in the same plane, 
the extent of this division varying according to the 
development of the muscles. Then the internal 
oblique is reached, and after dividing this the 
transversalis comes into view, splitting up pos¬ 
teriorly into the layers of the lumbar fascia. At 
this point you get your guide to the position of the 
kidney in the deeper part of the wound—namely, 
the margin of the quadratus lumborum. Separated 
by transversalis fascia and fat the kidney rests upon 
this muscle, and the outer edge of the muscle 
furnishes roughly an excellent guide to the posi¬ 
tion of the kidney. 

I have not said anything about the mapping out 
of the kidney in front, as we have been talking 
exclusively of the operation from behind; and 
there can be no doubt that the kidney can best be 
reached from behind in the lumbar region. It is 
a much safer and better operation every way than 


the transperitoneal method, which, by means of 
an incision through the linea alba or the linea 
semilunaris, you have in order to reach the kidney 
to open the peritoneal sac and again divide the 
peritoneum covering the kidney, and run all the 
risks which this proceeding entails, multiplied by 
the possibility of the escape of fluids from the 
kidney of a septic character. That very large 
tumours, even large solid tumours, are capable of 
removal by an incision of the kind I advocate I 
have more than once experienced. The first 
operation of this kind I did in the hospital was to 
remove the enormous hydronephrotic kidney, 
which I now show you. This was easily managed 
through an incision not of very great extent, 
because the large cyst-like cavities into which the 
kidney was transformed could be tapped one after 
another, allowing the kidney structure to collapse 
sufficiently to allow of the removal of the organ 
in this way. It is interesting to look at the great 
distension in this specimen, the result of the 
plugging of the ureter by this stone, which, having 
lodged there, has passed no further, and the pres¬ 
sure occasioned by the accumulation of the secretion 
of the gland has caused the enormous distension. 

A lateral incision may also very well serve to 
reach the kidney, the peritoneum being lifted up 
and the anterior surface of the kidney first exposed. 
This method renders the organ very accessible. 

So much for the position of the kidney and the 
manner of reaching it when this is required in order 
to remove a stone from it. 

Now, with regard to calculi. Of course, you 
have to bear in mind the characters that these 
concretions assume, and the quality of the stone 
when it is formed, because on that to some extent 
depend the symptoms that they produce and also 
the manner of dealing with them. The most 
common kind of calculus, wherever it may be 
placed, is, of course, the uric acid variety. Of 
this there are several specimens on the table 
showing its formation very well. I show you one 
of a nice, light, delicate brown colour, of a dis¬ 
tinctly laminated structure and uniform composi¬ 
tion. There is often in the centre an oxalate of 
lime nucleus. The next most frequent form is 
the oxalate of lime calculus; then we have urates 
of ammonium and sodium; and finally we have 
these phosphatic concretions which are found in 
the later stages of disease, when the urine in the 
bladder—for it is in the bladder they are mostly 
found—changes by reason of the chemical decom- 
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position of the urea, and, carbonate of ammonia 
having been produced, it acquires irritating pro¬ 
perties, and the changes that septic influences 
produce set up a cystitis and thus produce 
phosphatic deposits, either the ammonium and 
magnesium phosphate, with its prisms visible 
under the microscope, which is the most common 
kind; or the mixed phosphates, a mixture of this 
ammonio-magnesium phosphate and phosphate 
of lime. Under the microscope we frequently 
recognize the presence of oxalate of lime by its 
octohedral prisms, which, when viewed on the 
flat, have been likened to the appearance of an 
envelope. Another form of calculus which is very 
much rarer is formed of cystine. Not much is 
known as to the origin of this peculiar substance. 
Under the microscope it appears in the form of 
thin hexagonal crystalline plates. Its appearance 
suggests, what it really is by nature, a substance 
largely composed of sulphur, of which it contains 
not less than 25 per cent. 

These are the usual forms of calculi that are 
found in the urinary tract I have referred to their 
position in the kidney. They are formed very 
generally iq one of the tubules by a concretion, a 
blending or massing together of crystals that form 
in the urine, either of uric acid or oxalate of lime, 
which become glued together by the mucus in 
the part. The mass thus formed becomes a 
nucleus for the deposit of further material, which 
will make it larger and larger. As time goes on, 
therefore, it increases in bulk, slowly no doubt, 
but always increasing. Having once formed the 
calculus may either remain pent up in the kidney, 
or may enter the ureter and pass by that tube to 
the bladder, from which it may find exit along the 
urethra, and emerge with the stream of urine from 
the orifice of that tube, or it may become arrested 
at almost any point We have therefore to con¬ 
sider the symptoms and results of the presence of 
calculus at any one portion of this long tract. 

The symptoms produced by a calculus which, 
formed in the kidney, continues to develop and 
remains there, depend, of course, very much on 
the size of the stone ; they are also to some extent 
modified by its character; whether, for instance, 
it be of uric acid, or the rough, irregular, pointed 
stone which very often is found in association with 
deposits of oxalate of lime. Or again, the symptoms 
will be much modified by the occurrence of change 
in the urine, evidenced by the deposit of phosphatic 
matter on the surface of stone which has formed 


in alkaline urine. The uric acid stone and oxa¬ 
late of lime stone are formed in acid urine; in 
alkaline urine the phosphatic deposits take place on 
the surface of these already-formed calculi, and on 
these conditions depend to a certain extent the 
variability of the symptoms. The size, too, is a 
matter of considerable importance. A small calculus 
loose in the pelvis of the kidney may cause much 
more troublesome symptoms than one that is 
perhaps larger but wedged fast in the substance of 
the gland, in a calyx, or in the pelvis, so that the 
movements of the body do not cause it to move 
and increase the suffering of the patient The 
amount of pain, therefore, for these different 
reasons varies very much in cases of stone in the 
kidney. But there is always more or less pain; 
and that pain is generally found to be localized to 
one side of the lumbar region, and thus will enable 
you to be fairly sure that the stone is on that side. 
Besides this localized pain, marked tenderness is 
generally present. The pain is felt on pressure, 
especially beneath the last rib, just external to the 
quadratus. Not only are pain and tenderness felt 
in the lumbar region, but referred pains are com¬ 
plained of, notably those travelling down the ureter 
to the bladder and testicle, in which pain is frequent 
and marked, and during which the cremaster is 
frequently caused to contract. 

In the history of a patient with stone in the 
kidney you have generally a clear account of 
increase in the suffering by anything calculated to 
impose jarring upon the kidney, such as motion 
of the body which is of a jumping or jolting 
character, as riding on horseback is, and some 
persons find even walking exercise intolerable in 
consequence of the amount of suffering they have 
to endure. 

Another symptom present is frequent micturi¬ 
tion, and this, like the other symptoms, will be 
modified by the different characters of the stone, 
and especially by its being loose or fixed. 

Bleeding is also a symptom which is always 
present in a greater or less degree, and in all cases 
the blood and urine are intimately mixed. At 
intervals it increases and diminishes and often 
disappears between times. Sometimes it is very 
considerable, in amount, especially after severe 
exertion. The amount of blood may be so 
small as to be imperceptible; in other cases there 
is smokiness of the urine which is very cha¬ 
racteristic ; while in others again the urine may be 
quite red with blood. 
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Besides, you will have the opportunity of 
finding the octohedral crystals or dumb-bell 
masses of the oxalates, or the prisms of the urates, 
or phosphatic crystals; and in this way help to 
make a diagnosis as to the nature of the stone. 

I need not here describe—I dare say most of 
you know—the best methods of ascertaining the 
presence of blood in the urine. 

In any case in which you have made out the 
presence of a stone in the kidney there is no 
doubt that the propriety of an operation has to be 
considered, as the patient cannot otherwise be 
relieved from lifelong suffering. When the kidney 
stone is very small it may, by a suitable diluent 
treatment, be washed down the urinary tract and 
escape into the bladder or out of the urethra; and 
in such places as Contrexeville they have obtained 
the evacuation of stones that one would hardly 
believe capable of passing through the normal 
urinary tract simply by flushing it with large quan¬ 
tities of this water, which seems in some special 
manner to help in removing the stone. But when 
the stone has reached any considerable size, when 
it has formed and lodged in the cavities of the 
organ, it is mechanically impossible for any form 
of internal washing out to succeed. It is only, of 
course, in cases where the stone is small enough, 
and lies loose in the pelvis of the kidney that 
one can hope for good result from this method 
of treatment; it is often the case, too, that 
calculi form, perhaps, in large numbers, in the 
glandular cortex of the organ, and of course are 
not accessible to the influence of the washing-out 
treatment. 

The difficulty of being quite sure, not only of 
the presence of stone in the kidney, but of the 
suitability of the patient for operation in any given 
case, is very great indeed. You have not only to 
make out for certain, if you can be certain, that 
you have a stone to deal with; but you must also 
arrive at a fairly reasonable opinion as to the 
integrity of the opposite kidney, for if both kidneys 
are involved in the disease it is, of course, with 
much less hope that you proceed to operation. 
The difficulty of ascertaining the presence of a 
stone in the kidney is well-known to surgeons by 
reason of the not infrequent instances in which 
the kidney has been cut down upon and either an 
apparently healthy organ discovered, no stone 
found, or else tuberculous or other disease. In 
other cases in which a calculous kidney has been 
cut down upon, and even when the kidney was 


fully exposed and accessible to the finger or any 
other method of search you wish to employ, the 
stone has not been discovered. I remember very 
well a case happening, in my own experience, 
where not only was I unable to find or feel the 
stone after the most careful examination I could 
possibly make ; but after the kidney was removed 
and placed on the post-mortem table,—for the 
patient died of suppression of the urine— the stone 
was not discovered by Dr. Sharkey, who made 
the P.M., until the kidney was fully laid open. 
Various methods are recommended for discovering 
the stone in these doubtful cases. It is said that 
the sensation, on examination, conveys the idea of 
feeling the end of a finger or the end of a pencil. 
This is variable and deceptive, because it alto¬ 
gether depends upon the position of the calculus. 
If it be near the surface or in the pelvis of the 
kidney it is comparatively easy to feel, but if it 
be covered by a large quantity of the glandular 
structure the most one feels is a certain amount of 
resistance or hardness of the part, which is not a 
very sufficient or definite diagnostic sensation. 

When the kidney has been exposed it is ex¬ 
plored by separating it from its bed posteriorly and 
examining also with the finger the upper part of 
the ureter; and if, in that manipulation, you feel 
the stone, well and good; if not, it is perhaps 
necessary to detach the peritoneum from the 
anterior surface and make a bimanual examination, 
one finger in front and one behind; but there 
have been cases in which the stone was not 
detected by even this very complete form of 
examination. Finally, one may puncture with a 
needle or incise the substance of the kidney and 
insert the finger. 

Where the stone is single it is easy to remove ; 
but care should be taken to remove it whole and 
not break off any of the portions extending into 
the calices, which may thus get left behind. 
Where the calculi are multiple, and where there 
have been many changes in the kidney itself, we 
may have to adopt the course either of scooping it 
out and leaving a drainage tube in, or of re¬ 
moving the whole organ,— provided the opposite 
kidney is in a sound enough condition to carry 
on the functions of both. The difficulty of as¬ 
certaining, with sufficient certainty, the condition 
of the uninvolved kidney has led some to propose 
that, as a preliminary and diagnostic proceeding, 
the anterior abdominal wall should be opened, the 
hand introduced and the kidneys examined from 
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the front. For my own part I do not attach much 
value to such an examination, because of the great 
difficulties of ascertaining the real condition. The 
kidney is behind the peritoneum, invested with a 
greater or less amount of sub-peritoneal fat; and 
if it may happen that, with the kidney actually on 
the post-mortem table, you sometimes cannot feel 
the stone, the difficulties would appear to be much 
greater, and there would be a wider margin for 
error in such an examination as that proposed. 
Beyond the size of the organ I question whether 
you would ascertain in many cases very much by 
such an examination as this, at least. 

I have not time, I am afraid, to go into further 
detail with regard to the treatment of stone in 
the kidney, except to remark that it is often 
difficult to diagnose it from a tuberculous kidney. 
The symptoms in some cases resemble one another 
so closely that it has been a somewhat considerable 
experience to find cases of tubercle operated on 
for stone, and cases of stone operated upon on 
the supposition that they were tuberculous kidneys. 
The diagnosis therefore, you will understand, must 
sometimes be exceedingly difficult. One may say 
generally, that in cases of tubercle affecting the 
kidney you find probably some other evidence of 
tubercle, you will find a greater amount of purulent 
discharge, and a less amount of blood in the case 
of tubercle than in the case of stone. That 
perhaps is the most salient difference between the 
two cases. And then in any given instance you 
will have the possibility of discovering the tubercle 
bacillus, or by cultivation ascertaining that there is 
tubercle present in the kidney. But, otherwise, 
the difficulty may be very considerable in making 
the diagnosis. 

I show you here an illustration of a stone in the 
ureter, the next situation in which a stone may be 
found. A calculus may be arrested at any portion 
of the length of the ureter. It is not at all un- 
frequently stopped at the commencement or at the 
point where the ureter terminates in the valvular- 
like entrance to the urinary bladder. This orifice 
is small and passes obliquely through the bladder 
wall, and hence there is considerable mechanical 
difficulty for a stone which may have passed 
through the rest of the tube with ease, getting into 
the cavity of the bladder. 

The symptoms produced by the passage of a 
stone down the ureter are very severe. Of course, 
these somewhat depend on the quality and size of 
the stone. When the stone is of such a size as to 


be just able to get along the ureter, and yet large 
enough for this to be accomplished with consider¬ 
able difficulty, the symptoms are of excessive 
severity. The pain is quite agonizing and intoler¬ 
able, the patient is unable to bear it or obtain any 
relief, and it may go on for a long time, lasting 
for hours or even days. There will be remissions 
in the degree of pain experienced, but, as I say, 
it becomes perfectly intolerable. This is what is 
called “ renal colic,” although we know that, pro¬ 
perly speaking, it is not renal. One of its well- 
marked characters is the suddenness with which it 
occurs. The patient, previously in good health, 
perhaps with absolutely no symptom, is suddenly 
seized without warning with this horrible pain in 
the lumbar region. And not only is it felt along 
the course of the ureter, but it may manifest itself 
in the hypogastrium, in the groin and thigh, and 
in the testicle. The patient is doubled up with 
the pain, in order probably to relax the psoas 
muscle, so as in that way to experience some slight 
amount of relief 

Another very marked and distressing symptom 
of this condition is vesical tenesmus. This is very 
intense and severe. The patient is constantly 
straining in the effort to make water, only a few 
drops coming at a time without the least relief. 
The urine may be suppressed altogether. The 
patient feels very sick, with nausea, faintness, 
cold perspiration and collapse, and seems like to 
die. This goes on until relief comes perhaps as 
suddenly as the onset of the pain. I remember 
one of the examiners at the College describing the 
condition of a patient who had a calculus passing 
down the ureter. After doing so very graphically 
he said to the candidate, “ Ail at once the patient 
feels quite different; he feels as if he were in 
heaven; what has happened?” To which the 
candidate replied, “ Sir, he is dead.” Of course, 
it is unfortunately not always that this relief is 
obtained, and the calculus passes into the bladder. 
It may be arrested and produce the symptoms I 
have described. It may escape into the cellular 
tissue behind by ulceration through the ureter 
and so set up an abscess; and may thus find its 
way to the surface, notably in the lumbar region, 
and a permanent urinary fistula will be caused. It 
may, perhaps, be interesting to recall as a matter 
of historical importance that it was for a case of 
urinary fistula (not, however, produced in this 
way), that Professor Simon, of Heidelberg, per¬ 
formed the first successful extirpation of the kidney. 
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He had performed successful experiments on 
animals to see if the operation might be done and 
life be yet preserved. 

I need not say that if ascertaining the existence 
of a stone in the kidney be difficult, it is, if 
possible, more difficult to diagnose the presence of 
stone and its whereabouts in the ureter. There 
will be, generally speaking, a localized tenderness 
over some portion of the track of the tube; and 
that may be all we have to go upon. If relief be 
not obtained, the treatment one would adopt 
would be by means of opiates; but even they 
sometimes do not give much relief. A better plan 
of dealing with renal colic is to give chloroform. 
It always relieves the pain and muscular spasm, 
and places the patient in a favourable position for 
the passage onwards of the stone. If relief be not 
obtained in this way, you come to the question of 
dealing with the blockage of the ureter. Here 
an exploratory operation from the front or side may 
be not only possible but desirable; and by tracing 
the line of the ureter you may ascertain the 
precise position of the stone in the tube. But 
you should not try to remove it through that 
opening. Pressing it backwards you can cut down 
upon it from behind, and in that way you may 
remove it with considerable facility. Of course, in 
the case of stone low down in the tube, you will 
probably best attack it from the bladder. That 
was the way in which I removed the stone from 
the case of which you see the bladder here. It 
bulged as a sort of pouch-like projection into the 
bladder, the stone causing changes in the termina¬ 
tion of the tube in such a way as to produce a 
condition of affairs roughly resembling that of a 
child’s head stretching the os uteri. A suprapubic 
incision having been first made, I nicked the edge 
of the tense mucous membrane, and the stone was 
squeezed out into the cavity of the bladder and the 
condition remedied. The child died of peritonitis; 
I do not know why, because there was no damage 
done to the peritoneum that we could make out. 
Thus you may either employ a lumbar incision for 
the removal of a stone in some part of the length 
of the ureter, or you have a means of dealing with 
it from the interior of the bladder. The operation 
in the lumbar region might, of course, require 
modification from that you would adopt for the 
purpose of reaching the kidney itself, but into that 
I do not propose to enter. 

Calculus in the bladder I shall pass by alto¬ 
gether, as it would require at least a lecture to itself- 


I shall only say a word or two about calculus in 
the urethra. This occurs, generally speaking, in 
male children, and is the cause, almost the only 
cause of retention in children. It also occurs in 
young adults. Here is a very large urethral 
calculus which was given to me by an old pupil, 
who removed it from the orifice of his urethra. It 
had passed down the tube to the meatus without, 
he said, any considerable inconvenience; in fact, 
he was not aware of anything much being the 
matter with him. With a little trouble it was got 
out from the meatus, which was incised and 
enlarged, so that the stone could be pushed out. 
It is quite the largest stone I have ever seen 
extracted from the urethra. The meatus being the 
narrowest part of the urethral tube is the com¬ 
monest place for a stone to lodge. It may pass 
down the rest of the tube and be stopped there. 
The next most common place would be somewhere 
in the region of the bulb, just before the urethra 
enters the bulb in the narrow membranous part of 
the tube. In the first instance one incises the edge 
of the stretched meatus, and by pushing or traction 
with a small scoop, gets the calculus out. In the 
case of a perineal calculus, there will be retention 
of urine, and if removal be not effected, there will 
probably be extravasation of urine from ulceration 
round the calculus, and the calculus may escape 
from the tube and lodge itself in the perineal 
tissue, or the same result may be accomplished by 
a gradual process of dilatation and pouching of the 
tube at the place of lodgment whereby it comes to 
be sequestrated outside the urethral tube. This 
condition is very difficult to make out. I can tall 
to mind a case of this kind in which there were 
symptoms of retention which abated and dis¬ 
appeared, and in which, some year or two 
afterwards, a stone was diagnosed which had made 
its way outside the urethra, but the pouch still 
communicated with the urethra by some such 
process as I have indicated. Generally these 
cases are acute, and you require to deal with 
them at once. In the case of a stone in the 
perineum, you can feel it there. There is no 
great depth between the urethra and the surface of 
the body; at no great distance, therefore, you can 
feel the hard resistant body. You have the 
symptoms to guide you, and the proper treatment 
in most instances would be to cut straight down on 
the offending concretion and remove it. There is 
little or no chance of perineal fistula following. The 
linear incision in the urethra, if made with care 
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and it be large enough to allow the stone to be 
readily removed without bruising the edges, will 
heal up well without causing any contraction or 
stricture; and I think that is the best way of 
dealing with such a condition of things. It has 
also been suggested that the introduction of a 
catheter would in many instances push the 
calculus back into the bladder when it can be 
afterwards dealt with. I pass by all attempts to 
extract it by the meatus, which, I think, are 
futile and calculated to do injury. There remain, 
then, the cutting of it out through the perineum, 
and the pushing it back into the bladder. In 
some cases the latter may be the better plan, but 
it involves the subsequent operation of removing 
the calculus either by lithotomy or by the lithotrite, 
so that the former method is, I think, the better 
one. 

I have omitted several matters I would have 
liked to say, as the time is necessarily limited, but 
I have said some things which I hope will be of 
interest to you. 


NOTES OF CASES DEMONSTRATED 
AT THE CLINICAL MUSEUM. 

BY 

JONATHAN HUTCHINSON, F.R.S., LL.D. 


Amongst the more interesting of the cases 
demonstrated on Tuesday, May 29th, were the 
following: 

Acro-arthopathy in connection with Pul¬ 
monary Disease and probable Gout. 
Dupuytren’s Contraction of Palmar 
Fascia. 

The subject of this case was a man who had 
been more or less under Mr. H.’s observation for 
several years. He had been originally sent to him 
by Dr. Murray of Newcastle—the question being 
whether he was or was not the subject of acro¬ 
megaly. Two years ago, a drawing of his hands 
was made for the collection in the Royal College 
of Surgeons, where it may now be seen. The 
diagnosis of the case is hypertrophy of the fingers 
in association with pulmonary disease, but com¬ 
plicated with tendency to gout. Twelve years ago 
the man had been sent to South Africa on account 
of phthisis, and he had since maintained himself 


in health by repeated visits there, earning his 
livelihood as a ship’s painter. Meanwhile, slow 
enlargement of the ends of his fingers had been 
in progress, accompanied by swelling of the 
terminal joints and thickening and curving of 
the nails. The conditions were most marked on 
the ring finger of one hand and on the middle 
finger of the other. There was not much evidence 
of tendency to gout, excepting the chronic arthritis 
itself, and the fact that both the man and his 
father had worked in paint and suffered from lead. 
Quite recently, however, another bit of evidence 
had been evolved, for there had been developed 
strong bands of Dupuytren’s contraction in both 
palms. In one hand it was the ring finger that was 
affected, and in the other the middle, the fingers 
selected being those in which, as already stated, 
the arthritis was greatest. In commenting upon 
this case, Mr. Hutchinson showed the drawings 
from Souza-Leite’s work on acromegaly, and a 
more recent treatise of Dr. Albert Lefebvre.* He 
stated that these cases must be carefully diagnosed 
from true acromegaly, the latter being a malady 
which was quite independent of pulmonary or 
venous obstruction, which always began in early 
life, and was attended by true overgrowth of the 
extremities. He suspected that the complication 
of “ pulmonary osteo-arthritis ” with gout, as in the 
present instance, was very common, and that the 
changes observed were a mixed result. This com¬ 
plication had, he thought, scarcely received suf¬ 
ficient attention from the French authors who had 
recently written so well upon the subject. 

Pseudo-hypertrophy of Hands in asso¬ 
ciation with Feeble Circulation in 
early life.—(Mr. Hitchins.) 

A young woman, set. 24, in whom there was 
great apparent enlargement of the hands and 
fingers. Mr. Hutchinson pointed out that the 
conditions were wholly different from those of the 
preceding case. In it the enlargement was greatest 
at the ends of the digits, and became less as the 
knuckles were approached; while in the present 
case the whole hands looked puffy and swollen, and 
the digits also were much enlarged, but they 
tapered to their points. The condition was one 
of great increase of the cellular tissue, with extreme 
feebleness of circulation. There was no true 

• “ Des Deformations Ost^o-Articulaires Consecuiives a 
des Maladies de PAppareil Pleuro-Pulmonaire.” Par le 
Dr. Albert Lefebvre. 
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acromegaly, nor any disease of bones or joints. It 
was a state that was not unfrequently seen in the 
hands of young women who were engaged in manual 
occupations, and who were obliged frequently 
to put their hands into water. It was often at¬ 
tended by the development of plaice-like spots on 
the backs of the hands. Usually the circulation 
was too feeble, and the condition altogether too 
passive to favour the formation of inflammatory 
chilblains. He had rarely seen a more extreme 
example of this condition than the patient ex¬ 
hibited, and it might have been mistaken for 
acromegaly. He drew attention to the condition 
of the nails which were wholly different from those 
in cases of pulmonary obstruction. In the latter 
the nails become large, and unduly curved; 
whereas, in this instance, they were thin, rather 
small and concave—the spoon-shaped nail. 

Whilst under examination, the girTs hands having 
been a good deal pressed by the surgeon’s fingers, 
a number of plaice-spots made their appearance at 
the sites of pressure. The patient’s history was 
that her hands had been in the present condition 
as long as she could remember; but the mother 
on being asked whether the child was really bom 
with large hands, denied it, and said the condition 
was first observed in early childhood. 


So-called Rheumatic Nodules in a Young 
Child, the subject of severe Arthritis 
of the Extremities. History of severe 
Gout in Grandfather. 

Another very important case was brought from 
Great Ormond Street by Dr. David Lees. A 
little boy, aged only 5, had his hands crippled by 
arthritis of the smaller joints, so that they were 
quite disabled. The fingers were flexed, and he 
could not extend them. His wrists and elbows 
were also somewhat swollen. The skin of the 
fingers was more or less glossy. These conditions 
of chronic rheumatic arthritis had been slowly 
increasing for more than a year. The most 
interesting point was that they were attended with 
a great number of glossy nodules on the backs of 
the digits. There were also some less distinct 
nodules on the scalp. The drawing from Dr. 
Judson Bury’s case was produced, and on com¬ 
paring it with the patient’s hands it was seen that 
the little nodules on the backs of the fingers were 
exactly alike in the two. The nodules were 
clearly those usually described as rheumatic, and 


the boy was evidently the subject of severe chronic 
arthritis. The family history was, however, not of 
rheumatism, but of true gout, the child’s mother 
stating that his paternal grandfather was, at the 
present time, in bed with an attack in his great 
toe, from which he had suffered many times be¬ 
fore. Mr. Hutchinson remarked that this history 
was exactly what he had expected, for he had long 
held that these “rheumatic nodules” were the 
result of inherited gout, and he had already pro¬ 
duced at these Demonstrations two remarkable 
cases illustrating this point.* At the same time 
it is clearly to be understood that these nodules 
have nothing to do with urate of soda. 


A Very Peculiar Eruption of the Skin, 
Consisting of Symmetrically Ar¬ 
ranged Ivory White Vitiligo Patches. 

Mrs. J., aet. 58, was brought by Dr. Vinrace 
to the Demonstrations. Her conditions were 
most peculiar, and when subsequently she was 
taken by Dr. Vinrace to a meeting of the 
Dermatological Congress, no one present ventured 
on a nominal diagnosis. She was a stout woman 
of fair complexion, a delicate skin, and apparently 
in excellent health. The conditions presented by 
her skin had been gradually increasing for about 
three years. They occasioned her no discomfort. 

On the fronts of the wrists, quite symmetrically, 
there were groups of little white ivory discs, about 
the size of split peas. These, in some parts, were 
confluent, forming patches of irregular shape, but 
they had clearly, in the first instance, been all of 
them round. Another very peculiar feature which 
they all presented, was a slight depression in the 
centre, which in some instances was black, as if 
from a minute plug of sebum. The arrangement 
of these patches across the wrists suggested the 
diagnosis of lichen planus, but their conditions 
were very dissimilar, and they were more like the 
ivory patches of morphoea, but from these they 
differed in not being polished, and in being de¬ 
pressed rather than raised. (A sketch of the fronts 
of the wrists was subsequently made by Miss 
Green). On other parts of the body the skin 
presented different changes. About the buttocks 
and on the backs of the thighs there were a 
number of little white spots like those on the 
wrists but smaller, and many of these showed in 
their centre a minute depression—the mouth of a 


• See “Archives,” vol. v. 
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follicle. Just within the labia, on the moist part 
of the skin, and adjacent to the mucous membrane, 
there were a number of the white stains, so fre¬ 
quently seen in pruritus vulvae, and these presented 
no special peculiarities. Below the knees on both 
legs, there were some rough patches made up of 
confluent spots of lichen, and showing none of the 
peculiar white infiltration. On the dorsum of one 
toe, extending from the root of the nail upwards, 
there was a patch of hypertrophied papillae of 
considerable height and almost horny. With 
these exceptions, the patient’s skin was perfectly 
clear and free from blemish. 

It is to be observed that the white spots noticed 
as being present on the buttocks and thighs were 
small and inconspicuous. Although perfectly 
definite when looked for, it would have been im¬ 
possible without exaggeration to depict them in a 
drawing. 

Comments . I believe that I have in former 
years seen several similar cases, and suspect that 
some may have been counted as examples of 
morphoea. The case which is most clear in my 
memory is that of a gentleman, past middle age, 
in whom the white spots occurred on the forearms 
and on the skin of the penis. The patches were 
of considerable size. I saw him but once, and 
had no opportunity for taking notes. Another 
case, which I have recorded in a lecture on Mor¬ 
phoea,* and which also occurred in a man past 
middle age, and on the same regions, was, I now 
think, an example of this malady. What the 
malady is, it is very difficult to state. That ana¬ 
tomically it begins as a lichen—in other words, as 
an infiltration around a hair follicle, seems highly 
probable. It is not, however, attended by the 
thickening which usually constitutes a lichen 
papule, and its exceedingly slow, chronic, aggres¬ 
sive course differentiates it widely from lichen 
planus. We have not, however, as yet any whole 
histories of these cases, and it is premature upon 
such data as are before us to speculate far. 


Erysipelas-Eczema of Head, Face, Chest- 
and Upper Limbs, having begun from 
a Cracked Nipple. 

A married woman, aged 29, was passing through 
a most acute attack of eczema, attended with 

• See Lectures, vol. i., p. 328. On again reading my 
notes of this case I find it an exact parallel with Dr. Vin- 
race's, and the two suggest that possibly the white patches 
on the genitals were infective, and the parents of the others. 


oedema and vesications. Her whole face was 
swollen, red and weeping, and the eyelids almost 
closed; her hands and forearms were in a similar 
condition, and so also was the left side of her chest. 
The whole was reputed to have spread from a 
cracked nipple, and she had never suffered from 
eczema before. The hands looked much as if 
they had been irritated by some washing powder 
or had been put into too hot water. Everywhere 
the condition was attended with the most vivid 
erythema and the rapid production of vesications. 
The whole attack was only of about a week's 
duration. Although the temperature had been 
somewhat increased, and the patient had been 
chilly, there had been no distinct rigor, nor did 
the febrile disturbance prevent her from going out. 
Mr. Hutchinson stated that the case was, for him, 
a typical example of eczema-erysipelas. Those 
who refuse to recognize hybrid maladies would 
probably be equally divided as to whether to call 
it eczema or erysipelas. His belief was that there 
were not infrequently inflammations that partook 
of the nature of both. In these the disease ran a 
far more rapid course than in eczema, was attended 
by more febrile disturbance, by vesications, and 
oedema. At the same time, the fever was never so 
high as in erysipelas, and the tendency to vesica¬ 
tion and the formation of crusts was much greater. 
Very often, as in this instance, there was a history 
of the disease having commenced from some slight 
traumatic lesion. 


Among the cases produced on June 12th were 
the following:— 


A Man and Wife together the subjects of 
Alopecia Areata. 


The husband was a man of 22 and his wife 
about the same age. They had been married 
three years, and neither of them had ever suffered 
from ringworm or any other form of skin disease. 
The disease had begun in the husband about 
eighteen months ago as the typical bald patches. 
It had advanced till, with the exception of a few 
tufts of hair, his entire scalp was perfectly bald. 

In his wife the patches had only made their 
appearance about six months ago, having begun 
on the top of the head. She had six or seven 
patches as large as half-crowns. The disease 
was in each instance well characterized alopecia 
areata. There was not the slightest trace of scurf 
or of broken hairs. 
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(These patients were sent from the London 
Hospital by Mr. J. Hutchinson, Jun.) 

Remarks . My creed in respect to alopecia is 
that in rare instances, and under unusual advan¬ 
tages, it may spread directly by contagion. Of 
this we appear to have an example in the present 
case, the patients* heads may have been often upon 
the same pillow, and they have probably used the 
same hair brush. 

As a rule, for practical purposes, we say that 
alopecia areata is not a contagious disease. When, 
however, I permit a patient suffering from it to go to 
school, I always insist on the ordinary precautions. 
In the greater number of cases alopecia areata is, 
I believe, a sequel of ringworm. In others it is 
the result of contagion to an adult from ringworm 
in a child, and in a third class it is due, as in the 
present instance, to direct contagion from itself. I 
do not believe that it ever, when well characterized, 
has anything to do with the general health, or the 
nervous system. Although we cannot find the 
cryptogram, the circumstantial evidence is so strong 
that I have no hesitation in placing it in the group 
of the Tineae. 


Duchenne’s Paralysis in advanced stage 
without Hypertrophy. 

Dr. Hughlings Jackson, in conjunction with 
Dr. James Taylor, demonstrated a very interest¬ 
ing case of Duchenne’s paralysis in which the 
pseudo-hypertrophy was almost entirely omitted. 
The conditions of atrophy were extreme. The 
lad’s limbs and trunk were so wasted that in¬ 
dividual muscles could scarcely be recognized. 
The biceps was represented by a moderately 
tight band which kept the elbow in a state of 
flexion. By the absence of the serrati the edges 
of the scapulae were allowed to project. The 
lad walked with a waddling gait and his legs apart, 
and he could only reach his mouth by taking hold 
of the elbow with the opposite hand. The electric 
reaction of the individual muscles had been care¬ 
fully examined by Dr. Taylor by whom the case 
has already been published in the American series 
of International Clinical Lectures. A remarkable 
feature in the case was that whilst there was no 
hypertrophy of the muscles of the buttocks or 
back, and whilst both upper arms and thighs 
were exceedingly emaciated, the forearms and legs 
showed muscles of good size, and possibly in a 
condition of slight pseudo-hypertrophy. The case 


was, as regards the patient’s family, an isolated 
one. He had several brothers and sisters, but 
none of them suffered. Dr. Jackson drew attention 
to the fact that muscles of facial expression, 
although not paralysed, were weak. The lad could 
not close his eyes strongly. 

An interesting example of the value of collecting 
portraits occurred in connection with this case. An 
album was produced from the Museum which was 
devoted to the diseases of the nervous system, in 
which occurred a lithographic illustration of a case 
entitled, “ Paralysis of the Serratus Magnus on both 
sides.” On inspection of this lithograph it was 
seen that there was much more than paralysis of 
the serratus magnus; and that the muscles of the 
back and of the upper arms were also wasted, and 
that the conditions generally very closely resembled 
those of Dr. Jackson’s patient. This case was 
recorded by the late Mr. John Banner of Liverpool 
rather more than fifty years ago. The paralysis 
had commenced at the age of 12 or earlier, and it 
is expressly stated that the patient’s gait was 
unsteady, that after stooping he could not raise 
himself, and that the upper part of his body was 
thrown back, producing the concavity of the loins 
which Dr. Jackson is accustomed to speak of as 
the " saddle back.” There can be no doubt 
whatever that Mr. Banner’s patient was the subject 
of Duchenne’s paralysis/ and the case is probably 
one of the first put on record. 


THERAPEUTICAL NOTES AND FORMULA. 


The Yalue of Creosote in Gastric Fermenta¬ 
tion. —Creosote has been so largely used within 
the last few years in the treatment of bronchial or 
general pulmonary disease, that many of us have 
forgotten the valuable results to be obtained by its 
employment in the treatment of gastro-intestinal 
troubles associated with fermentation. As is well 
known, the name of the substance is derived from 
the fact that it was found to prevent decomposition 
of nitrogenous matter, and that it, therefore, acted 
as a distinct antiseptic. There are two classes of 
cases of indigestion, or disorder in the alimentary 
canal, in which creosote is of great value. Aside 
from those instances of persistent vomiting, where 


* On this subject the reader may consult an interesting 
Clinical lecture by Prof. Erb in the last volume issued by 
the New Sydenham Society. 
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by its local action it often renders us great service, 
it is also useful in those cases of fermentation or 
chronic indigestion in which there are formed 
large quantities of flatus some time after eating. 
Whether the distension is caused by the fermenta¬ 
tion of starches, or the decomposition of nitrogenous 
materials, a minim or two of creosote half an hour 
or so after eating, or immediately after eating, will 
often help such cases. Another instance in which 
creosote is of value is in a case of severe acute 
gastro-intestinal fermentation, which is often 
manifested, in the more severe cases, by an actual 
attack of cholera morbus. The administration of 
creosote in such an instance not only tends to 
prevent the vomiting, but to inhibit the production 
of poisonous products which are developing from 
the bad food that the patient has been unfortunate 
enough to take. Here, again, the dose of from 
one to three minims of creosote, well diluted, 
proves of value. In those instances in which the 
vomiting is too intense to permit the swallowing of 
much liquid, it may be administered in the dose of 
from one half to one minim in a tablespoonful of 
water, milk, or brandy, a few drops of this mixture 
being given at a time. Notwithstanding the 
laudatory statements which have been made as to 
the value of thymol, naphthaline, and other gastro¬ 
intestinal antiseptics, we believe that creosote is the 
best one which we can employ, and we doubt, if it 
is administered carefully, that it is as apt to produce 
disturbance of the digestion by irritation of the 
mucous membrane, as some of the more highly 
praised and more expensive remedies. It is hardly 
necessary to add that it is important to use the 
beechwood creosote, and not that derived from the 
mineral kingdom.—( Therapeutic Gazette .) 


Treatment for Sweating Feet.— Hebra, in 
the treatment of this affection has been particularly 
successful. He makes an ointment by melting 
diachylon plaster over a gentle fire and adding an 
equal weight of linseed oil, stirring well. 

The foot, after being carefully washed and dried, 
has inserted between the toes pieces of lint covered 
with the ointment, and is then wrapped in a piece 
of linen spread with the same preparation. 

Soft woollen stockings are then put on, and 
thin, low shoes. The dressing is repeated twice 
daily, the foot being thoroughly wiped each time. 
In a few days there is an exfoliation from the 
‘affected regions of a thick layer of cuticle, leaving 


a healthy skin below. After this has come away 
astringent, drying dusting powders are continued 
for some days or weeks. The cure is generally 
accomplished in less than a month, and even 
should there be a relapse, this yields readily to 
repeated treatment .—(The Therapeutic Gazette,) 


Anaemia.—To meet the digestive defects : 


Haemogallol 

... 3 ij 

Fel Bovis Insp. ... 

... 9 ij 

Ext. Pancreatini ... 

... 3 ij 

Strychniae Sulph.... 

... gr.j 

Caflfein® Mur. ... 

... 3 j 

Ext. Colocynth ... 

... gr.x to xx 

Ext. Tarax 

... 3 j 


M. et fit pil. xl. ’ Two t.i.d. after meals. 

(Porter, Med. Tec,) 


Chronic Alcoholism. —Strychnine, ^ grain 
hypodermically for the first dose. One-twentieth 
grain was injected on the seven subsequent days, 
and he was then dismissed with one grain of the 
drug in sixty pills, which were to be taken one a 
day every alternate week. At the end of fifteen 
months the patient reported himself completely 
cufed.— (Jergolski, Med. Tec,) 


SHORTHAND IN MEDICINE. 

Medical Students and Practitioners who use 
Shorthand will be glad to learn that a small sheet 
of clinical teaching has been issued in lithographed 
Phonography. The object is to afford the need¬ 
ful practice in reading shorthand, to increase 
familiarity with the best outlines for medical terms, 
and at the same time to impart professional know¬ 
ledge. It contains “Acute Glossitis,” by Sir 
William Jenner, and “ The Use of the Ophthal¬ 
moscope by Practitioners,” and “ The Treatment 
of Infantile Paralysis,” by Dr. Gowers. It can be 
obtained, price 6d., post free, form Messrs. Sir I. 
Pitman & Sons, i, Amen Corner, London, E.C.; 
and is also sold by Mr. H. K. Lewis, Gower Street. 


PUBLISHER’S ANNOUNCEMENT. 


As the “Clinical Journal” has a wide circulation 
amongst Practitioners and Students, advertisements can 
be received for Assistants, Partnerships, Transfers of 
Practices, etc. Terms, 2 s. 6d. for each insertion, of four 
lines or under, and 6d. for each extra line. 

Edward Knight, Publisher, 

18 , Middle Street, Aldersgate, London, E.C. 
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♦THE NERVE ELEMENT 
IN ORGANIC HEART DISEASE. 


By SOLOMON O. SMITH, M.D., M.R.O.P., 
Physician to the Westminster General Dispensary. 


Death from heart disease is by no means as 
simple a matter as some people are apt to imagine. 
We are all familiar with the distressing symptoms 
which accompany the gradual decline of those 
whose hearts have been so injured by disease that 
they can no longer properly perform their function; 
and the mere mechanical imperfection of the cir¬ 
culatory apparatus in these cases is so obviously 
enough to account for so many of the symptoms 
that we are, perhaps, too ready to take for granted 
that it is in reality the cause of all. It is well, 
then, that we should never forget that even appa¬ 
rently healthy hearts may at times be affected by 
neuroses producing many of the more distressing 
symptoms of organic mischief; for if, in healthy 
hearts, such things can happen, how much more 
may they not occur in those which are already 
crippled by disease ? In one sense, in fact, it is 
impossible to draw a hard and fast line between 
organic and functional diseases of the heart. Cer¬ 
tain cases may be clearly and definitely functional, 
the condition of the patient between the paroxysms 
showing that, without doubt, his heart is sound. 
With cases of organic disease, however, the matter 
is very different, and it is often impossible to say, 
with any certainty, how far the symptoms may be 
due to the original organic defect, and how far to 
the intrusion of some neurotic element, the com¬ 
plication of the organic malady with a functional 
neurosis. 

The sequence of events, when compensation 
fails in heart disease, is a subject for observation 
as common as it is sad, and in some cases every¬ 
thing seems to be explicable by the physical con¬ 
dition known to exist and proved ultimately by 
post mortem examination to have been present. 

• This view has also been put forward by Dr. Solomon Smith 
on the occasion of the reading of Dr. Sansom’s Paper on 
“The Irregular Heart,” at the Medical Society. See 
“ Transactions,” vol. xvi., pp. 114, 115. 

Vol. IV. No. 10. 


With varying rapidity, but in all forms alike, when 
the right ventricle dilates, so that the tricuspid 
valve ceases to be efficient, and regurgitation into 
the auricle and the large veins takes place, we find 
ourselves in sight of the beginning of the end—at 
any rate, in this sense that never more can com¬ 
pensatory hypertrophy overcome the mischief and 
bring the heart force into equilibrium with the 
work it has to do. So long as an obstruction to 
the circulation has behind it a muscular apparatus, 
such as the cardiac ventricle, it can, so far as this 
is capable of hypertrophy, be overcome; but when 
regurgitation into the systemic veins takes place, 
accommodation to the new condition can only be 
obtained at the expense of lowering the activity of 
the body to meet the lessened power of the heart. 
The balance must be struck not by increasing the 
power of the heart but by lessening the demands 
of the system. The outflow of blood must be cur¬ 
tailed, and thus there begins that steady, although 
in some cases slow, process of tissue starvation 
which ends only in death. Step by step the 
activity of life is lessened to accommodate the en¬ 
feebled heart, but with want of exercise come 
torpid functions, the systemic resistance again 
mounts up, the heart power again finds itself in¬ 
sufficient to overcome it, the blood accumulates in 
the veins, tissue metabolism becomes less active, 
tissue repair less perfect, and fluid exudations are 
not re-absorbed. Thus we have imperfect func¬ 
tion of every organ, degenerations of all the tissues, 
and a gradually mounting dropsy. It is the old 
miserable tale of physiological bankruptcy, one 
function after another is pawned for present ease, 
never to be redeemed, one resource after another 
is exhausted, and the progress of the case is steadily 
downwards. 

But things are not always so. In some cases 
great oscillations occur; at one time the patient is 
pretty well, at another he seems at death’s door, 
and yet again he comes round, and that not neces¬ 
sarily as the result of treatment. Take a common 
enough example: A patient known to be suffering 
from organic heart disease, sitting up in bed sigh¬ 
ing and gasping for breath, the pulse irregular and 
hardly perceptible, the legs swollen, the misery 
extreme. So far as the symptoms at the moment 
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enable one to judge he may appear to be sinking 
rapidly from cardiac failure; and yet when sleep 
comes on, perhaps from sheer fatigue, or may be 
from a dose of morphine, the orthopnoea may pass 
away, the patient may sink down flat in bed, the 
breathing may become completely tranquil, and, 
but for the dropsy and the pulse, there may be 
little to suggest the gravity of the condition or the 
misery of the patient only a short time before. 
Here there has clearly been something more than 
a mere organic disease of the heart, something 
quite different from a permanent physical defi¬ 
ciency of its propulsive power, for the equilibrium 
of the circulation, the balance between force and 
resistance, which a little time ago had been so 
grievously upset, is now apparently restored, and 
for the time, at any rate, the sufferer is at peace. 
These are not the symptoms of permanent organic 
change, a something additional had evidently in¬ 
truded itself into, and complicated, the heart 
disease; the organic malady had evidently been 
aggravated by the super-addition of a neurosis 
which now has passed away. Nor, even in such 
extreme degree as is here described, is this com¬ 
plication altogether uncommon. The frequency 
with which hypodermic morphine gives complete 
relief to distressing symptoms in organic heart 
disease points strongly to the neurotic origin of 
some, at least, of the difficulty. The morphine 
does not alter the physical condition, but, by 
blocking the reflex arc, holds in check the super- 
added neurosis. 

Physiologists would probably tell us that the 
circulatory apparatus consists of blood vessels 
dilated at certain points, provided with valves to 
direct the stream, and surrounded by a nerve- 
muscle arrangement capable of propelling the 
blood contained within them, the nerve and the 
muscle being intimately linked and forming one 
apparatus. Clinicians, however, are apt to group 
things somewhat differently. The valvular de¬ 
fects, along with the muscular hypertrophies and 
degenerations which follow them, and the dilata¬ 
tion of the heart cavities which results from inter¬ 
ference with its function, are all grouped together 
as organic heart disease, while disorders of the 
nervous portion of the apparatus are placed in a 
separate category as neurosis of the heart. No 
doubt there are good reasons for this arrangement. 
The gross organic changes, such as dropsy, which 
are visible during life, and the steady failure of the 
circulation, must obviously be caused by a phy¬ 


sical failure of the circulatory machine, and the 
association of such symptoms with changes suffi¬ 
cient to account for the inability, discoverable 
after death, makes the case complete. Neverthe¬ 
less it remains true that, although these physical 
changes fully explain the death, in fact, often 
make one wonder that it had not taken place long 
before, they leave unexplained many of the symp¬ 
toms which had caused the patient much of his 
distress. The dead heart appears as a muscle- 
valve arrangement, and the mutual relations of 
these structures are obvious to the eye. The 
living heart, however, is a nerve-muscle arrange¬ 
ment, the valves being a mere incident of its 
mechanism, and under whatever physical difficulty 
it may work, whether due to valve defects, arterial 
spasm or rigidity, capillary sclerosis or pulmonary 
obstruction, any disorder in its rhythm is due to 
disordered relation between its muscle and its 
nerve. If such functional derangements as palpi¬ 
tation, irregularity and tachycardia are neuroses 
when occurring in the normal heart, so they are 
when they occur in hearts that are diseased. 

Men in apparently good health may suffer from 
paroxysmal attacks of cardiac irregularity, or the 
heart may bound and throb with palpitation, or 
the pulse ;may run away in tachycardia to such 
degree as to cause the utmost alarm, and yet the 
heart at other times may not only appear sound on 
most careful physical investigation, but may prove 
that it is so by doing its full work well without 
developing any sign of compensatory hypertrophy. 
In these purely functional attacks the distress may 
be extreme, with orthopnoea and semi-anginal 
pain, and yet the whole affair may be a mere reflex 
disturbance of the cardio-vascular innervation, due, 
perhaps, to a sour stomach or to the presence of 
some offensive matter in the rectum. An action 
of the bowels, or an eructation of sour mucus, may 
in a few minutes set matters right Evidently the 
condition is a reflex cardiac neurosis. 

Exactly the same train of events occurs as a 
daily complication of organic heart disease, and 
while we may, not unfairly, admit that hearts whose 
valves and muscles are diseased, and which are 
working under constant strain, are more liable than 
others to respond irregularly to disordered nerve 
supply, still it is true of them also that these dis¬ 
orders of function are neuroses. 

Looking on irregularity as a sign of dilatation of 
the heart, we are apt to attribute exacerbations of 
it to some increase of the difficulties under which 
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it acts (some flatulent distension of the stomach, 
for example, interfering with its movements), but it 
is difficult to see any real difference between these 
attacks of cardiac embarrassment in heart disease 
and those which are universally accepted as neu¬ 
rotic, except in this that, while the healthy heart, 
with its great reserve power, can stand the strain, 
the heart which is diseased, and under ordinary 
circumstances can only just get on, may by the 
intervention of one of these neurosal paroxysms be 
put in imminent peril of stopping altogether. And 
thus we come to the important fact that while 
sometimes, often, in fact, patients with heart 
disease die solely in consequence of the physical 
incapacity of the heart-muscle to overcome the 
difficulties of the circulation, others have their 
lives cut short even while their hearts retain a fair 
amount of power, tripped up by the intrusion of a 
neurosis which prevents this power from being 
exercised in an orderly manner. 

It may, perhaps, be questioned whether the un¬ 
doubted connection which exists between irregu¬ 
larity and dilatation is not itself due to derange¬ 
ment of the nervous stimuli, rather than to any 
inherent tendency of strained muscle to contract 
irregularly. We have, in fact, but little right to 
assume that, when irregularity of cardiac action 
shows itself on exertion, it, therefore, is the result 
of the greater effort thereby imposed upon the 
heart In this connection it is worth noting that 
irregularity of the heart is especially apt to occur in 
association with disease of the auriculo-ventricular 
valves, which makes it all the more probable that 
it is not the greater effort, but the abnormal 
distribution of the intra-vascular pressure within 
the heart, that produces the disturbance of its 
rhythm, and this by means of interference with its 
innervation. 

It would be outside my province here to enter 
into the large question of the innervation of the 
heart; it is clear, however, that when we speak of 
inhibitory or accelerator nerves, or when we say 
that the wave of cardiac contraction is started by 
the intra-auriculaf blood-pressure, we are all the 
time speaking of reflex actions, and those of so 
complex a nature, that they can be broken in upon 
at many points. We have a heart muscle tending 
of itself, especially in its ventricular portion, to 
contract rhythmically, we have a series of nervous 
arcs reflecting at the cardiac ganglia, and we have 
the whole mechanism urged on or held in check 
by nerves which, reflecting through the central 


nervous masses, place it en rapport with every part 
of the organism. In ordinary conditions, when the 
actions of the different regions of the heart are duly 
balanced, and are in harmony with the demands of 
the economy, so soon as the intra-auricular pressure 
rises to a certain pitch, a wave of contraction is set 
up, which passes downwards in an orderly manner, 
emptying the auricle and being followed at oiice by 
a complete ventricular systole. This complex act 
is due partly to the special tendency of the heart 
muscle to rhythmic contraction, partly to reflex 
stimuli, which in the normal state should co-operate 
to produce the perfect action. When, however, 
there is regurgitation, and the auricle is at once 
filled from the ventricle, or when there is stenosis, 
and the tense auricle is never able to fill the 
ventricle at all, the harmony between the reflex 
stimuli from the different segments of the heart is 
deranged, and it is not surprising that irregularity 
results. 

This, however, is by the way; the point which it 
is important to recognize is, that the disturbances 
of the speed and rhythm of the heart, and the 
paroxysmal attacks of distress, so common in cardiac 
disease, and even those irregularities which are 
usually looked upon as merely symptomatic of 
dilatation, are not the direct result of the incapacity 
of the heart for the work before it, but arise from 
derangements of innervation, of the same character, 
although not always starting from the same point 
as those which in other cases give rise to maladies 
which are looked on as functional disorders or 
cardiac neuroses. 

The importance of this in regard to treatment is 
very obvious. Our choice of remedies no longer 
lies among cardiac stimulants or depressants, 
arteriole constrictors or dilators; a whole range of 
remedies is opened to us which, although without 
direct action on the heart, relieve heart trouble all 
the same by removing the starting points of nerve 
derangements. Not a word would I say against the 
power of digitalis, the efficacy of strychnine, the 
use of general tonics, the necessity of occasionally 
lowering arterial tension by nitro-glycerine, or the 
desirability of using other means acting directly on 
the organs of circulation; but I would urge most 
strongly that, in estimating the possible usefulness 
of any drug or line of treatment, we should not 
allow to weigh against it the fact that it can have no 
influence either on cardiac power or on peripheral 
resistance. Anything may give relief in heart 
disease, even when organic, which will lessen the 
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interference of the cardiac neuroses which intrude 
upon it. 

In times of danger it is an immense advantage to 
be able to ease the ship and let her scud before the 
storm, to dilate the arteries with amyl and let the 
heart go; but all this does not bring us nearer 
port. Progress can only be made by careful 
steering, meeting each wave as it rolls in, and in 
heart disease the waves which require watching are 
the daily varying reflex complications, the neuroses 
which intrude upon the major ailment. 

The stomach must be our constant study, and 
many variations must be played on bitters, alkalies, 
and acids; care must be taken that food does not 
lodge too long in that viscus, and laxatives and 
anti-fermentives may be required; the action of 
the bowels must be inquired into, especially as to 
the occurrence of pale or offensive motions, pointing 
as they often do to a condition of liver which is 
peculiarly apt to occur in the life of quietness so 
often led by sufferers from heart disease. Here 
comes in the advantage of salines, podophyllin, and 
an occasional blue pill, not merely to lower tension, 
but to prevent reflex interference. A stinking 
rectum may be quite as effective as a sour stomach 
in setting up cardiac irregularity and dyspnoea in 
a patient whose heart, although diseased, would 
otherwise jog along fairly well. But I have said 
enough; lungs, liver, kidneys, skin, everything 
must be looked to. The malady from which the 
patient suffers may be an organic heart disease, 
over the progress of which our drugs may have but 
little influence, but the action of the crippled 
organ is constantly being tripped up and in¬ 
terfered with by the intrusion of neuroses of many 
kinds, arising from many sorts of peripheral 
disturbances, and over these the careful physician 
who will condescend to trifles may exercise great 
control. 


Psoriasis of the Scalp. —Dr. Bulkley recom¬ 
mends the use of white precipitate and bismuth in 
the form of an ointment. He advises that the 
scalp should not be washed too frequently, but 
that it should be anointed twice a day with this 
ointment, in the following formula: 

R White Precipit. ... 1 

Bismuth Sub. Carb. ... j ^ " ;SS 

Acid Carbolic. gtt.x 

Unguent Ammon. Roset. ... 31'j 

M. Ft. unguent. 

( Journal of the Amer . Med. Assoc.) 


A CLINICAL LECTURE 


ON THE 

TREATMENT OF TUBERCULAR 
DISEASE OF JOINTS. 


Delivered at Guy’s Hospital on Friday, June 15, 1894, by 


W. ARBUTHNOT LANE, M.S., F.R.O.S., 

Assistant-Surgeon to the Hospital, and to the Hospital for 
Sick Children, Great Ormond Street. 

Nothing perhaps differs more widely than the 
views held by various surgeons as to the details of 
the best modes of treatment of any particular form 
of tubercular disease, though the general principles 
which are followed are fairly well defined. 

I propose now to lay before you the principles 
and methods that seem to me most useful in the 
treatment of tubercular disease of the several 
joints, and I would ask you to consider them 
critically and with an open mind. 

1. In tubercular affections of joints, if the 
disease is recovered from without operative inter¬ 
ference, assuming that the joints are not permitted 
to become fixed in useless positions, or that the 
ends of the bones are not allowed to acquire 
abnormal relationships to one another, the me¬ 
chanical results so obtained are usually much 
better than those that follow the removal of the 
disease by an operation. 

An illustration of the truth of this statement is 
afforded by tubercular disease of the knee-joint. 
If the patient recover without operative inter¬ 
ference, he will usuaHy possess a much more use¬ 
ful joint than if the diseased tissues had been 
removed by an erasion, however perfect the opera¬ 
tion and however young the child. Therefore, 
before having recourse to operative interference in 
tubercular disease of a joint, assuming that there 
are no symptoms which urgently demand such, it 
is obvious that every effort should be made to 
obtain a cure by such means as we possess. They 
are the following: 

(a) Careful attention to the diet and hygiene 
of the patient. 

(&) The retention of the diseased part in such 
a fixed position that a minimum degree of move¬ 
ment is permitted in the affected joint. 

(c) The internal administration of such drugs 
as inhibit or influence prejudicially the growth 
of tubercular organisms, such as the various 
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iodides, mercury and arsenic, the last in increasing 
doses. 

Under this method of treatment a considerable 
proportion of cases affected with tubercular joints 
will recover completely. 

2. In young subjects, if operative interference 
becomes necessary, the tubercular material should 
be removed from the joint by erasion. 

The period at which active surgical measures 
should be adopted varies largely with the circum¬ 
stances of the parents, the general condition of 
the child, the presence of disease in other parts of 
the body, etc. In fact, each case must be treated 
with a frill knowledge of its history, etc. 

I will apply the term erasion to any operation 
on a joint in which an attempt is made to remove 
more or less completely any tubercular material, 
whether in the synovial membrane alone, or also 
in the cartilage or bones or structures about the 
joint, the articular surface of the bone not being 
removed by the saw. 

By excision I understand the sawing off of part 
or the whole of the articular ends of the bones 
entering into the formation of a joint, together 
with the removal of the affected synovial mem¬ 
brane. 

3. In the young subject an excision should not 
be performed unless demanded by mechanical 
conditions, as the fixation of a joint in such a posi¬ 
tion that it cannot be brought into a useful one 
without the removal of bone, or the dislocation of 
the articular surfaces on one another, requiring for 
their replacement a removal of more or less of one 
or both bony surfaces. 

4. When the disease is limited to the synovial 
membrane, and the cartilage is only superficially 
eroded, a complete erasion of the diseased struc¬ 
tures is almost always followed by a satisfactory 
result. In young subjects a movable joint is fre¬ 
quently obtained, but as the age of the child in¬ 
creases the limit of the mobility decreases. The 
free removal of articular cartilage is not of neces¬ 
sity followed by the formation of fibrous ankylosis, 
as surgeons used to imagine. 

During the operation the circulation through 
the limb should be controlled by an elastic band, 
so that the appearance of the parts is not obscured 
by blood, when the diseased structures can be 
readily distinguished from the healthy tissues. 

Where there is cavitation of one or both bones 
due to primary disease in the bone, or to its infec¬ 
tion from the diseased synovial membrane, such 


cavity should be thoroughly cleared of its tuber¬ 
cular contents, and its wall scraped. It is then 
rendered quite dry, and is packed firmly with 
finely powdered iodoform, which has been steri¬ 
lized by being soaked for some considerable time 
in carbolic lotion (1 in 20). The surface of the 
space filled with iodoform is rendered flush with 
that of the surrounding cartilage. In this way 
iodoform is used as a packing, which occupies, 
with a solid material containing no organisms, and 
in which organisms cannot grow, a cavity in bone, 
which must otherwise be filled with blood in 
which organisms might very readily grow, espe¬ 
cially if they are present in other parts of the 
body. This application of iodoform is quite dis¬ 
tinct from its use either in the form of powder or 
emulsion to inhibit the growth of organisms by the 
products formed by its decomposition by the living 
tissues. 

I published this method of treatment in the 
“Lancet,” July 15th, 1893, under the heading 
“One of the best Applications of Iodoform in 
Surgery.” In it I described the two earliest cases 
in which I applied it, and with complete success. 
One was a girl, aged 10, who, early in June, 1893, 
was suffering from a very extensive tubercular 
periostitis of the orbital, temporal and zygomatic 
fossae on the lefr side, and in the right knee-joint 
she had a cavity in the lower end of the femur, 
which occupied a great part of both condyles, 
though nowhere had it extended through the arti¬ 
cular cartilage which in some places formed its 
sole boundary. It was open anteriorly, where it 
communicated with a collection of tubercular 
material which bulged the synovial membrane for¬ 
ward, producing a condition which, when regarded 
superficially, resembled an ordinary tubercular 
synovitis very closely. (See fig. 1.) The tuber¬ 
cular contents of the bony cavity, with the material 
beneath the synovial membrane were thoroughly 
removed, the cavity in the bone was firmly plugged 
with sterilized iodoform, the incision in the syno¬ 
vial membrane was carefully closed with a fine silk 
suture, the edges of the wound in the skin were 
accurately approximated, and a permanent dress¬ 
ing was applied under which perfect union took 
place. The condition about the base and side of 
the skull was also treated as effectually as possible 
by scraping and the introduction of glycerine and 
iodoform. 

Early in this year the girl again came under my 
care in order that I might improve the position 
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the eyelids, which had become displaced and de¬ 
formed by the presence of a sinus in the outer 
part of the orbit. At this time the periosteal 
trouble in the head was much diminished in area 
and was greatly benefited by the local use of 
sulphur. Except for the presence of an ill-defined 
cicatrix in the skin the knee was, to all appearance, 
as good as its fellow. Movement was perfect, 
forcible pressure on the bone caused no pain or 
tenderness whatever, and there was no thickening 



Fig. 1 illustrates diagrammatically a vertical antero-posterior 
section4brough the internal condyle. The shaded area 
represents the tubercular material behind the synovial 
membrane. 

or irregularity to be observed in the outline of the 
condyles. 

The second case was a little boy, on whom I 
operated early in April, 1893. He had very ex¬ 
tensive disease of his ankle-joint, all the cartilage 
on the tibia being destroyed, together with that on 
the upper surface of the astragalus. Almost the 
whole of the interior of the astragalus was con¬ 
verted into a mass of caseous material with pieces 
of necrosed bone. (See fig. 2.) 

This was all thoroughly scraped out when it was 
found that the wall of the cavity in the astragalus 
was intact below and laterally. There was a little 
roll of pulpy synovial membrane in the posterior 
limit of the subastragaloid joint, but, beyond this 
portion, which was removed, this articulation was 
apparently free from disease. The cavity in the 


astragalus, together with deep excavations in the 
lower end of the tibia, were firmly plugged with 
iodoform, the surface of which was, in each case, 
flattened and bevelled so as to resemble in form 
and outline the normal articular surface. 

The skin wound healed rapidly and firmly. 
The boy is still under observation. The foot 
feels perfectly normal, and I do not allow him to 
walk for the reason that, though a year has elapsed, 
I am uncertain as to whether the thin-shelled, very 
imperfect astragalus is as yet sufficiently filled up 
by bone to permit of its transmitting the boy’s 
weight. 

I have adopted this method on many occasions 
since, and it has enabled me to erase a joint and 



Fig. 2 illustrates diagrammatically a vertical antero-posterior 
section through the tibia and astragalus, showing the 
position of the large cavity in the astragalus ana the 
smaller ones in the tibia. 


to retain the limb in its full length, whereas I 
should otherwise have been obliged to excise it, 
leaving the patient disfigured by a thick boot and 
depreciated physically to a very considerable extent 
by the progressive shortening. 

Before dismissing this last case I will describe 
.to you the method which I adopted in erasing the 
ankle-joint, since I am satisfied that it is the best 
that has yet been made use of for the purpose. I 
described it in a paper read in 1892 before the 
Clinical Society, entitled “A New Operation, by 
means of which the Ankle-Joint can be thoroughly 
and effectually erased.” By this method the 
ankle-joint can be exposed more fully and its 
synovial membrane removed more completely than 
can any other joint in the body. Excision of the 
ankle-joint was at one time thought to be the only 
surgical measure by which tubercular disease of 
this joint could be effectually removed, but more 
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recently surgeons have attempted to do this by 
means of multiple vertical incisions in front of, and 
behind the, malleoli, the tubercular material being 
removed by sharp spoons introduced through 
them into the diseased joint. This method has 
been adopted by Mr. Clutton and Mr. Barker with 
great success. Mr. Watson Cheyne makes it a 
rule to excise the astragalus on the ground that 
that bone is more often diseased than any other 
part of the joint. He makes a long vertical in¬ 
cision along the front of each malleolus, through 
which he turns out the ends of the tibia and 
fibula. 

My operation consists in making a transverse 
incision across the front of the ankle, commencing 
at the tip of the internal malleolus and extending 
to the tip of the external malleolus, and then to 
the outer margin of the tendo-Achilles. In my 
earlier cases I extended it to the inner margin of 
this tendon, and subsequently dividing the tendon. 
Except there be much burrowing in the inner side 
of the ankle it is not necessary to divide the tendo- 
Achilles, and I have recently left it intact without 
diminishing the degree of freedom with which the 
joint can be exposed and cleaned. 

The several extensor and peronei tendons having 
been exposed, threads are passed through them 
separately, above and below the point at which 
they are to be divided, and this having been done, 
the tendons are cut through. The manner in 
which the several tendons are best divided varies 
with the size of each. If it be fairly large and 
thick, subsequent approximation of the divided 
ends is more perfectly effected if the sections be 
rendered oblique instead of transverse. By 
cutting through the anterior, posterior and ex¬ 
ternal ligaments of the joint the foot can be 
readily turned inwards, and the whole interior of 
the synovial lining of the joint, with the exception 
of the small prolongation upwards between the 
tibia and fibula, is exposed to view. The very 
small synovial pouch between the two long bones 
can be thoroughly cleared by means of a knife 
and dissecting forceps. All synovial membrane 
is removed, together with any diseased cartilage 
or bone, any cavity in the latter being plugged 
with iodoform. If the disease extend to the sub- 
astragaloid joint it may be opened up along its 
outer aspect and, if the bones and cartilages be 
not extensively diseased, sterilized iodoform is 
introduced into the articulation. 

If, however, the surfaces of bone entering into 


the formation of the joint be too extensively 
diseased to offer any prospect of this being followed 
by a successful result, the astragalus is removed 
and the diseased bony surfaces of the os calcis and 
scaphoid cleared of any tubercular material, and, 
if excavations exist, these are plugged with iodo¬ 
form. The tendons are then sutured accurately 
and carefully together, the edges of the skin are 
brought into perfect apposition by means of 
suitable sutures, and the part is put up in a per¬ 
manent dressing. 

The limb is so placed on the splint that the 
inner margin of the foot forms a considerable 
angle with the vertical. If the foot be fastened 
with its inner margin vertical on the usual form of 
foot-piece, the outer malleolus will occupy a 
position considerably behind , its normal one, and 
an imperfect mechanism will result. This is a 
point of considerable importance, and should 
receive particular attention from the surgeon. In 
a considerable proportion of erasions of the ankle 
joint a fair amount of movement is obtained, but 
should this joint become fixed, comparatively little 
discomfort arises in consequence, owing to the 
free mobility presented by the subastragaloid 
joint. 

5. In extensive tubercular disease of such a 
joint as the hip, where there is much destruction 
of bone and extensive burrowing of abscesses into 
the pelvis, erasion or excision, however perfectly 
performed, too often fails to stay the spread of 
the condition, and it may become necessary to 
remove the limb to do it. 

This is also the case in disease of the spinal 
column, the sacro-iliac synchondrosis, and the 
tarsal bones; and it is especially true where the 
wound has become fouled by the bursting of 
abscesses, or by the knife of the surgeon. In 
such cases, after a variable proportion of the 
diseased tissues have been removed, there fre¬ 
quently remains enough to continue its growth, 
even though iodoform is freely used. 

Feeling much dissatisfied with the results of the 
ordinary method, I looked about for some non- 
poisonous drug, which, being acted upon by the 
living tissues, would produce more powerfully 
germical agents than those that result from the 
decomposition of iodoform. It seemed to me that 
sulphur was such a drug. The advantages I have 
obtained from its use largely exceeded anything I 
expected, and it has enabled me to save many 
limbs and many lives which I could not otherwise 
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have done. In fact, since I have used sulphur I 
have not been called upon to amputate for tuber- 
cular disease of a joint or joints. 

Perhaps I cannot do better than follow out the 
same course I adopted in the case of plugging 
cavities in bone with solid iodoform, and relate the 
subsequent history of the two first cases in which I 
used sulphur. These were published in the Medical 
Week, December 8th, 1893, in a paper entitled, 

“ How far is Sulphur likely to be of service to the 
Surgeon ? ” 

Before doing so, I will state the conclusions at 
which I had arrived, and which I summarized in 
that communication. 

(a) Sulphur appears to exert no deleterious 
influence on the health of the patient. 

(b) It gives rise to products, which are power¬ 
fully caustic in their action, so that the drug must 
be used in small quantities and with discretion. 
The most active agent produced is apparently 
sulphuric acid. 

(c) It destroys all organisms, whether free in a 
cavity or invading the surrounding tissues. 

(d) It acts more powerfully upon recently in¬ 
cised structures than upon granulating surfaces. 

(e) Its action is rendered more uniform and 
general and less violent by mixing it with glycerine. 

(/) If the drug be used in any quantity, it must 
be removed within a very few days. Twenty-four 
hours is usually quite sufficiently long for the 
sulphur to produce its destructive action in a 
recent wound. In some cases it may be necessary 
to scrape away the sloughs together with the 
remaining sulphur; but, as a rule, more or less 
frequent irrigation with a dilute perchloride of 
mercury lotion is sufficient, the wound being sub¬ 
sequently retained aseptic by suitable precautions. 

Case 1 was a little girl, aged 10 years, who was 
operated on in the Hospital for Sick Children on 
September 9th, 1893. She was suffering from 
disease of the hip-joint, with extensive destruction 
of the head of the femur, the acetabulum, and the 
bone in its vicinity, with much pocketing of pus 
and curdy material in the pelvis and about the 
joint The caseous material and the diseased 
bone were scraped freely away, and the abscess 
cavity cleared as thoroughly as possible. The 
disease was so extensive that in my experience it 
was most improbable that with or without the use 
of iodoform it would have subsided under this 
treatment alone. 

Consequently, after sterilizing a quantity of 


sulphur and using it freely, as one uses iodoform, 
I rubbed some into the scraped surface of bone 
where I feared that the carious bone had been 
imperfectly eradicated. 

More was also rubbed into the walls of the 
abscess cavities, both within and without the 
pelvis. A drainage tube was introduced, and 
removed at the end of forty-eight hours. 

The thigh was fixed in a position of rest, the 
foot forming an angle of 45° with the vertical, so 
that the stump of the head, or rather of the neck 
of the femur, rested on the anterior portion of the 
excavated acetabulum. 

When the tube was removed a faint odour of 
sulphuretted hydrogen was perceived. 

The case followed the usual course of an a- 
septic wound till October 25th, when the tem¬ 
perature rose to 100.5°. 

The wound was dressed on the 26th, when the 
same smell was perceived. 

The temperature varied to the 30th, when it 
was 99 0 . On dressing it on that day, eleven days 
after the operation, the edges of the skin were 
found to be sloughy, and the smell of sulphuretted 
hydrogen was very distinct. I therefore deter¬ 
mined to observe the condition of the interior of 
the wound. On opening it up I found that the 
muscles, skin, fat and bone had undergone a 
similar destructive process, the surface of the bone 
being blackened and evascular, the muscles and 
fat soft, dark, friable and bloodless. 

Though the destructive process was very exten¬ 
sive, there was no external evidence of it; nor did 
the temperature afford any indication of its pre¬ 
sence. 

The altered bone and soft parts were carefully 
removed, together with any sulphur that remained, 
and the cavity was abundantly irrigated. This 
process was repeated daily, the wound progressing 
most satisfactorily. By November 15th, except 
for a very small superficial granulating patch, the 
wound had healed completely. 

Of course it is obvious that, in this case, I did 
far more damage with the sulphur than the condi¬ 
tion of the case necessitated, but I had no idea 
that such an extensive destructive process would 
result from the presence of the sulphur. 

The same was true, to a less extent, of case 2, 
though in it I did not allow the sulphur to remain 
in the wound so long as I did in case 1. 

The girl has again just come under my care at 
the Hospital for Sick Children, since, in conse- 
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quence of an injury, she developed extensive 
tubercular disease of the ankle, the subastraga- 
loid joint, and of the os calcis. There were two 
discharging sinuses. With sharp spoons I cleared 
away as much of the diseased structures as I 
could, after freely exposing the parts, and intro¬ 
ducing sulphur and glycerine freely. The foot is 
doing very well. 

The hip is firmly healed, and is fixed in excellent 
position. 

Before passing on to the next case I will call 
your attention to the great importance, in destruc¬ 
tive diseases of the hip-joint or in surgical opera¬ 
tions upon it, as well as in solutions of continuity 
of the lower extremity, to allow the leg to rotate 
outward into its normal position of rest in which 
the inner margin of the foot forms with the vertical 
an angle of 45° more or less, varying with the 
age, occupation, and habits of the individual. 
If I had followed the ordinary custom, and had, 
in this case, retained the thigh in such a position 
that the foot was vertically placed, a dorsal dis¬ 
location and a very imperfect mechanical condi¬ 
tion would have resulted, very much to the disad¬ 
vantage of the patient. This principle I described 
and discussed fully in a paper in the Transactions 
of the Clinical Society, 1893, entitled: “A New 
Method of Treating old unreduced Dorsal Dislo¬ 
cation of the Hip-joint,” and in another read 
before the British Medical Association the same 
year, entitled: “ The Fallacy of the Vertical Foot- 
piece,” and to these I would refer you for further 
details on the mechanics, etc., of this very im¬ 
portant point. 

Case 3 was a child aged 7 years, who was 
operated on in the Hospital for Sick Children on 
September 22 nd, 1893, for advanced and rapidly 
progressive disease of the elbow-joint, the bones 
being affected very extensively indeed. After 
careful erasion of the synovial membrane, and 
very free removal of the diseased bone by sharp 
spoons and gouges, sterilized sulphur was used as 
in the first case. Swelling of the elbow ensued, 
and a distinct odour of sulphuretted hydrogen was 
observed. 

On the 30th of September, seven days after the 
operation, the joint was re-opened and cleared of 
the sulphur and of the bone and soft parts which 
had been altered very extensively by its decomposi¬ 
tion. The subsequent progress of the case was 
most satisfactory, the wound healing rapidly and 
firmly. I intended if sufficient movement was not 


obtained to excise subsequently when recovery 
was perfect. 

I saw this boy a few days ago, and he has a 
thoroughly useful arm, the elbow-joint allowing of 
a limited amount of movement. I do not propose 
doing anything further to it. 

I need hardly point out that the powerfully 
germical action that follows upon the decomposi¬ 
tion of sulphur by the tissues, is not applicable 
solely to the treatment of tubercular disease, but 
that there are many analogous conditions in which 
it is quite as suitable. I will not do more than 
allude to them here. 

6. In the adult affected with tubercular disease 
of a joint it is sometimes wiser to excise than to 
erase. 

This is particularly true in the case of the knee- 
joint, and especially if the disease is extensive, 
since a firm limb is obtained within a short period 
of time, and the amount of shortening is only suffi¬ 
cient to permit of the limb being swung conve¬ 
niently during walking. The chances of obtaining 
a movable knee after an erasion in an adult must 
be very small, and an excised knee-joint causes 
less discomfort and affords a much more secure 
and reliable mechanism than a knee-joint in which 
ankylosis is incomplete and fibrous in character. 


Cocaine should be injected into the interior 
and not under the derm of the mucous membrane 
or the skin. This is the intradermic method of 
Reclus, which should be substituted for the hypo¬ 
dermic method. By this means the introduction 
of a substance into the vein is avoided, and the 
risk of accidents therefore minimized. 

(Magitot, Med. Rec.) 


In Acute Dysentery, involving the colon high 
up, enemata containing two or three drachms of 
subnitrate of bismuth is more efficient than the 
exhibition of bismuth by the mouth. 

(Wood, Med . Rec.) 


Infections Angina:— 

R Essence of Petroleum ... gram. 20.00 

Sulphuric Ether ... gram. 5.00 

Powdered Iodoform ... centig. 0.50 

Essence of Mint ... gtt.xx 

M. S.: Apply. 

(Dumont, Med. Rec.) 
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A LECTURE 

ON 

TUBAL DISEASE. 

Delivered in connection with the Post-Graduate Course at 
the Metropolitan Hospital, by 

W. J. GOW, M.D., M.R.O.P. Lond., 

Physician Accoucheur to Out-Patients, St. Mary's Hospital; 
Obstetric Physician to the Metropolitan Hospital, etc. 


Gentlemen, —The question of the propriety of 
surgical interference in cases of chronic inflamma¬ 
tory disease of the tubes has aroused much dis¬ 
cussion in recent years, and it will be my object 
this afternoon to point out what cases are suitable 
for such treatment, and what cases are not. There 
can be no question, I think, that in some cases 
the removal of a diseased tube or tubes is followed 
by the happiest results, and that relief is afforded 
to the patient which could not have been obtained 
in any other way. But this, of course, is not to 
be taken as an indication that surgical treatment 
is necessary in all cases where there has been 
inflammation of the tube and adjacent peritoneum; 
in fact, it is only in a very small proportion of such 
cases that this treatment is called for. 

The question of tubal disease is closely bound 
up with that of pelvic peritonitis. About the year 
1850, Berautz and Goupil published a work, sub¬ 
sequently translated by Dr. Meadows for the New 
Sydenham Society, in which they drew attention 
to the fact, which had not up to that time been 
realized, that pelvic peritonitis was a far more 
common lesion than pelvic cellulitis. Till then, 
almost all the inflammatory diseases which occurred 
in the pelvis had been classed as cases of pelvic 
cellulitis; but they showed by a large series of 
observations, clinical and post-mortem, that the 
great majority of the cases which had been dia¬ 
gnosed as pelvic cellulitis were in reality cases of 
inflammation of the pelvic peritoneum. They also 
pointed out the fact that in many of these cases 
the tubes were found to be inflamed, and some¬ 
times contained pus in their interior. They noted 
these facts as of interest, and, though they seemed 
to believe that there was some connection between 
the two conditions, they did not sufficiently 
emphasize the fact that the pelvic peritonitis was 
secondary to the inflammation of the tubes. 
Within recent years experience has pointed more 


and more strongly to the fact that almost all cases 
of pelvic peritonitis depend on a pre-existing 
inflammation of the Fallopian tubes. 

Tubal disease itself, in the great majority of 
cases, is secondary to an inflammation commencing 
at some lower part of the genital tract; and one 
of the commonest forms of inflammation is that 
which may be described as septic inflammation, 
such as occurs after childbirth or miscarriage, 
without there being any general septicaemia or 
blood infection. A local septic inflammation may 
occur, which may not extend more deeply than 
the lining membrane of the uterus, and spreading 
thence from the cavity of the uterine body, reaches 
the tubal mucous membrane. In this case the 
process of spread is entirely one by continuity. 
In some cases the inflammation spreads along both 
tubes, in other cases along only one, and, after a 
longer or shorter interval, the inflammatory process 
commencing at the uterine end of the tube may 
finally reach the abdominal ostium. It is clear, 
therefore, that, though when this inflammation 
affects the body of the uterus only, the material 
poured out as the result of inflammation will 
readily escape per vaginam ; when the inflamma¬ 
tion has reached the tubes the material poured 
out is no longer capable of being so expelled, and 
as the inflammation creeps towards the abdominal 
ostium, some of the irritating material will finally 
exude through this into the peritoneal cavity. In 
that way is to be explained the large majority of 
cases of pelvic inflammation which occur after 
childbirth and miscarriage. Another form of 
infective inflammation may produce similar results, 
namely, gonorrhoea. In this disease, the inflam¬ 
matory process extending through the cervical 
canal and uterine cavity may reach the tubes, and 
so ultimately lead to an escape of pus through the 
abdominal ostium into the peritoneal cavity. In 
those cases of tubal disease which precede pelvic 
peritonitis, then, we see that the tubal disease is 
secondary to inflammation commencing lower 
down, and that it is only by this spread by con¬ 
tinuity that the disease reaches the tubes at all. 

There is perhaps one form of inflammation 
occasionally though rarely met with in the tube, 
which commences primarily in that situation 
independent of local inflammation elsewhere, 
namely, tubercular inflammation. Tubercular 
salpingitis is met with when the uterus and cervix 
and vagina are healthy, and where it is found after 
operative interference or post-mortem examination 
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that the disease commenced to all appearance in 
the tube. And here, as in the other forms, the 
purulent material poured out into the tube may 
escape into the peritoneal cavity and infect it. 

The results of tubal inflammation are twofold : 
in the first instance, certain results occur in the 
peritoneum; and, secondly, certain results occur 
in the tube itself. 

As far as the peritoneum is concerned, the 
change induced in it is one of inflammation, that 
is to say, peritonitis results. The peritonitis 
excited varies (1) in extent, and (2) in intensity. 
It is clear, I think, that the extent of the pelvic 
peritonitis will in a great degree depend upon the 
amount of the irritating fluid exuded through the 
abdominal ostium of the tube. One may easily 
imagine if the amount of fluid which escapes is 
considerable in quantity, that under these circum¬ 
stances a considerable area of the adjacent peri¬ 
toneum will be infected, and the pelvic peritonitis 
which follows will be extensive and cause extensive 
adhesions of the intestines, leading to the formation 
of a mass which may reach in some instances up 
to the navel. In other cases the amount of pelvic 
inflammation will be comparatively slight; and if 
perhaps only a minute drop of fluid exudes, the 
amount of peritonitis which results may only 
occupy a few square inches or less. The intensity 
of the peritonitis will depend on the nature of the 
fluid which leaks through the abdominal ostium. 
In the great majority of cases a simple adhesive 
inflammation is excited, but in some cases the 
material which escapes into the peritoneal cavity 
is of so irritating a quality, that the inflammation 
which results is associated with the outpouring of 
pus. In this manner a pelvic abscess is formed. 

It is interesting to note the course of a case of 
adhesive pelvic peritonitis. Extensive adhesions, 
I have said, sometimes arise between the adjacent 
coils of intestine, and lead to the formation of a 
mass which can be felt in the lower part of the 
abdomen. If the patient is kept at rest without 
any active treatment, the intestinal adhesions to a 
large extent disappear, and this disappearance is 
no doubt due to the constant movement of the 
intestines, so that the adhesions formed are finally 
worn away, and after a few weeks the above- 
mentioned mass has entirely gone. It is probable 
that the adhesions in the immediate neighbourhood 
of the affected tube persist to a greater or less 
extent. Such adhesions in time become organized 
and may be so dense and firm, that even during a 


post-mortem examination it may be impossible to 
break them down. 

The next matter for consideration, and one of 
great importance, are the changes which occur in 
the tube itself. In all cases of inflammation, 
where this is of any degree of intensity, the one 
constant result that occurs is occlusion of the 
abdominal ostium of the tube. It is conceivable 
that in mild cases of “ catarrhal inflammation of the 
tube ” such permanent occlusion of the abdominal 
ostium may not occur; but in all cases of the 
so-called " septic” or gonorrhoeal inflammation, 
this occlusion will inevitably take place. What 
will result after that occlusion? Various things 
may happen. In the first place, I think there can 
be no doubt that in many cases the inflammatory 
process within the tube ultimately becomes en¬ 
tirely quiescent, and this quiescence may occur 
without the tube being distended with more than 
a few drops of serum. The quiescence of the in¬ 
flammatory process within the tube is associated 
with a quiescence of the peritoneal irritation, and 
this is followed by the absorption of some of the 
adhesions already formed and the organization of 
others. That this is so, is shown by the common 
course of events in cases of salpingitis, with 
perimetritis following childbirth and miscarriage. 
The tenderness and swelling seen in such cases 
for the most part gradually disappear, leaving 
behind nothing but some thickening in one pos¬ 
terior quarter of the pelvis, which can be felt on 
bimanual examination. In other cases where the 
inflammatory process persists somewhat longer, the 
serous fluid which is poured out, being pent up 
within the tube, leads to its gradual distension and 
the formation of a hydrosalpinx. But in these cases 
also the inflammatory action within and without 
the tube soon ceases, and quiescence follows. 

In certain other cases, where the inflammation 
is more intense, an accumulation of purulent fluid 
within the tube may occur, and thus a pyosalpinx 
may result. In other cases again, the inflammatory 
process extends through the thickness of the tube 
and leads, not to a pouring out of purulent 
material into the tube, but to an enormous thick¬ 
ening of the tube walls, so that a condition is set 
up which is known as parenchymatous salpingitis. 
In the specimen which I will pass round you will 
observe that the lumen of the tube is in no way 
distended, but that the tube is nevertheless enor¬ 
mously enlarged, the result of the infiltration of 
the wall with inflammatory products. 
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It is important to recollect that in cases of 
pyosalpinx or parenchymatous salpingitis, the peri¬ 
toneal inflammation set up by escape of the in¬ 
flammatory material is kept up, or, at any rate, is 
capable of recrudescence on very slight provocation. 
When the inflammatory process in the tube becomes 
quiescent the inflammatory process in the pelvic 
peritoneum also becomes quiescent; but where a 
pyosalpinx or parenchymatous salpingitis ensues 
the inflammatory process in the peritoneum does 
not become quiescent. The patient who is sub¬ 
ject, therefore, to these changes in the tubes is 
also subject to recurrent attacks of pelvic peri¬ 
tonitis. Under these circumstances the adhesions 
surrounding the tube do not become organized, 
but are found, when the abdomen is opened up, 
to be soft, friable, and easily broken by the finger. 
In a few of these cases of pyosalpinx it is known 
that the pus may escape through rupture of the 
tube, and general peritonitis ensue; but that the 
recurrent attacks of peritonitis which certainly do 
occur in patients who have a pyosalpinx are really 
dependent in the majority of cases on a fresh 
leakage it is not easy to believe, because of the 
close though soft adhesions which are found sur¬ 
rounding the tube That any such collection of 
pus, however, is able to excite fresh attacks of 
pelvic peritonitis is certain, and the same appears 
to be true of cases of parenchymatous salpingitis. 

From the operative point of view I want to 
insist on the essential difference between those 
cases where the disease of the tube becomes 
quiescent and those in which it does not, because 
it seems to me that is the great distinction 
between those cases which require operative 
interference and those which do not. I feel 
strongly that in the majority of cases, tubal 
disease, once started, does become quiescent, and 
it is only exceptional for it to remain active; 
therefore, it is only exceptional for such cases to 
require operative interference. There are, how¬ 
ever, a few cases where, although the tubal in¬ 
flammation has become quiescent, operative 
treatment may be necessary. A hydrosalpinx, for 
example, may occasionally give rise to symptoms 
such as haemorrhage, which may be sufficiently 
severe to demand its removal, although all inflam¬ 
matory action has ceased; and I shall take the 
opportunity later on to relate a case of this kind. 

Some authors claim to obtain good results from 
breaking down adhesions without removal of the 
affected tubes. I do not think it has been clearly 


determined whether the benefit which may result 
from this plan of treatment is permanent, and 
also to what extent such benefit is really due to 
the separation of the adhesions. It must be 
remembered that by an operation of this kind a 
certain mental effect is produced on the patient 
which may be the cause of the disappearance of 
some of the pain previously complained of, and 
also that the manipulation required to break down 
the adhesions leads to bleeding, and so to a local 
depletion of the inflamed parts. Finally, the 
absolute rest which the patient submits to may 
play some small part in any good that follows. It 
is difficult to believe that adherent surfaces thus 
separated will not speedily re-unite as firmly as 
before. I have, however, on more than one oc¬ 
casion, broken down such adhesions, certainly 
with temporary benefit to the patient. Whether it 
proved lasting I am not able to say. 

I may now point out some of the most striking 
symptoms which occur in cases of chronic tubal 
disease where the inflammatory process in the tube 
has not subsided. 

Of these symptoms by far the most prominent 
is pain. The pain met with is generally of two 
kinds: there is the constant, dull, aching pain in 
the pelvis, and further acute, occasional exacerba¬ 
tions, with tenderness and some distension of the 
abdomen. That is the most characteristic 
symptom, and, to my mind, the most important in 
deciding as to the necessity for operation. 

In illustration of what I have just said I will 
briefly relate the case of the patient from whom 
the specimen of pyosalpinx shown you was re¬ 
moved. She was a woman, aged 24, who had 
been married three years and had borne one child 
nine months after marriage. Ever since the J)irth 
of the child she had had recurrent attacks of 
abdominal pain of so severe a character as to 
keep her in bed for many weeks at a time and 
prevent her doing her house-work. All this time 
her monthly periods were quite regular, not 
painful, and not excessive,—a point worthy of 
note, because sometimes chronic tubal disease 
does, undoubtedly, cause some disturbance of 
menstruation. On physical examination the 
uterus was found to be low down in the position 
of retroversion, and in the right posterior quarter 
of the pelvis a tender fixed mass was felt, which 
appeared to be about the size of a hen’s egg. 
She had been under treatment for many months 
at several hospitals, and had been for the previous 
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three months confined to bed. There was no 
advantage in delay, so I recommended operation 
with the object of removing what appeared to be 
a pyosalpinx. She was in the hospital for at least 
a fortnight before the operation, during which 
period she had no rise of temperature. In cases 
of pyosalpinx there is usually no such rise. The 
operation presented nothing of special interest. 
The uterus was found in the position diagnosed, 
and was held there by a few adhesions, which 
were easily broken down. On passing the fingers 
down into the right posterior quarter the fixed 
mass was detected. The adhesions were slowly 
separated, and the mass drawn up. The part was 
then ligatured and the mass cut away, consisting 
of the right ovary and the outer half of the right 
tube. The left tube and ovary were found to be 
perfectly healthy, when drawn up to the wound 
for examination, and they were, therefore, left 
intact. The patient made an excellent recovery 
without complication. I saw her again, five 
months after the operation, and learned that she 
had suffered from no acute attacks of pain since 
leaving the hospital. Although she had still some 
aching in the right side of the pelvis she was able 
to do her house-work and was no longer invalided 
in bed. 

The following case also illustrates in a striking 
manner many of the symptoms often met with in 
these cases: The patient was a woman, aged 23, 
who had been married five years, and had five 
children, the last having been born ten months 
before she came under my care. She had been 
confined to bed suffering from abdominal pain for 
three months after the birth of the child, during 
which time, she said, an abscess had burst and 
discharged per rectum . At the end of the three 
months she got up, but off and on for the last 
seven months she has been confined to bed. For 
eleven weeks before she came to me she had been 
in the infirmary, severe attacks of abdominal pain 
having prevented her from doing her house-work. 
The pain was chiefly confined to the right iliac 
fossa, and was liable to severe exacerbations. On 
examination the uterus appeared to be healthy, 
but in both posterior quarters a tender mass could 
be felt, which appeared to be about the size of a 
walnut. On account of her prolonged illness, and 
the fact that rest had been tried in vain, I 
recommended operation. On opening the ab¬ 
domen, both appendages were found to be 
enlarged, both tubes being greatly thickened, and 


bound down by many recent adhesions. You have 
seen the right tube: the left was in the same 
condition. The left tube and ovary were both re¬ 
moved. The ovary being adherent to the tube 
was drawn up and removed with it. The right 
tube was then removed, and although adherent by 
its abdominal end to the ovary, that organ was left 
behind. This is a noteworthy point, because I 
adopted this plan in direct opposition to what is 
generally recommended. It is laid down by many 
as an important matter, that where a tube is 
removed for inflammatory trouble, the correspond¬ 
ing ovary should also be removed. However, the 
ovary appeared healthy, and, the adhesions being 
separated, it was left behind. The tube walls were 
very thick, but the cavity was not dilated. A glass 
drainage tube was inserted on account of there 
being some oozing, but was removed next day. 
For the first week there was no rise of temperature; 
but at the end of that time the patient had some 
fever with pain, tenderness and fulness in the right 
iliac fossa in the region of the ovary which had 
been left behind. This feverish attack having 
lasted a week, passed off, and she made a rapid 
recovery. It is now six months since the opera¬ 
tion, and the patient is perfectly well. She has no 
abdominal pain of any kind, and is able to do 
her house-work as she did before her illness. 

These two cases illustrate the occurrence of 
paroxysmal attacks of pain as a symptom of tubal 
disease. 

Another symptom which, though not very 
common, is occasionally met with is haemorrhage. 
Patients complaining of pain, either constant or 
paroxysmal, may at the same time suffer from in¬ 
creased menstrual loss or irregular haemorrhage, 
or this symptom may be present alone. But it 
is not often that chronic tubal disease leads to 
haemorrhage sufficiently severe to demand opera¬ 
tive treatment. The case I shall now relate illus¬ 
trates this variety of symptom extremely well. 
This patient was a young woman, 26 years of age, 
a German, who had been married six years, but 
had never been pregnant. I saw her first in Sep¬ 
tember, 1892. Till two years before she had 
been regular, but at that time she had a flooding 
which she attributed to a fall. Since then she 
had lost blood almost continuously, although she 
could still recognize her monthly periods. Two 
or three days after the menstrual loss ceased, she 
said she generally had a flooding, the amount of 
blood lost at these times being very considerable. 
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In addition to this there was almost constant daily 
loss. This constant bleeding had distinctly weak¬ 
ened her, and she was leading more or less the 
life of an invalid. As she was the wife of a 
poor man it was important that she should, at 
any rate, be able to do her own housework. She 
had been in a hospital, she told me, on two pre¬ 
vious occasions, and had had an operation, pre¬ 
sumably curetting of her uterus, performed for 
the relief of her bleeding. Though while lying in 
bed the bleeding was less, on getting up again 
the haemorrhage came on as badly as ever. On 
examination the uterus did not appear enlarged, 
but in the right posterior quarter there was an 
elastic swelling the size of a hen’s egg, presumably 
a dilated tube. I myself dilated and curetted the 
uterus, and then applied iodized phenol to the 
interior of the cavity. She did well, and whilst in 
the hospital her bleeding ceased. Two days after 
leaving the hospital she had another flooding, and 
all her old symptoms returned. Under these cir¬ 
cumstances I pointed out that it was possible that 
the swelling had something to do with the bleed¬ 
ing, because, unless it had, it seems to me the 
treatment already adopted would have cured her; 
and, although I could not promise that its removal 
would stop her bleeding, I thought it gave her the 
best chance. She consented to operation. Hav¬ 
ing opened the abdomen, I removed the right 
tube, which was dilated with an ounce of clear 
serum. The tube was extremely vascular and had 
thin walls. It was surrounded by recent adhe¬ 
sions, but they were easily separated. The left 
appendage was healthy and consequently was left 
behind. She made a good recovery, and has since 
menstruated regularly once a month. 

This case proves very well that certain cases of 
uterine haemorrhage may depend upon the presence 
of a distended tube. 

As regards the diagnosis of these tubal swell¬ 
ings, the physical signs will vary according as the 
tube is distended with serum or pus, or is simply 
thickened. Where the tube is distended one finds 
for the most part on vaginal examination a rounded 
mass, rarely exceeding the size of a hen’s egg. If 
the tube contains pus this rounded mass is usually 
tender. The mass also, I may say, is fixed, and is 
felt to be situated in one or other posterior quarter 
of the pelvis, displacing the uterus forwards and to 
the opposite side. 

In the diagnosis of swellings of this kiud 
bimanual examination is of the utmost import¬ 


ance. On vaginal examination all the information 
you can get is that there is a hardness, which may, 
perhaps, be indicative of a mass; but on bimanual 
examination—under an anaesthetic if the patient is 
not sufficiently tolerant—the hardness can be felt 
to be due to a more or less egg-shaped mass inde¬ 
pendent of the uterus, though often only separated 
from it by a groove. For my own part I think 
the examination is best made with the patient on 
her back, and with two fingers in the vagina, if 
possible. 

Other conditions may, however, give rise to 
somewhat similar physical signs, and have there¬ 
fore to be eliminated before the diagnosis of a 
tubal swelling can be absolutely arrived at. Small 
suppurating ovarian cysts or small dermoid tumours 
of the ovary, when fixed in the pelvis by adhesions, 
are practically indistinguishable from tubal swell¬ 
ings. The differential diagnosis in cases of this 
kind is only made after the abdomen is opened; 
but this is not a matter of great moment, as such 
cysts demand removal, equally, with a pyosalpinx. 

The body of the retroverted and retroftexed 
uterus, if fixed by adhesions, may be mistaken for 
a tubal swelling, but the diagnosis can be easily 
made if it be possible to make a satisfactory 
bimanual examination. The body of the retro- 
fiexed uterus lies immediately in the middle line 
behind and not more to one side than the other; 
and bimanual examination shows that the body of 
the uterus is absent from its normal situation. If 
any doubt still remains the careful introduction of 
the sound will clear it up. 

Fibroids will also, in some cases, cause difficulty 
in diagnosis, they may project outwards from the 
sides of the uterus, and thus occupy a situation 
identical with that occupied by tubal swellings. 
The absence of tenderness, and the history of the 
case, will assist in differentiating them from tubal 
swellings. 

Lastly, a broad ligament cyst or a pelvic 
haematoma may be mistaken for a tubal swelling. 
The history of the case, and the fact that a pelvic 
haematoma usually attains a size greater than that 
reached by a distended tube, will be the points 
deserving chief attention. 

From what I have said you will gather that in 
some cases of tubal disease, surgical interference is 
required, (i) where there is a persistent inflamma¬ 
tory process in the tube with frequent recrudescence 
of pelvic inflammation; and (2) in some cases of 
hydrosalpinx, where pain or bleeding are prominent 
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symptoms, and are not relieved by other methods 
of treatment. In the majority of cases it is for 
recurrent attacks of severe pelvic pain that the 
operation is required. I, of course, assume that in 
these cases of severe recurrent attacks of pelvic 
pain, well-marked physical signs of inflammatory 
disease of the tube and adjacent peritoneum are 
present. 

Into the details of the operation I shall not 
enter; but in all those cases where a small mass 
the size of a hen’s egg has to be removed, the 
incision should be just large enough to admit the 
fingers. The adhesions are separated and the 
mass drawn out. In cases of pyosalpinx it is 
important to remember that during the drawing 
out of the sac it may give way; and the leakage 
which occurs is most likely to take place from the 
posterior surface, where the wall is usually thinnest. 
This, therefore, should be looked for, and the 
escape of the pus into the general peritoneal 
cavity prevented. The mass is then removed by 
transfixion and ligature. 

One point is important—that of the removal of the 
second appendage. Many operators invariably re¬ 
move both appendages, whether the other appears at 
the time healthy or not. There is a very widespread 
feeling that in the majority of cases of tubal disease, 
both tubes are affected, and that both should 
therefore be removed. If, however, one considers 
that in ordinary cases of perimetritis due to tubal 
disease occurring after childbirth and miscarriage, 
the affection is for the most part unilateral, this 
idea will, I think, be seen to be erroneous. I 
certainly have frequently found the second ap¬ 
pendage perfectly healthy, and under these 
circumstances have invariably left it. I believe it 
is a matter of great importance to the patient to, 
if possible, remove only one ovary, and, of course, 
if the corresponding tube is also left, she may again 
become pregnant; while if both tubes, but only one 
ovary, are removed, though she cannot become 
pregnant, she will not cease to menstruate, and will 
not experience the changes of the menopause, 
which would otherwise come on. 

I have not here spoken of surgical interference 
in early and acute cases, but simply of surgical 
treatment in chronic cases, that is, cases in which 
the primary inflammation has existed some months. 
Of course, in cases where the inflammation is very 
intense from the beginning and pelvic abscess 
ensues, an operation may be called for at a very 
much earlier date. 


In conclusion, recurrent attacks of pelvic pain 
sufficiently severe to necessitate the patient lying 
in bed, are the chief indications for operative in¬ 
terference in cases where there is evidence of the 
existence of tubal disease. It is noteworthy that 
some women in whom there is no evidence of 
disease of the appendages, suffer much from pelvic 
pain which may, in part, be paroxysmal. The 
disease in such patients is often labelled ovaritis, 
but this is a condition of which we know very little 
except when it occurs in connection with pelvic 
peritonitis. Pain may occur independently of any 
inflammation, and the removal of the appendages 
for pain of this kind is, for the most part, highly 
unsatisfactory in its results. Though the append¬ 
ages are removed the pain may persist. If, how¬ 
ever, there is present a tender, fixed mass, indi¬ 
cating that actual inflammation of the tube exists, 
then the removal of such a mass will almost cer¬ 
tainly lead to the removal of the pain also. 


THERAPEUTICAL NOTES AND FORMULA. 


Treatment of Ulcers of the Leg. —Frank 

(Journal of the American Medical Association) 
treats ambulant patients suffering from chronic 
ulcer of the leg according to Unna’s method as 
follows:—The granulations are first thoroughly 
cleansed, then treated, according to indications, 
either with nitrate of silver if there should be 
hypertrophic granulation, or iodoform if the surface 
is putrid, torpid, and lacking in vitality. The leg 
is then washed and shaved, and a moderately thick 
layer of warm gelatine is applied up to the limits 
of the ulcer by means of an ordinary brush. This 
gelatine is thus prepared: 

J& Oxide of Zinc ... 30 parts 

White Gelatine ... 40 parts 

Glycerin . 50 parts 

Water ... ... 90 parts 

A small patch of gauze is added as a covering to 
the sore, and a gauze roller, beginning at the toes, 
is wound firmly around the limb. When a firmer 
dressing is required—that is, when it is necessary 
for it to remain for a long time—the layer of gauze 
is covered with another layer of gelatine, and the 
bandage is continued over this from above down¬ 
ward. The gelatine is then allowed to cool and 
become dry, whereupon the patient can be dis- 
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missed without further precautions. When the 
discharge is abundant, this dressing must be re¬ 
peated at intervals of three days. As discharge 
diminishes, the dressing may be allowed to remain 
on eight days or longer. It is perfectly protective, 
exerts even compression on the leg because of 
the elasticity of the gelatine, and prevents the 
discharge from coming in contact with healthy 
skin. 

The author highly lauds resorcin as an agent 
potent to produce new epithelial formation. It is 
applied, as soon as healthy granulations make their 
appearance, in the form of a ten per cent, plaster. 
When the ulcer is unusually callous this dressing 
will not be efficient, the ordinary adhesive plaster 
straps and flannel bandage then being indicated. 
Diachylon plaster is preferred to the ordinary 
adhesive plaster, and oleum fagi is painted over 
the thickened surroundings of the granulations. 


In the treatment of lithsemia, according to 
Dr. Da Costa, the main factor is regulation of the 
diet. The food ought to be mainly vegetable. 
Green vegetables (especially asparagus), fresh 
fruits, stale or toasted bread, with the white meat 
of poultry and fish, should constitute the chief 
items. An excess of carbo-hydrates, especially 
sugar, should be avoided. The only drink to be 
allowed is water, and sufficient quantities should 
be taken to flush the kidneys. Mineral waters 
may be ordered to accomplish the same purpose. 
Alcohol should be positively excluded. Exercise 
in the open air is also an important part of the 
treatment. But little drug treatment is required. 
Saline laxatives are very useful. A combination 
of lithium carbonate (2 gr.) with extract of nux 
vomica (J gr.), given after meals, is of special 
value. In attacks of lithaemic migraine a few 
doses of a mineral acid, it is claimed, will often 
cause the symptoms to disappear. Other authorities 
advise a diametrically opposite diet to that cited 


above.— (Med. Rec.) 


Haemorrhoids.— 

R Calomel . 

... 3ss 

Morphine Muriate ... 

... gr.iiss 

Bismuth Subnitrate 

... 3 vj 

Vaseline . 

... 3 vj 

Glycerine . 

... 3 ij 

Apply. 

(Allingham, Med. Rec.) 


Alumnol in the Treatment of Blennorrhagia: 

Professor Schwimmer, of Budapest, has found 
that alumnol is an astringent and antiseptic which 
does not combine with albumen, as, for instance, 
with nitrate of silver, thus enabling its effects to 
be exerted upon the deepest portions of the con¬ 
nective tissue. He has made numerous experi¬ 
ments, in cases of acute blennorrhagia in the male, 
with aqueous solutions of from half to five per 
cent., either as injections, urethral irrigations, or 
instillations with Guyon’s or Ultzmann’s sound. 
The results were good. In acute cases alumnol 
soon produced a certain irritation; in chronic 
cases it was better supported, but the treatment 
was no shorter than with other remedies. In 
blennorrhagia in the female the results were 
excellent in both acute and chronic cases, patients 
at his clinic being cured in from two weeks to two 
months. The remedy was applied as a vaginal 
injection with the aid of the speculum, or by 
tampons introduced into the cervical canal. 

( Universal Med. Journ.) 


Hypodermic Solutions:— 


Creosote Pure. 

... gram. 1 

Aseptic Olive Oil . 

„ 14 

Iodol or Iodoform . 

... „ 1 

Olive Oil 

... „ 29 

Crystals of Phenic Acid 

... „ 1 

Olive Oil, or Water with a little Alcohol „ 49 

Neutral Hydrochlorate of Quinine 

... „ 1 

Distilled and Boiled Water ... 

••• „ 9 

Antipyrin ... . 

... „ 1 

Distilled Water 

... „ 10 

(Med. Rec.) 

Emphysema.— 

R Essence of Turpentine ., 

.. gram. 4-5 

Peppermint Water 

,. gram. 120 

Sugar 

Pulv. Gum Acacia 

aa gram. 4 


M. Sig.: Dessertspoonful every two or three 
hours. 
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A CLINICAL LECTURE 

ON 

DELIRIUM TREMENS. 


Delivered at King's College Hospital by 
A. B. DTJFFIN, M.D., 
Physician to the Hospital. 


Gentlemen, —We have recently had the oppor¬ 
tunity of observing a case of delirium tremens. 
The subject was a lawyer’s clerk of about 40 years 
of age, who had been admitted the previous day. 
When we entered the refractory ward we found 
him in rather angry conversation with his attendant. 
He at once desisted, and turning to me, said “ Oh, 
here you are; I say, what does that fellow want in 
my room?” He then shook hands with me as if 
he had known me all his life. He next entered 
into a long incoherent rigmarole about some 
people who were “ having larks ” with him. One 
of the students being near the bedhead, he turned 
sharply round upon him and said “ None of that, 
you know.” He then addressed the attendant as 
“Mr. Tomkins.” A few seconds afterwards he 
looked curiously at his shirtsleeve, and brushed 
his hand several times smartly along it. He 
then jerked suspiciously to the side of his bed 
and tried to look under it. Presently, in a very 
clumsy and tremulous manner he attempted to 
get up. When hindered, he at first said “ Oh— 
ah,” with an amazed stare, and then, looking fierce 
and angry, “Who the devil are you?” The 
attendant informed us that he thought the hospital 
was an hotel, and that the police were after him. 
During the previous night he had been sleepless 
and had shouted and sung a good bit, had asked 
him to “ turn those blackguards out,” and had 
seen a black cat repeatedly cross his bed. He 
jerked about in an uneasy and suspicious manner 
while we were with him. His tongue was 
tremulous, swollen and thickly coated. His face 
was sweating. His pulse about 100, soft and 
fairly full. His temperature, taken the night 
before with considerable difficulty, was just under 
100. His urine, fortunately, was free from albu¬ 
men. The lungs were everywhere free from 
Vor,. IV. No. 11 . 


mischief. A friend informed the house physician 
that the patient had been living freely for some 
time past, taking whisky and beer chiefly, that 
he had quite “fallen off* his feed” during the 
previous week, and that he had had some recent 
considerable losses on the turf. Lastly, the friend 
believed that this was his first attack. The pro¬ 
gress of the case was quite satisfactory. The man 
was first fed liberally on strong beef-tea and milk, 
which he took readily as he was thirsty, and sub¬ 
sequently he was induced to eat part of a mutton 
chop. As this was a first attack, as the pulse was 
good and no contra-indication existed on the side 
of the kidneys, we ventured to give him thirty 
grains of chloral hydrate, with the same amount of 
bromide of potassium in half a pint of beer. 
Sleep of some six hours duration was obtained, 
and the case gave no further trouble. 

Such, then, is an ordinary uncomplicated case 
of delirium tremens. But one not unfrequently 
has to deal with a most formidable and dangerous 
disease, attended with the most anxious complica¬ 
tions, most difficult to treat and fatal in nearly one 
fifth of the cases. Let us, therefore, review de¬ 
lirium tremens as a whole. 

It may be the direct sequel of a protracted 
drinking bout, or the man, after drinking freely 
for awhile, may have turned in disgust from his 
liquor a few days before the actual attack. Dr. 
Anstie has gone so far as to intimate that this 
disgust may be regarded as the first stage of the 
malady. You will usually find that the amount 
of food recently consumed has been very small, 
and for the few days immediately preceding the 
outbreak practically no nourishment has been 
taken. The late Dr. Todd used to lay much stress 
upon this circumstance. He considered that the 
subsequent delirium should be attributed as much 
to the antecedent starvation as to the direct action 
of the spirit on the brain. Sometimes, in a drinking 
roan, an accident will precipitate an attack. Thus, a 
butcher-boy was carrying a quarter of beef across 
Clare Market. He fell and dislocated his hip 
Two days later delirium tremens supervened. 
Any local inflammation or injury may start it in 
a predisposed subject. It is essentially a disease 
of middle life, being rare under 25 years of age. 
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and rare as a primary disease, after 50. Its 
commonest cause is spirituous liquor, hence its 
frequency among the whisky-drinking Scotch. 
Beer drinkers, on the other hand, rarely have it, 
unless, as was the case with our patient, they 
“mix their liquors.” 

Delirium tremens usually develops gradually, 
hut rapidly. It attains considerable intensity in 
the course of two or three days. If we assume, 
with Anstie, that the loss of appetite is the first 
symptom, this is early associated with restless 
irritability of manner and actions, and with 
disturbed sleep. The broken sleep is attended 
with horrible and alarming dreams, which im¬ 
press the patient so vividly, that he cannot shake 
off their remembrance, even when awake. During 
the day he remains morbidly depressed, anxious, 
restless, apt to be alarmed at sounds, real or 
imaginary, sometimes seeing specks float before his 
eyes, at others thinking that someone is hidden in 
the room. In the course of twenty-four to forty- 
eight hours, his sleep has entirely forsaken him, 
and he now has definite hallucinations of vision 
and hearing. He may be aware that these are 
unreal, and is, at any rate, readily recalled to 
himself; but he cannot shake himself clear of his 
ideas. The typical delirium is very characteristic. 
He is extremely garrulous, fussy, and busy, “ must 
go into the city directly.” He will at one time be 
most confidential with you, hail you as “fellow 
well met,” and entrust you with his business 
secrets or his delusions. But a little later he will 
look upon you with extreme suspicion and un¬ 
easiness. His hallucinations are chiefly visual and 
always disagreeable; he sees beetles, spiders, 
snakes, black cats, etc. These crawl about his 
trousers and bedclothes. He tries, but in vain, to 
brush them away. If spoken to, he can be recalled 
from his delusion for a few moments, but directly 
after he will break away again into his delirium. 
He fancies that enemies or police are hidden under 
or about his bed, the curtains, or the furniture. At 
one moment confidential with his attendant, he 
will suddenly turn upon him, and may even 
assault him seriously, under the idea that he 
wants to harm him. A favourite delusion is that 
all food and drink presented to him is poisoned, 
I need scarcely add how greatly this complicates 
treatment. As he chatters away, he will fly from 
one subject to another, mixing them up in¬ 
coherently, even in the same sentence. But he 
has delusions of hearing as well as of sight. His 


friends and attendants are insulting or plotting 
against him. His delusions are thus continually 
changing. Intensely absorbed with one idea one 
second, he is off at a tangent the next. This very 
changeableness of ideas is, in fact, one of the most 
valuable and significant characters of the disease. 

I should add that these people are generally great 
cowards, and are horribly afraid of their own 
delusions. 

The aspect varies. The face may be flushed, 
but more commonly it is pallid, particularly if the 
attack has lasted some days. Sweating is very 
frequent. The general tremor of the limbs, which 
gives its second name to the disease, is very 
constant, even from the first. It occurs only on 
movement, but as the man is almost always 
fussing about, it is almost continuous. You 
will have noticed the tendency to almost con¬ 
stant movement in our man, how he picked 
up imaginary objects, tried to look under the bed, 
his hands and face twitching and jerking all the 
time. The pulse varies according to the duration 
of the case, assuming there to be no kidney 
disease, it is at first full, soft, and even bounding, 
but the sleeplessness and anorexia tend soon to 
make it small and feeble. In a bad case it may 
even become dicrotous, and run up to 120 or more 
in number. The fever is usually moderate, but 
in severe cases the temperature may run to 103 or 
104. I have personally never seen hyperpyrexia, 
but it has been observed with rapidly fatal results. 
The condition of the urine is most important. It 
may be simply high-coloured. But it often also 
contains albumen. This is, for the most part, 
evidence of pre-existing kidney disease, and 
especially in those cases where the Sp. gr. is low, 
and the amount of albumen small. The causes 
which excite it may obviously also be those that 
have induced the attack of delirium tremens. 
But I can quite understand that if the fever runs 
high, or there are pneumonic complications, 
albumen may be passed by a previously sound 
kidney. Whatever it may be due to, it is always a 
serious complication. The digestive system will 
usually reveal a thickly coated swollen tongue, and 
almost, if not total distaste for food. 

The duration of an attack varies considerably. 
In very favourable cases sleep may be obtained 
on the third or fourth night, but I well remember 
a female case against which we battled unsuccess¬ 
fully for eleven days, and yet the case terminated 
favourably. If all goes well the first sleep will 
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last eight to twelve hours. The man may wake 
up quite well, but usually a little confusion of 
idea and tremor will remain over for the next few 
days. Our great index with reference to the value 
of the first sleep is the condition of the pulse. 
The longer the attack lasts and the less food is 
taken the more the pulse falls in quality. The 
first sleep should improve it both in tone and 
number. If it does not have this effect the prog¬ 
nosis immediately acquires increased gravity. I 
must, above all, warn you from thinking that with 
this first sleep your troubles have come to an end. 
Many a serious and even fatal relapse has followed 
it. Indeed, during the whole of the next few 
days, whilst any confusion of idea or irritability of 
manner remains, the man is not to be trusted. It 
is after the disease has lasted a few days that 
depressing ideas are apt to appear, and there is 
often a strong tendency to suicide. These people 
are very cunning and will notice where razors or 
poisons have been hidden. They are very prone, 
should the attendant’s back be turned for a few 
seconds, to make away with themselves. I 
recollect a Scotch laird who had several attacks 
of delirium tremens so frequently that he was 
always accompanied by a confidential valet, 
who knew his habits. I attended him in the 
last of these attacks, which was a comparatively 
mild one. The first good sleep had been pro¬ 
cured, and all seemed going on smoothly. The 
valet rashly ventured to bring the razors back into 
the room whilst he thought his master was asleep, 
but the patient watched him, and while he was 
himself dosing at the foot of the bed, got hold of 
the razor and cut his throat with fatal results. 
Sometimes the effect of a first sleep is dis¬ 
appointing, inasmuch as the delirium not only 
continues, but soon takes on a more typhoid type, 
with general increase of prostration. Sometimes 
a second sleep may still save the man, but, on 
the contrary, the pulse may become flickering, the 
man drifts into coma, and dies. Uraemic con¬ 
vulsions occasionally close the scene. It is often 
impossible to determine how far death may be 
doe to alcohol or uraemia respectively. Kidney 
complications are very common and always most 
anxious. Another frequent method of death is by 
pneumonia. The delirium and the pneumonia 
may start so close upon the heels one of the other 
that it may be impossible to say which was first 
in the field, and we can only judge by the roan’s 
antecedents and the type of the delirium at the 


outset that we really have a mixed case before us. 
Anyway, the combination is a most fatal one. 
Occasionally these cases drop off suddenly by 
syncope, and fatty heart is found after death. 
This accident is most liable to supervene when 
the patient has been unusually excited and violent. 
I recollect a case under, the late Dr. Todd in 
which death suddenly closed a fit of violent 
struggling. You would, perhaps, expect cerebral 
haemorrhage to be a frequent termination, but it 
is not so. When it occurs we generally also find 
contracted kidney. Apart from these complica¬ 
tions, delirium tremens acquires gravity in pro¬ 
portion to the frequency of its recurrence. A first 
uncomplicated attack is rarely fatal. But subse¬ 
quent ones, although often less actively violent, 
are more apt to hang on and to assume at the end 
a typhoid type. Recovery also may be incomplete. 
A healthy state of brain may never return, but the 
case may drift with progressive failure of mental 
power into a state of dementia. Some years since we 
watched the case of a woman in this hospital, 
whose first attack ended thus unfortunately. The 
attack was only of moderate severity, but sleep 
did nothing to clear the mental condition. She 
gradually fell into a state of childishness, and at 
the end of some three weeks we had to send her 
to St. Luke’s. 

The diagnosis of delirium tremens rarely pre¬ 
sents any difficulty. The fussy, busy delirium, 
the preponderance of visual hallucination and 
their quality, the associated tremor and sweating, 
the pasty coated tongue distinguish it from acute 
mania and acute meningitis. That, however, error 
is possible, I will quote you an example afforded 
us by the late Sir Thomas Watson. A publican, 
between thirty and forty years of age, who had been 
without sleep for several nights, was somewhat in¬ 
coherent, and, what is rather rare in these cases, 
violent, threatening to strike those who refused 
him any more liquor. He informed Sir Thomas 
that he was quite well. There was not much 
tremor. His partner wanted him removed to St. 
Luke’s as a dangerous lunatic. This Sir Thomas 
declined to allow. He gave the man a good dose 
of morphia. The patient slept, and next day was 
quite rational. General paralysis of the insane 
may create more difficulty, just because there is 
tremor also. But the exaggerated delusions of 
general paralysis, the ideas of wealth and grandeur, 
the self-satisfaction of the patient are strongly con* 
trasted with the “horrors” of delirium tremens. 
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Usually also a little care will detect defective 
articulation in some form, as well as of paralysis. 

The first condition of treatment is quiet. The 
man should be in a room to himself with only the 
necessary attendance. Visitors should be strictly 
forbidden. A careful search should be instituted 
in that room so as to remove everything with which 
the patient may harm himself or others. Knives, 
razors, pokers, sticks, and poisons of all sorts 
should be scrupulously removed. The sad end of 
my Scotch laird will emphasize the force of this. 
I also remember the story of a case we had in the 
old King’s College Hospital before the present 
building was erected. A patient was placed with 
a male attendant in a lumber-room over the 
portico. Among other odds and ends unhappily 
left in the room was the chimney of a hot-air bath. 
This the patient got hold of. He then knocked 
his keeper down, made for the window and jumped 
into the street, shouting at the top of his voice, 
and waving his weapon over his head he rushed 
off in his night-shirt into Lincoln’s Inn Fields, 
pursued by a posse eomitatus of porters, police, 
students, and what not. No harm came of it, but 
the incident points a moral. Rooms intended for 
the detention of patients likely to be violent should 
always, if possible, be on the ground floor, and the 
windows and approaches to the fire-place well 
secured. Here also I can illustrate a narrow 
escape. Owing to pressure of space a woman, in 
the early stage of delirium tremens, was placed for 
a few hours in Cheere Ward at the top of the 
house. She escaped from her nurse, and rushed 
to the window; she was already half out, with a 
possible fall of 120 feet to the pavement, when the 
nurse luckily caught her by the ankle, and held 
tight till assistance could arrive. Of all forms of 
restraint a couple of judicious attendants are the 
best, and it should be strongly impressed upon 
them that they must not leave their charge on any 
pretence whatever. Should the man be unusually 
violent a strong piece of sacking drawn across the 
abdomen and thighs, and fastened to the bed irons 
gives the greatest security. A straight waistcoat is 
a very effective means of restraint, but even among 
medical men there is a strong feeling that it some¬ 
times increases excitement, and leads the patient 
to exhaust himself. Popular and judicial pre¬ 
judices are strong against its use. Should your 
case die and an inquest be held, the jury are 
pretty sure to attribute the death to the straight 
waistcoat, although this may have had nothing to 


do with it. Any form of physical restraint should, 
however, only be regarded as subsidiary. It should 
only be employed if the number of attendants is 
insufficient, or the case very violent. 

Liberal feeding is, to my mind, the key of the 
treatment. Abundance of milk, beaten up eggs, 
strong animal broths, jellies are excellent A good 
beefsteak is also most valuable, provided the 
patient can be induced to eat it. If you have a 
very dirty tongue and total loss of appetite, it may 
be worth while to peptonize the food at first. 
One of our greatest difficulties is when the patient 
imagines all his food to be poisoned. We can 
sometimes elude this difficulty by asking the 
attendant to “have a bit with him,” sometimes 
by allowing him a moderate amount of beer or 
other stimulant. Rectal feeding under these cir¬ 
cumstances is a most difficult and uncertain 
operation. I think the plan of feeding by the 
nostril with a funnel is more manageable, although 
it also is by no means an easy piece of business. 
With many practitioners, feeding is the be-all and 
end-all of treatment. Whilst I was studying in 
Edinburgh, I saw a large number of cases thus 
treated by Drs. Hughes Bennett and Laycock, and 
with, on the whole, most satisfactory results. 
Turning, however, to drugs, bromides are too 
feeble to be of much service. Before you decide 
upon opium, you should make it quite clear that the 
kidneys are quite sound, as any suspicion in that 
direction absolutely forbids opium. If you give it 
at all, you should give it early, and in a large dose, 
40-60 drops of laudanum once for all. To begin 
with 20 drops, then 40, then 60, as the days go on, is 
most dangerous practice. You reach your largest 
doses just when the patient is most exhausted, 
and as likely as not the morphia helps to settle 
his account. Anstie believed that when opiates 
failed to influence the brain and produce sleep, 
they depressed the heart The craving for pro¬ 
ducing sleep at all hazards is a most dangerous one 
for the doctor to give way to. The Edinburgh 
experience shows that delirium tremens is an 
essentially terminable process. Provided no renal 
or other complication co-exists, it has a natural 
tendency to run itself out in from three to ten 
days. Most delirium tremens patients come to us 
practically starved. Free feeding is therefore 
essential. As long as we do not improve the 
man’s nutrition, our opiates will be in vain. Some 
men prefer chloral to opium, and perhaps it is, on 
the whole, safer. But even with chloral there is 
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considerable risk of depressing the heart. One of 
our old students told me that he had to attend the 
fat matron of a workhouse for this disease. He 
gave her 60 grains of chloral, and two hours 
afterwards she died of syncope, and there was a 
very harassing inquest. Whatever sedative you 
use, if the pulse quickens and loses power, it 
should be omitted. At one time large doses of 
digitalis used to be administered, as suggested by 
Dr. Jones, of Jersey, but the treatment is now 
entirely obsolete. The question of alcohol is a 
most difficult one. In broken-down subjects who 
are suffering from a third or fourth attack, you may 
be compelled to use it freely, but in young hearty 
people with plenty of power, never. In those very 
grave cases that are complicated with pneumonia, 
you will have to stimulate freely, both medicinally 
and with alcohol, but they are a very formidable 
class. I need scarcely add, that when a man has 
recovered from an attack of delirium tremens, very 
strong moral influences should be brought to bear 
to effect a reform. 


A CLINICAL LECTURE 

ON 

ENLARGEMENT OF BURS.®. 

Delivered at St. George's Hospital, March 13, 1894, by 
WILLIAM H. BENNETT, F.R.O.S., 
Surgeon to the Hospital. 


I propose to-day, Gentlemen, to speak of a 
very common subject, viz., enlargement of bursae, 
which will naturally bring us finally to the con¬ 
sideration of a complaint that is best known as 
“ housemaid’s knee,” because it happens that en¬ 
largement of the bursa patella is the commonest 
form of bursal affection with which we have to 
deal in practice. 

Bursal enlargements consist of two distinct 
varieties; one is traumatic and the other is not; 
and it is to the latter class I wish more particularly 
to call your attention, because so many of you 
are apt to forget altogether that there is a form of 
chronic bursal enlargement which is not due to 
injury. 

Traumatic enlargement, as you know, has almost 
universally more or less to do with the occupation 
of the patient. There is the commonest kind of all, 
“ housemaid’s knee,” the enlargement of the bursa 


patella; there is the enlargement of the olecranon 
bursa, which goes by the name of “ miner’s elbow,” 
because it is found mostly in miners; there is the 
enlargement of a bursa on the inner side of the 
knee, of which you probably know less, which may 
be called “ carpet layer’s bursa,” because it occurs 
in carpet layers, and is caused by the use of the 
“ stretcher,” a tool which is worked by repeatedly 
and very quickly knocking the knee against it, so 
that the structures over the internal condyle are 
constantly being subjected to slight injury. Under 
normal circumstances there is a little subcutaneous 
bursa lying over the internal condyle of the femur, 
which in men working at this occupation may by 
degrees become enlarged. There are many other 
bursae which become enlarged in consequence of the 
occupation of the patient, but I need not go into 
them in detail, because with many of them you 
are acquainted, and for practical purposes they all 
follow the same course. 

With regard to enlargement of the bursa patellae, 
or housemaid’s knee, which being, as I have said, 
the commonest example of the affection, will 
mainly form the text of my lecture, you must not 
suppose that it is found only in persons who follow 
occupations such as that of housemaids. Of 
course the cause of traumatic enlargement in these 
people is the slight injury to which this bursa is 
continually subjected in consequence of the kneel¬ 
ing and the rising up and down that is incidental 
to the occupation. But although that is the case 
generally, and although you very rarely in hospital 
practice see an enlarged bursa over the patella 
except in those who follow household employ¬ 
ments, still there are other subjects who suffer from 
it, especially if much given to genu-flexion. It is 
a rather interesting fact also that it is not uncom¬ 
mon amongst drivers of hansom cabs, whilst it is 
never seen in men who drive four-wheelers. At 
first you may wonder why this is so. The reason 
is perfectly clear if you notice how some men sit 
as they drive the hansom. They sit cross-kneed, 
so that one knee rests against the back of the cab. 
This keeps them perfectly safe, no matter how 
much the horse may stumble, as the knee receives 
the concussion, and so the driver is able to keep 
his seat under various trying conditions. The 
result is that a certain proportion of these hansom 
drivers develop over the patella exactly the same 
enlargement of the bursa which is common in the 
of housemaids. The cause is the same, and 
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this because it is not well to be led away too much 
by a specific name. “ Housemaid’s knee ” is as 
good a name, in the ordinary way, as any for 
the complaint, but others than those who do 
merely household work suffer from the same affec¬ 
tion. 

These traumatic cases of enlargement of the 
bursae in the first instance simply amount to a 
chronic effusion into the cyst. And, in passing, 
let me ask you to bear in mind that the only 
bursae affected in this way are the subcutaneous 
bursa . There are, for instance, round about the 
knee-joint a number of bursae which are con¬ 
nected with the joint itself; there are bursae 
around the wrist which are connected with the 
joint; but these are deep, while the bursae 
commonly spoken of in connection with the 
class of complaint under consideration are the 
subcutaneous bursae which have no connection 
with the joints at all. In traumatic enlargement 
of these bursae, then, the first thing is*a slight 
effusion into the cyst. Under ordinary circum¬ 
stances a bursa is a space in the cellular tissue 
which secretes a certain amount of fluid, just 
sufficient to enable the surfaces of the cyst, as it 
were, to glide easily the one upon the other with¬ 
out separating them enough to represent any dis¬ 
tinct cavity; the walls are, therefore, in normal 
bursae, always in contact with each other. The 
moment a bursa of that kind is injured by a 
number of successive blows, or by over-use or 
over-friction, the secretion becomes in excess of 
the absorption power, and the result is an accumu¬ 
lation in the cyst of the fluid which is normally 
secreted there, but which should only be secreted 
to the extent that it keeps, as already stated, 
each surface of this little bag or cyst moist, so 
that the two surfaces can glide well one upon the 
other. 

Now there are two ways in which a bursa of 
this kind may become dilated. One is a gradual 
process, by the slow pouring out of this fluid in 
the way I have just mentioned. The other is a 
sudden process brought about usually by a sharp 
tap, or fall, the person whilst attempting to kneel 
(still taking the bursa patella as the instance) 
perhaps coming down suddenly and heavily on the 
knee. That is sometimes followed by a rapid 
swelling of the bursa patella, which means that 
there has been bleeding into it, an important point. 
The two conditions then are quite distinct, as they 
naturally would be seeing the difference in the 


cause. The importance of realizing the difference 
is this, that the chronic cases and the rapid cases 
as represented by bleeding.into the cyst, generally 
run a somewhat different course, and therefore 
the treatment in the two cases may sometimes 
differ. 

The first attack of effusion into a bursa of the 
kind of which we are speaking, is generally curable. 
That is to say, supposing that a person has, only 
for a short time, suffered from a bursal enlarge¬ 
ment, it will be found that rest alone will, as a 
rule, serve to remove all the fluid and leave the 
part in its ordinary state. But supposing another 
attack to occur in the same case, which may 
readily happen, the cure after the second attack 
is very much less perfect than the first; the wall 
of the bursa begins to be a little thickened, and, 
after one or two attacks, is very irregular on its 
inner surface, having an appearance in a small 
way something like the inside of the ventricles of 
the heart. If these chronic attacks become more 
frequent, the change may go still further, and 
instead of the inside of the bursa being simply 
rough, portions of the wall may become detached, 
forming loose bodies in its cavity; loose bodies 
may also be formed by little masses of fibrin 
being deposited about the cyst-wall, which later 
on become detached. Very soon therefore a 
bursa will become, instead of a thin bag, a rather 
thick-walled cyst with irregularities on its inner 
surface, whilst it may also have pedunculated 
bodies hanging from it, and perhaps loose bodies 
in its interior. The reason I insist upon these 
changes is because I wish you to understand that 
once a bursa becomes rough on its inside with, 
perhaps, pedunculated bodies hanging from it, 
whether there are loose bodies in its interior or 
not, it is practically incurable by any method short 
of extirpation or free incision. You are sure that 
a bursa has a rough interior with pedunculated 
bodies hanging from it, and perhaps loose bodies 
present in it, you may save yourself the trouble 
of attempting any treatment whatever short of 
removal or, at least, complete laying open in such 
a way that all these roughnesses and all these 
loose bodies can be cleared out. The first thing 
to understand, then, is that a bursa in this condi¬ 
tion is incurable. That leads me to another point. 
Traumatic enlargements of bursae of the second 
class I mentioned,—the sudden variety, in which 
the bursae become filled with fluid almost imme¬ 
diately after the injury (the injury under these 
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circumstances usually being somewhat severe, 
and the fluid which appears in the bursa being 
blood),—are very rarely curable by any treat¬ 
ment except extirpation or free incision, for the 
following reason: As I have said, the fluid 
which distends the bursa is blood. The blood 
coagulates, becomes decolorized, and the fibrin 
oiganises in little masses, forming, in point of 
fact, foreign bodies. That is the explanation of 
the numerous foreign bodies oflen found in these 
cases of bursae which have become somewhat 
suddenly enlarged. 

$0 much then for the way in which the bursa 
behaves, and the way in which it passes from the 
condition which you may, if you like, call curable, 
to a condition which is incurable by any treatment 
short of extirpation or free incision. 

How should these cases be treated? As I 
mentioned just now, when the disease is in its 
earliest stage, there is no doubt that if the patient 
is placed in bed (taking housemaid’s knee again 
as the example), you can, in the ordinary sense of 
the word, cure the case, that is to say, all the 
extra secretion will be absorbed, and the condition 
of the parts become what it was before the attack 
commenced. If the absorption of the fluid is 
sluggish, an attempt may be made to stimulate it 
with the aid of that very fashionable remedy iodine, 
or the inunction of some absorbent ointment like 
iodide of potassium or lead, or something of that 
sort. Here let me say,, although I have not the 
least confidence in iodine myself, that if it is used 
it is well to know how to apply it in the right 
way. If a patient is told to apply iodine to a 
swelling, no matter what its nature may be, you 
know quite well what is done. The whole swelling 
is painted freely with the drug. The patient is 
told to repeat the treatment every successive or 
alternate day, as the case may be, and so layer 
upon layer is painted over the same spot until at 
length nothing but a coating of hard matter remains, 
through which it is quite impossible for absorption 
of any sort to take place; in fact, the patient is 
wasting time and iodine by applying the drug in 
that way. If, therefore, you have confidence in 
iodine, enough to lead you to use it, it is well to 
instruct your patients to apply it in the right 
way. For instance, let us take a typical case of 
enlargement of the bursa patella, which you think 
it right—it is not the treatment I would recommend, 
still you may think it right—to treat by painting 
with iodine. The way in which the application 


should be made is this:—First one side of the 
bursa should be painted over an area, say, equal 
to about the size of a florin. On the following 
day exactly the same is done on the opposite 
side; the next day the lower end is treated in 
the same way; and on the fourth day the iodine 
is applied in similar fashion to the upper end of 
the bursa; so that at the end of the four da)s 
you will have come round to the spot at which 
the application originally started. By that time 
the iodine at the original spot will have become 
sufficiently removed to allow the skin to absorb 
again. Any effect obtainable from this treatment 
can only be obtained in this way. Never apply 
iodine, if you use it at all, twice in succession on 
the same spot at short intervals, as the first 
application places the skin in a condition in 
which no amount of material placed on it has the 
least chance of being absorbed; so that no good 
is done, and time is merely wasted; the whole 
treatment in fact is ludicrous. 

Supposing that this treatment fails and the 
bursa still declines to yield, and you may not 
yet have quite made up your mind to remove it, 
what may you do? There is an old-fashioned 
plan for curing enlargement of the bursa patellae 
in the early stage before the walls have become 
thickened, which has, I suppose, been almost 
forgotten; but for those who do not care to 
operate it is a fair plan to try in proper cases. 

I have seen harm come of it, but still, I have 
seen cures effected by it. It is on the same 
principle as the rupture of ganglion of the wrist. 
It is not difficult to do in the case of thin-walled 
bursae; but the bursa treated in this fashion must 
be in a chronic condition , not acutely inflamed , or 
infinite damage will be done . The treatment con¬ 
sists in bursting the bursa subcutaneously. The 
patient’s knee is first acutely flexed so as to throw 
the bursa into relief, and put as much tension as 
possible on the skin and the parts about it. Whilst 
the knee is fully flexed the bufea is struck sharply 
and forcibly with the side of the hand. In this 
way, in a certain number of cases, the bursa can 
be ruptured, the fluid escapes into the tissues about 
the knee, is absorbed, and thus the condition may 
be cured. It is a very old-fashioned plan, and not 
a bad one in properly selected cases. The cases 
should always be chronic, not acute, with no 
inflammation of any sort, and the cyst wall must 
be thin. Naturally, if the patient has been the 
subject of several attacks of this bursitis, as it is 
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commonly called, the wall will be too thick to 
rupture in that way. 

Beyond the treatment just referred to nothing 
remains but an operation of some kind. There 
are three proceedings available. You may simply 
tap the bursa with an exploring trocar, — the 
smaller the trocar the better, — and draw off 
the fluid. Now, there is a practical point about 
the way in which this little operation should be 
done. This, like the last, is an old-fashioned plan 
of treating bursas and ganglia. When I was house- 
surgeon, for instance, bursas and ganglia were not 
removed as they are now; they were treated in 
one of the ways I have described, and you 
will find that although in the cases of patients 
coming to the hospital, we do not hesitate to 
recommend removal; still, in private practice 
there is sometimes a difficulty about this. First of 
all the patients may not submit, and, secondly, you 
may not have the facilities for operating, moreover, 
in course of time, you may find that your anxiety 
to operate becomes less keen. It is well, therefore, 
to be acquainted with the details of the milder 
methods of treatment such as puncture. Your 
natural instinct will probably make you think it 
right to empty the bursa at once; and so you 
may tap it, empty it, and apply pressure. But 
that is not the way to obtain the best result. At 
least three or four “ sittings ” should be occupied 
in emptying the bursa. About a fourth of the 
fluid should be taken away at a time. At the 
first tapping remove about a quarter of the con¬ 
tents, so far as you can judge; at the second 
tapping, a few days later, take away a little more, 
and at the third tapping, some days after that, 
you may remove half of what remains, and, finally, 
empty the cyst entirely; during all that time 
keeping up a firm pressure by means of a pad 
and bandage. In that way a good and permanent 
result is much more likely to be obtained than by 
emptying the cyst all at once. 

You may, if you do not adopt that plan, divide 
the cyst subcutaneously and squeeze the fluid out 
into the surrounding cellular tissue. That is to 
say, by passing a knife through the skin you do 
what I have said you may accomplish in some in¬ 
stances by bursting the cyst by a sharp blow on 
the skin without any wound at all. 

These, then, are the mild measures. But the 
only cases in which any good result can be ob¬ 
tained from them must be those which are com¬ 
paratively recent, which are not inflammatory (at 


least, in which there is no acute inflammation), 
those in which you have no reason to believe that 
there are any foreign bodies, and in which you feel 
pretty sure that the wall of the bursa is thin, and, 
above all, not rough in its interior. If the wall is 
rough, if there are loose bodies inside, one of the 
following measures must be adopted. (1) You 
may lay the bursa open from end to end, clear out 
all foreign bodies, scrape the surface, so far as you 
can, of all irregularities, then stuff the cavity with 
gauze or lint, and allow it to granulate up. That 
proceeding is long and tedious, fairly certain, 
but it sometimes fails. (2) The most certain 
plan of all is that which you have seen me, and, I 
have no doubt, many others, adopt, namely, the 
removal of the bursa. It is the simplest plan in 
these otherwise incurable cases, and is the only 
one which gives a certain result. I say “ certain 
result,” but you may ask, does a bursa never recur 
after removal ? A good practical question. Well, 
in one sense a bursa does sometimes recur. I 
have seen a bursa removed from the front of the 
patella of a patient who, in about four or five years, 
again presented herself with as large a bursa as she 
had before. What is the explanation of such a 
recurrence ? The explanation is rather interesting. 
It is not because a new bursa has formed in 
consequence of the friction of the skin on the 
deep parts. The explanation is this. The bursa 
patellae is arranged in a somewhat uncertain way. 
It lies under the skin, between it and the fascia 
covering the patella. Occasionally there is a little 
process of the bursa which lies beneath the fascia 
on the surface of the patella itself. It is, there¬ 
fore, quite easy in removing one of these bursae to 
remove the large apparent portion superficial to 
the fascia and leave just a little tag—and it is 
sometimes nothing more—that passes through the 
fascia and lies on the surface of the patella 
itself Now supposing the large apparent por¬ 
tion only is removed, the same sequence of 
events which produced the original enlargement 
will, in course of time, produce enlargement of 
the little process left behind. Thus, at the end 
of three or four years after the removal of a bursa 
of this sort, if you have been a little incautious 
in the way in which you have removed it, a 
second bursa may develop. In removing all 
these bursae about the patella therefore care 
should be taken in making the incision, to cut 
right through the bursa down to the surface of 
the patella itself, the bursa is then peeled off the 
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surface of the patella and not off the fascia which 
lies upon it. Only a small percentage of bursae 
patellae are arranged in this fashion, but there are 
just enough to make it necessary when the super¬ 
ficial portion of the bursa has been taken away to 
make quite sure that there is not a small diverti¬ 
culum lying deep down on the patella, underneath 
the fascia, which may become enlarged unless it is 
removed with the other part. 

In the treatment by free incision and granulation 
there is another reason for recurrence. In that 
operation the bursa is merely laid open from end 
to end and stuffed from the bottom, in the hope 
that by the granulation process which follows the 
whole serous surface will be annihilated. But this 
does not always happen. A little corner of the 
serous surface may escape obliteration. Two sets 
of granulations may grow across from opposite 
walls of the cyst, unite with one another, and 
enclose a small area of cyst-wall, the secreting 
membrane of which has not been destroyed. 
These are two causes then of recurrence after 
operation. There is in fact a chance that the 
whole serous surface may not be annihilated in 
the granulation process in spite of every care on 
the part of the operator, and recurrence after this 
treatment is not very uncommon, as surgeons well 
know who practise it much. In the other case, 
recurrence after incomplete removal, the 
fault is the operator’s. If the whole bursa is 
removed there will be no recurrence; if ever so 
small a piece is left recurrence will follow to a 
certainty. 

We come now to the non-traumatic cases; and 
it is the consideration of these which will be most 
useful to you. Oddly enough, cases of non-trau- 
matic enlargement of the bursa are confined, so 
far as I know, almost entirely to the bursa patella, 
and are nearly always seen in women. It is not at 
all unusual to see girls from 15 to 18 years of age, 
in all classes of life, with symmetrical enlargement 
of the bursae patellae,—commonly, of course, in the 
lower classes, but also sometimes in the higher 
classes,—the bursae being quite large, symmetrical, 
and always connected with that period of life. I 
have never seen them at a later age, and very rarely 
at an earlier. I do not think they are quite under¬ 
stood, because not more than eighteen months 
ago a patient was sent to me with “ symmetrical 
bursitis,” as it was called, for removal. The con¬ 
dition is not “bursitis” at all, as I hope to explain 
to you. The patient in this case was 16 years of 


age. The moment I saw the bursae I knew what 
they were, and did not think of removing them. 
It was clear the case was not understood or she 
would not have been sent to me to have the bursae 
taken away. The effusions into these bursae are 
passive, and occur usually in patients who are 
anaemic, and are always associated with delayed 
menstruation; that is the whole point. You will 
find that in a certain number of young girls, if 
the onset of menstruation is postponed unduly, 
if, for instance, instead of occurring at n, 12, 
or 14, it does not take place till later, purely 
passive effusions are prone to occur into certain 
joints and bursae. This is really a good practical 
fact to bear in mind, because, if you are not aware 
of it, you may be led to treat these bursae in various 
improper ways, and even to remove them,—a 
gross mistake which would inflict a grievous harm 
upon the patient. If you know the cause you will 
see the treatment to follow. You must treat the 
patient not with a view to the cure of a local 
malady only, but with a view to the removal of the 
cause, which is constitutional. Symmetrical passive 
effusion into the knees or bursae, as the case may 
be,—the two conditions never seem to go together, 
—is due, not to injury or anything of that kind, 
but, at a certain period of life to peculiarities,— 
derangements, we will say, if you like it,—of the 
menstrual functions. This is a clinical fact of 
great value. I fear it would be thought presump¬ 
tuous if in these days of specialism I were to tell 
you how to rectify the menstrual irregularities 
which give rise to this condition : in the obstetrical 
department you will learn what is necessary for the 
purpose. What I want you here to understand is, 
that in girls at about the time of puberty and a 
little later, who are anaemic, and whose menstrual 
functions are unduly delayed, purely passive effu¬ 
sions into the bursae patellae may occur. Some¬ 
times there may be effusions into the knees, ankles, 
elbows, or even into the shoulders. I have seen 
effusion into almost every large joint in the body 
from this cause. Of joint effusions, however, I 
am not speaking to-day. The clinical character 
of bursae, enlarged from passive effusion, is quite 
characteristic. You know as well as I do the 
ordinary characteristics of the common housemaid’s 
knee. It is a round egg-shaped kind of swelling, 
always more or less tense and elastic . These pas¬ 
sive effusions are never tense ; they are flabby bags 
of fluid, so that if the patient stands upright,—and 
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housemaid’s knee because, as the fluid gravitates 
to the bottom, the bursae hang down as flabby bags 
of fluid. 

Another point which you must divest your minds 
of is the idea that enlarged bursae are always fluid. 
Speaking in a general way, as you know from the 
cases you have seen treated and operated on here, 
these tumours are fluid, but they are not invariably 
so. What is it that determines the solidity in some 
of these tumours? I described just now one pro¬ 
cess by which the wall of the cyst after repeated 
attacks of distension became more and more thick 
in consequence of the deposition on its walls of 
the fibrin, and so forth, so that by degrees, in very 
old and long-standing cases, you may find a bursa 
at the end of eight, ten, or fifteen years which is 
practically solid. Please bear in mind that a bursa 
never becomes absolutely solid. There always is, 
at the deepest part of it, a little collection of fluid. 
It is solid for ordinary purposes, but still there is 
always a little cavity somewhere or other. There 
is one sort of solid bursa with which it is import¬ 
ant for you to be acquainted . It becomes solid 
very quickly. I have seen a bursa, apparently an 
ordinary housemaid’s knee, from being a simple 
fluid swelling become quite solid and hard in the 
course of from two to six weeks. What is the 
explanation of that? Such cases only occur in 
people who are the subjects of syphilis. That, again, 
is a good practical point to remember, because 
these bursae are curable without any operation. 
Although at first sight you might imagine that a 
bursa which becomes so rapidly solid* would be 
difficult to cure, in point of fact it is the most 
curable kind of all, because it is always syphilitic, 
and the effect of the drugs upon syphilitic exuda¬ 
tions of that kind (this is a gummatous condition) 
is so marked that you never need doubt your 
ability to cure a case of this kind. Cases in which 
the solidification is very slow and non-syphilitic 
are absolutely incurable by any other plan than 
extirpation. These rapidly solidifying bursae then 
are interesting as giving an indication of the 
patient’s constitutional tendency, and also because 
you know under these circumstances that medi¬ 
cine will effect a cure, and that operation is not 
necessary. 

I have said that a loose body in a bursa makes 
it incurable by any means excepting operation. 
That is absolutely true. In some cases if you let 
out the loose bodies and treat the bursa properly 
afterwards you will find it then becomes curable 


simply in consequence of their removal. Now, 
why is it that these loose or pedunculated bodies 
make a bursa incurable, and why is it that the 
moment they are taken out a bursa is rendered 
temporarily curable by palliative means. The 
reason is that these loose bodies are foreign bodies 
just as shot would be. The result is that with 
every little tap, every little percussion, every little 
bit of friction that takes place in the bursa these 
foreign bodies are rubbed together, and each time 
this is done the wall of the bursa receives a slight 
but distinct injury; so there are continually re¬ 
curring, frequently repeated slight injuries to the 
wall of the bursa, and thus secretion in its interior 
is constantly being promoted. If, therefore, these 
loose bodies are let out, you may be able for die 
time being to cure the complaint in the same way 
as if there had been no foreign bodies at all by 
the treatment I have described without recourse 
to the more radical operation. I have in the 
bottle I now show you some bodies which illus¬ 
trate this very well, although they were taken from 
a compound palmar ganglion, and not from a bursa 
patellae. The condition was incurable by every 
ordinary treatment. These bodies were let out 
and the wound healed quite well, but still the gan¬ 
glion did not disappear. However, with blistering 
and other treatments, in a short period the thing 
was cured, at all events for the time being, whereas, 
as long as the loose bodies were present no good 
result followed from the same treatments. 

One other point. It is a very singular thing, at 
least it strikes me as being a singular thing, that 
although the majority of patients who have en¬ 
largements of the bursa patellae come from the 
class of people who suffer most from tubercular 
diseases of the joints. I have never seen a case 
of tubercular disease of the bursa patellae. Al¬ 
though here is a sac constantly being distended 
by fluid, the result of repeated attacks of chronic 
inflammation—just the very thing that in the knee- 
joint produces the condition known under the 
name of pulpy disease—primary pulpy disease of a 
bursa patella is unheard of, or, at all events, is so 
rare that you find no cases recorded. On the other 
hand, if in a bursa about the knee which com¬ 
municates with the joint, chronic irritation causes 
constant distension, tubercular disease is very 
prone to follow in a certain class of subject. It 
is a clinical fact and an interesting one. I do not 
know that it leads to any particular issue with 

regard to the treatment, still it is well to bear 
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it in mind because there is rather a tendency in 
these days to speak of all kinds of enlargements 
of structures of this kind as being due to some 
mysterious influence of tubercle. But I think no 
one has gone so far as to suggest that the ordinary 
“housemaid’s knee” is tubercular. Why the bursa 
patella should escape from the tubercular lesions 
I really do not quite know, but it seems to be a 
fact that it generally does so, which is a matter 
for congratulation, seeing the frequency with which 
it is affected by chronic inflammation. 


EXCISION OF TONSILS. 

BY 

T. MARK HOVELL, FR.O.S.E., 

Surgeon to the Ear and Throat Department of The London 
Hospital; Surgeon and Aural Surgeon to The Throat 
Hospital, Golden Square. 


For the removal of tonsils I consider Mac¬ 
kenzie’s modification of Physic’s tonsillotome (fig. 


1) is the most suitable instrument. It is usually 
sold in a set of three sizes, but as it is important 
that the tonsil, to ensure its complete removal, 
should be closely embraced by the ring, I use a 
set of five sizes, the diameters of which are shown 
by fig. 2. When operating I always hold the 
tonsillotome in my right hand, and therefore have 
a pair (right and left) of each size, because it is 
better for the blade to be held towards the mesial 
line, so that the flat and immovable portion of the 
instrument may be in contact with the pillars of 
the fauces. Fig. r represents a tonsillotome for 
the removal of the right tonsil, and the dotted 





Digitized by 


Fig. 2. 

Google 








l8o The Glinioal Journal, <fco.] MR. MARK HOVELL—EXCISION OP TONSILS. 


(July 11, 1894. 


handle as attached to the instrument represents a 
tonsillotome for the left tonsil, but placed upside 
down, the fork which is attached to some forms 
of tonsillotome is unnecessary, and is moreover 
liable to cause injury to the soft palate or other 
parts if the patient resists the introduction of the 
instrument. 

It is inexpedient to remove tonsils whilst they 
are inflamed, and after an attack of tonsillitis it is 
advisable to await until they have resumed their 
normal condition before the operation is under¬ 
taken, and in some cases it is desirable for an 
astringent to be applied daily for a week or ten 
days before they are excised. In cases of syphilis 
it is best to postpone the removal of tonsils until 
the mucous patches have disappeared from the 
mouth and fauces unless there are circumstances 
which require the tonsils to be excised without 
delay. In the latter case too much care cannot 
be exercised in thoroughly disinfecting the instru¬ 
ments after use. I am strongly of the opinion that 


chest while he steadies it laterally by placing a 
hand on each side, and he should put the second 
finger over the region of the tonsil in readiness to 
make pressure with it whilst the tonsil is being 
removed. Another assistant should sit by the side 
of the patient, in the case of a child, and hold both 
his hands to prevent him from dragging the ton¬ 
sillotome from his mouth during the operation. 
The surgeon, wearing a frontal mirror to reflect the 
light into the fauces, should seat himself in front 
of the patient taking care to draw his chair against 
the patient’s legs in order to prevent him kicking. 
As soon as the tonsil to be excised has been well 
illuminated the tonsillotome should be slipped 
over it, care being taken not to include the tip of 
the uvula, and the stem of the instrument carried 
as far as possible from the mesial line (see fig. 3) 
before the blade is driven home by the thumb of 

a 

ft 



Fig. 3 . 


Fig. 4 . 


a general anaesthetic should not be administered 
for this operation, as I consider that it is not only 
unnecessary but entails needless complications, 
and also introduces a possible source of danger. 
When properly performed the removal of tonsils is 
almost painless provided the guillotines are in 
good condition. In the case of adults and some 
children the fauces may be sprayed with a 2—5 
per cent, solution of cocaine a few minutes before 
the operation is begun, but in young and nervous 
children this drug is best dispensed with, as its 
application and the peculiar sensation it produces 
causes as much alarm as the operation itself. 

For the operation the patient should be seated 
either with his back to a window or by the side of 
a powerful lamp, and it is desirable to protect the 
front of his clothes by pinning a towel round his 
neck. The surgeon will do well to adopt this 
precaution, especially in the case of a child. One 
assistant standing behind the patient should sup¬ 
port his head by allowing it to rest against his 


the hand which is holding the tonsillotome. The 
object of thus carrying the stem of the instrument 
away from the mesial line is to ensure the removal 
of the whole of the anterior surface of the tonsil, 
the external portion of which is often left uncut, 
when this procedure is omitted on account of the 
outer portion of this surface of the tonsil lying on 
a plane external to the corresponding portion of 
the posterior surface. Fig. 4 shows an enlarged 
tonsil removed from a man twenty-one years of age, 
and well illustrates the condition usually present, 
viz., that only a portion of the external surface 
of an enlarged tonsil is attached to the fauces. 

It has been previously mentioned that in order 
to ensure the complete removal of the projecting 
portion of a tonsil, it should be closely embraced 
by the ring of the tonsillotome. This cannot be 
done in the case of a large tonsil, unless its attach¬ 
ment as shown in fig. 4 is borne in mind. Fig. 3 
shows diagrammatically the positions in which the 


tonsillotome should be placed for the operation. 
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i. The ring below the tonsil. 2. The tonsillotome 
raised until its outer border comes in contact with 
the lower edge of the attachment. 3. The ton¬ 
sillotome in position for excision. The dotted line 
between 2 and 3 shows the course taken by the 
upper border of the tonsillotome between the 
second and third positions, the lower border of the 
instrument at the time being pivoted at a . In the 
actual application of a tonsillotome it need not be 
placed in the position shown in the diagram, as it 
is only necessary to turn the lower border of the 
instrument sufficiently outwards to enable the 
pendant portion of the tonsil to pass through the 
ring. It sometimes happens that when the blade 
of the tonsillotome has been driven home that the 
tonsil is still held to the fauces by an undivided 
piece of mucous membrane. When this occurs 
the blade should be kept firmly pressed against the 
further side of the ring, and the tonsil dragged off by 
the index finger of the hand which is not holding the 
tonsillotome. It is a mistake when this occurs to 
withdraw the blade and remove the tonsillotome 
from the mouth, because the tonsil is then left 
hanging, and must be removed by scissors, a 
proceeding often difficult in the case of a child. 

When a patient will not open his mouth no 
attempt should be made to force the jaws apart by 
twisting the tonsillotome, as the teeth are liable to 
be broken or loosened by this procedure; but 
the tonsillotome should be held horizontally and 
slipped as far back as possible into the pharynx. 
This causes the patient to retch, and in so doing 
he opens his mouth widely; the tonsillotome 
should then be quickly slipped into position and 
the operation performed. 

In most cases merely rinsing the mouth with 
cold water is sufficient to check any bleeding 
which may follow the operation, but sometimes 
other measures such as cold or the application of 
astringents are required. Ice held in the mouth 
is often all that is necessary, and it is preferable to 
an astringent as it interferes less with the healing 
processes. When, however, it is not sufficient to 
stop the bleeding astringents should be used. 

The following gargle of tannic and gallic acids 
in the Throat Hospital Pharmacopoeia is very 
useful in such cases :— 

R Tannic Acid . 3vj 

Gallic Acid ... ... 3 ij 

Water . §j. 

Rub the acids to a fine powder and mix with 
the water. 


Directions .—The patient should be directed to 
sip the mixture slowly, or hold it passively in the 
mouth till the haemorrhage is stopped. 

When the bleeding is coming from a small 
artery, the vessel should be squeezed with a pair 
of torsion forceps. It occasionally happens that 
severe haemorrhage follows the operation, and the 
common carotid artery has been tied in order to 
arrest it in more than one case. From the ex¬ 
perience which I have gained of these cases during 
the last eighteen years I am led to believe that 
this operation is unnecessary, unless a large vessel 
has been wounded, if the measure is adopted 
which I am about to describe. 

I have successfully used it when cold, pressure 
and astringents, including iron, applied in the 
ordinary way, were useless to check the bleeding, 
and, although I have had to deal with some severe 
cases, I have never known it to fail. 

To arrest Severe Hemorrhage. 


Mix together Tannic Acid ... 3 parts 

Gallic Acid ... 1 part 


and add a few drops of water. Then knead the 
powder until it is a hard mass, and from it take a 
piece sufficient to form a ball the size of a small 
marble. Place this on the forefinger of the hand 
corresponding to the side of the patient from which 
the haemorrhage is taking place, and by this means 
introduce it into the patient’s mouth, and rub it 
firmly against the bleeding surface, making counter 
pressure with the palm of the other band placed on 
the side of the head over the region of the tonsil. 

Note .—It will be found on continuing to knead 
the powder that it requires less water than at first 
appeared necessary to make it into a mass, and it 
is important to bear this in mind because unless 
only a few drops of water are added the mass will 
be too soft to be of use as the saliva or blood 
quickly moisten it when introduced into the 
mouth. 

It is advisable for the patient to suck ice for 
several hours after tonsillotomy, as it lessens the 
pain and checks any tendency which may exist for 
the neighbouring tissues to become inflamed. The 
marsh-mallow lozenges of the Throat Hospital 
Pharmacopoeia are useful in the case of children, 
and for adults the bismuth and morphia pastilles 
of the same pharmacopoeia are often of service. 
In spite of the patient sucking ice oedema of the 
soft palate and uvula sometimes ensue, and I have 
| known acute suppurative inflammation of the 
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middle ear to follow the excision of the tonsil on 
the same side without there being an apparent 
cause for the .severe inflammation following the 
operation. When oedema occurs the application 
of ice should be continued, and considerable relief 
will be afforded and the duration of the attack 
lessened if the swollen tissues around the uvula be 
scarified. 


litis, or any other affection. It is performed as 
follows:—Stand behind the patient, who should 
be seated on a chair or in bed, and place the palm 
of each hand with the fingerprinted directly up¬ 
wards over the ear on the corresponding side, and 
then make firm pressure towards the mesial line. 
The greater the pressure the greater will be the 
relief from the pain during swallowing. 



for this purpose I use the instrument shown in 
fig. 5, which I had made for me, to fit into my 
pocket-case. Each of the ends A has a T-shaped 
piece (a and a!) projecting from their inner sur¬ 
face which pass through the apertures (c and c') 
in the blades of an ordinary pair of dissecting 
forceps B. 

As will be seen in the figures the top of the T 
in A and C is at a right angle to the blade of the 
instrument which must therefore be placed at a 
right angle to the forceps in order to allow the 
T-piece to pass through the aperture (C). On 
twisting the blade A to its position shown in C, the 
pin (b) slips into the hole (d) and holds the blade 
securely in position. The total length of the 
instrument, as shown at C, is eight inches. With 
this instrument the uvula is easily scarified, as it is 
pierced on each side simultaneously by the points. 
The previous application of a solution of cocaine 
makes the procedure painless. 

A good deal of pain in the fauces is some times 
experienced during the act of swallowing for a day 
or so after the tonsils have been removed, and in 
the case of delicate children it may be advisable to 
adopt some measure for its relief. 

The following simple Method for Relieving 
Odynphagia deserves to be better known, as it is 
applicable to all cases whether the cause be 
malignant disease, scarlet fever, diphtheria, tonsil- 


A CLINICAL LECTURE 

ON 

MENORRHAGIA AND 

METRORRHAGIA. 

Delivered in the Royal Infirmary, Edinburgh, May 15,1894, 
By ALEXANDER BUSSELL SIMPSON. 
M.D., F.R.S.E., 

Professor of Midwifery and Diseases of Women and Children 
in the University of Edinburgh, Obstetric Physician to 
the Edinburgh Royal Infirmary, etc. 


A large number of you, Gentlemen, are be¬ 
ginning your studies in clinical gynaecology, but 
already, in the different sections that have been 
formed you will have noticed that we have first of 
all to investigate the patient’s condition as regards 
the symptoms that she herself has observed; and 
you will have seen that we direct special attention 
to disturbances that the patient is likely to have 
in her menstrual function. In your investigation 
into the condition of patients who are likely to be 
the subjects of pelvic trouble you will find such 
disturbances of menstrual function occurring in 
various directions and implying for the practitioner 
a knowledge, first of all of the menstrual phe¬ 
nomena as regards their type; that is to say, the 
cycle of the menstruation, the time that elapses 
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between the commencement of one menstrual 
flow and the next, which we speak of as the 
menstrual type. Then, again, we take note of the 
menstrual habit of the patient, and this implies 
two things as regards the blood flow; it has 
regard to the duration of it, which in ordinary 
cases is something like four or five days, and at 
the same time to the quantity of it, the amount of 
blood that escapes during each menstrual period. 
This menstrual habit varies in different women. 
In some you will find that, as regards duration, it 
lasts only for two or three days, and this through¬ 
out the whole menstrual life; in other cases you 
will find it lasting for seven or eight days, and this 
again throughout the whole menstrual life. I 
have said that the ordinary duration is something 
like four or five days; and what we have to note 
in each individual case as regards duration is that, 
when the flow has become fairly established, it 
continues the same throughout her menstrual his¬ 
tory, because in some cases it gets disturbed in 
the way of the duration being prolonged, so that 
a woman who habitually menstruated for two or 
three days begins to menstruate for four or five 
days, and in that woman we speak of it as already 
an excess of menstruation, although to another 
woman the four or five days flow is the habitual 
duration. And so with regard to the amount. 
One woman will perhaps lose five or six ounces 
of blood during her whole menstrual flow as a 
normal habit, others habitually lose only two or 
three ounces, whilst others habitually lose eight or 
nine ounces, and in each individual case, there¬ 
fore, what we have to investigate is the normal 
amount of loss. This is usually judged of by the 
number of diapers a woman will wear during the 
menstrual flow. Now this habit, which implies 
the two elements of the duration of the flow and 
the amount of flow, sometimes becomes disturbed 
in the way of increase. I have hinted at that 
already,—that in some cases the habit passes over 
from the two or three days flow, or the four or 
five days flow, till it becomes prolonged; and in 
these cases very likely you will at the same time 
find that there is also an excessive loss of blood. 
Such cases, where there is an increased flow either 
as regards the number of days or as regards the 
amount of blood that is lost, we speak of as cases 
of menorrhagia. You have to distinguish this 
menorrhagia from the cases where the patients 
begin to lose blood irregularly, and where, during 
1 he inter-menstrual periods, when ordinarily there 


should be no blood escaping, blood escapes from 
the uterus,—cases which we speak of as cases of 
metrorrhagia, a running of blood from the uterus 
occurring at a time apart from the ordinary men¬ 
strual period. 

Of course, there are disturbances in the other 
direction in the way of diminution of the flow, 
when we speak of the condition as amenorrhcea. 
Further, the flow should go on painlessly, or, at 
all events, without any marked disturbance of the 
system; but there are cases where, in consequence 
of some morbid condition of the parts, the men¬ 
strual flow is attended with a considerable amount 
of suffering, and we then speak of the patients as 
the subjects of dysmenorrhoea. 

Now these are all “ functional diseases,” if you 
like, but they form, each of them, an interesting 
subject of clinical study; and I am going to ask 
your attention to-day to the kind of cases which 
are likely to come before you where the patients 
are the subjects of increased flow of blood or un¬ 
usual escape of blood, where there is menorrhagia 
or metrorrhagia. 

I may give as illustrations a couple of cases that 
have been recently in the wards. The first is that 
of a woman, set. 42, who last month came com¬ 
plaining of pain in the left side at the menstrual 
periods. This illness had lasted for six months,— 
since October, 1893, when she first began to have 
this pain on the left side, especially severe at the 
commencement of the menstrual periods, which 
were irregular and profuse. There was also 
leucorrhcea, for which she had been treated by a 
country practitioner. In July, 1893, she had 
been operated on in the infirmary, when a small 
fibroid tumour was removed from the fundus of 
the uterus. Although for a time her condition 
was relieved, her menorrhagia and metrorrhagia 
recurred. When she came back to the ward, Dr. 
Hart was in charge. Physical examination at the 
time of her re-admission showed that she was well 
nourished, and slightly stout. The mammae were 
small and showed striated scars from old abscess 
lesions during her puerperium. The abdomen 
was rounded and slightly striated. The umbilicus 
was retracted. On palpation the walls were found 
to be soft and elastic; there was no undue re¬ 
sistance on pressure. Percussion revealed relative 
dulness in the right iliac region. On vaginal 
examination, the orifice admitted two fingers. 
There were old lacerations of the perinseum. The 
vaginal cavity was small, the walls smooth and 
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moist. The cervix pointed downwards and back¬ 
wards, was freely movable and somewhat large 
and firm. The os, which was patulous, admitted 
the tip of the finger. On bimanual examination 
the body of the uterus was found to be large and 
easily felt lying to the front. The appendages 
were apparently healthy. Through the os a 
polypus was felt protruding. On April 4th the 
cervix was dilated; the polypus removed, and the 
cavity of the uterus packed with iodoform gauze, 
which was removed on the third day. The patient 
was dismissed cured. 

The other case was that of a patient, aged 29, 
who had complained of abdominal swelling and 
pain, and had been treated by blistering. She 
had been amenorrhoeic for a time, but afterwards 
had haemorrhage. The patient thought the hae¬ 
morrhage was simply due to the return of her 
menses, and allowed it to go on for four weeks 
before sending for her doctor. The amount of 
loss was very considerable; it was intermittent, 
but on no day was she quite free from discharge. 
The doctor who sent her in, sent a letter saying 
that she had suffered at this time from the expul¬ 
sion of a vesicular mole, after which some haemor¬ 
rhage recurred from time to time. Her menstrua¬ 
tion began at the age of 12, was of the 28 day 
type, and lasted about a week usually. The quan¬ 
tity was always considerable. She had only phy¬ 
siological amenorrhoea. Besides the four weeks* 
menorrhagia spoken of, the patient has bled since 
the hydatids were removed, from two to seven 
days every two or three weeks. As for dysmenor- 
rhcea, she has pain for two or three days before the 
menses, somewhat relieved when the flow comes 
on, but continuing throughout. The pain ceases 
when the flow stops. She has had six pregnancies. 
On physical examination the patient shows good 
development and looks healthy. The mammae 
are small and pendulous; the striae well marked; 
the nipple prominent; the gland tissue is easily 
felt. The abdomen is flat, the umbilicus retracted, 
and the striae well marked. On palpitation the 
walls are soft and flaccid; there is tenderness in 
the left iliac region, but no undue resistance. 
On percussion the abdomen is tympanitic all over. 
On vaginal examination the orifice is patulous. 
Sensitiveness is experienced on examination. The 
cervix is directed downwards and forwards, and is 
of normal consistence and size. The os uteri is 
not patulous. The body of the uterus lies to the 
back, and is large and tender. The anterior fornix 


is clear, the right fornix is also fairly clear, but 
there is tenderness in the left. The body of the 
uterus is somewhat flexed to the left. In this case 
we found it necessary to dilate the uterus, and, 
having cleared out the cavity by means of the 
curette, and washed it out with a douche of 1 in 
4000 of corrosive sublimate, we applied iodized 
phenol to the raw surface and packed the cavity 
with iodoform gauze, which was removed two days 
afterwards. The patient was reported by her 
medical attendant to be keeping well*some months 
after her dismissal. 

These will serve as illustrations of the condi¬ 
tions,—and they are very various,—that meet us 
in practice where the patients have menorrhagia. 
Out of 153 cases that have been in the ward 
during the last session there are 28 in which 
menorrhagia was the leading symptom. Of the 
various conditions present some were endometric, 
some with displacement, some with fibroid, some 
with cancer, some with abortions, and some with 
disease of the neighbouring organs. I am going 
to ask you to take note of some of the varying 
conditions that may be present when a patient 
comes complaining of menorrhagia or metrorrhagia, 
because from what I have said you will recognize 
that this is not, strictly speaking, a disease, al¬ 
though it is sometimes dealt with in text-books as 
if it were. It is a symptom which may be present 
in very varying conditions, and that not only of 
the sexual apparatus but of the system generally. 

I ask you first to note, however, that not all the 
haemorrhagic discharges that take place from the 
genital canal are of uterine origin. You may have 
haemorrhages that come from the pudenda, haemor¬ 
rhages that come from the vaginal canal, and some¬ 
times haemorrhages that result from, let us say, a 
haematocele or haematoma that has come to com¬ 
municate with the vaginal cavity and so caused the 
blood discharge. But we are speaking now of 
haemorrhages that have their source in the cavity 
of the uterus, in the endometrium. It is the en¬ 
dometrium proper that is the source of the mens¬ 
trual discharge, and it is with that mainly that we 
have to deal. 

(To be concluded.) 
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Mr. President and Gentlemen, —By “profes¬ 
sional neuroses” I mean those troubles which result 
from the constant repetition of the same act, the 
act generally being that which enters largely into 
the professional work of the patient, and which too 
often constitutes his means of livelihood. The 
most common of these professional neuroses is 
“writer’s cramp,” but I need not remind my 
hearers this evening that there are many analo¬ 
gous troubles, such as piano cramp, telegraphist’s 
cramp, sawyer’s cramp, tailor’s cramp, milker's 
cramp, hammerman’s palsy, dancer’s cramp, and 
so forth. 

I shall limit my remarks almost entirely to 
“ writer’s cramp ” so called, because it is infinitely 
the most common of all, and because, in the stress 
of the nineteenth century competition, it bids fair 
to become still more common. I have chosen the 
subject for my paper this evening because I think I 
may fairly claim to have had exceptional experi¬ 
ence. It is now twenty-two years ago since my first 
paper on the subject was published in the “ Prac¬ 
titioner,” and in consequence of this first paper 
and two subsequent papers on the same subject 
communicated to the Royal Medical and Chirur- 
gical Society I have enjoyed, thanks to the kind¬ 
ness of my professional friends, exceptional oppor¬ 
tunities of studying these interesting and trouble¬ 
some cases. I am sure I have seen and closely 
examined and studied at least 300 of these cases, 
and this must be my excuse for bringing the matter 
to your notice this evening. 

One result of my study of the subject is a doubt 
whether there is a distinct morbid entity which 
merits the name of writer’s cramp. Writing diffi¬ 
culty is common enough, but it depends on a great 
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variety of causes, and my first duty to-night will 
be to answer this question, Given a case of writer’s 
cramp, how are we to set about diagnosing its 
cause? Let us first consider the act of writing, 
an act practised in this country exclusively with 
the right hand, and which we learn to perform 
fluently only after many years of patient labour. 
We are none of us born writers, and the children 
of educated people do not learn the art with 
materially more ease than the children of the un¬ 
educated. There is no evidence whatever, I think, 
that by constant practice of the art of writing we 
generate a faculty which is transmissible to suc¬ 
ceeding generations. 

In writing the pen has to be held with very 
great steadiness, and there are distinctly two acts 
involved in writing, viz., pen-prehension and pen- 
movement. The pen is kept steady (when the art 
is perfected) mainly by the intrinsic muscles of the 
hand, the interossei and the muscle of the ball of 
the thumb being mainly employed. In order that 
these muscles may get a steady hold of the pen 
the carpal and metacarpal bones must be held 
steady and the wrist-joint must also be steady. 
This throws work on the muscles of the forearm. 
The elbow must be steady, and this throws work 
on the muscles of the arm. The shoulder and 
scapula must also be steady, and therefore the 
shoulder and thoracic muscles are brought into 
play. The trunk has to be kept firm, which 
involves contraction on the part of the spinal 
muscles, and in order that the pelvis may give a 
firm support to the spine, the legs have to be firmly 
fixed. There is scarcely a muscle in the body 
that is not brought into play in the act of writing, 
and if we watch a little child at its writing lesson we 
generally see that it hitches one leg round the leg 
of the chair in order to steady the pelvis and 
trunk, and so great is the muscular effect involved 
that the face muscles contract consentaneously, 
and the movements of the pen are, as often as not, 
followed by the tongue. We must always bear 
the above facts in mind, and in examining a 
patient who has a difficulty in writing we must re¬ 
member that the seat of trouble will often be found 
far away from the hand. In examining these cases 
the first thing necessary is to strip the patient to 
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the waist. Having your patient stripped let him 
stand before you and look first at the shoulders 
and see whether any muscles are wasted or 
whether any of them manifest any tremor, fibril¬ 
lary or otherwise. Turn him round and look at 
the position of the scapulae, and whether their 
relation to the spinal column is normally sym¬ 
metrical. In my experience I have seen some 
few cases of writing difficulty which depended on 
paralysis of the serratus magnus or some other 
scapular muscle, which, by failing to keep the 
scapula steady, caused an unsteadiness of the 
hand. Next examine the arms, forearms, and 
hands to see if there be any wasting of muscles, 
particular attention being paid to the interossei 
and the muscles of the thenar eminence. 

Next ask the patient to hold his hands above 
his head when any failure of the scapular muscles 
will be accentuated. Then ask him to hold the 
arms in front of him, and examine the hands very 
closely for tremor. 

Next examine the joints to ascertain whether 
there is any stiffness and whether there is any 
thickening round them, or creaking on movement, 
or any nodular swellings of the fingers indicative 
of gout or rheumatoid arthritis. 

Further, examine the tendons for teno-synovitis. 
I have seen several cases of writing difficulty 
dependent on rheumatism of the joints of the arm 
or hand, and one case in a distinguished member 
of our own profession, dependent upon gouty 
deposits in the tendons of the flexor longus 
pollicis. 

Next ask the patient to write. In extreme cases 
there may be almost a complete inability to write 
a single legible word. Such cases are rare, how¬ 
ever, and usually the chief detectable difference 
from health is the slowness of the act and the 
evident effort with which it is performed. Watch 
the pen and you will generally see that it is 
grasped with almost all the patient’s might, and 
as the letters are formed one can often see day¬ 
light through the nibs of the pen showing how 
firmly the pen is pressed upon the paper. At 
other times we notice a good deal of shoulder 
movement, and these great efforts usually indicate 
that the pen-prehension is done by the muscles 
of the forearm, and the movements of the pen 
are mainly from the shoulder. This is an in¬ 
dication that the true normal muscles of pen- 
prehension are not performing their quota of work. 

Sometimes the grasp of the pen suggests feeble¬ 


ness and impotence, and, although the poise and 
movements of the hand are in these troubles 
almost infinite in variety, it is very common to see 
the forefinger move away from the penholder, and, 
becoming flexed, glide upwards. This almost cer¬ 
tainly shows that the first dorsal interosseous muscle, 
the abductor indicis, one of the most important of 
the muscles of pen-prehension, is not performing 
its work properly. 

The next step in the examination is one of great 
importance, viz., the search for any distinct ten¬ 
derness of the nerve trunks in the arms or hands. 
In order to detect this, equal pressure should be 
exercised, simultaneously, on the nerves of both 
arms, and it is by the comparison of the two and 
the flinching or expressions of pain on the part of 
the patient which enable us to detect it. I am 
accustomed to ask the patient to stand in front of 
me and rest his two hands, palms upwards, on my 
shoulders. Then grasping his arms, I press upon 
the median nerves, the musculo-spirals, and the 
ulnars, and it is exceedingly common to find very 
well-marked tenderness in one or other of the 
nerve trunks of the affected limb. This is probably 
to be taken as an indication of slight neuritis, and 
I have no hesitation in saying that of all peripheral 
causes of writer’s cramp, slight neuritis is the 
most common, and the most important. Oc¬ 
casionally some nutrition change, such as glossy 
skin, congestion, furrowed nails, or herpetic erup¬ 
tions, give an additional evidence of neuritis. 

Having found neuritis, we must look for the 
cause of it. These are strain, pressure, rheu¬ 
matism, gout, and diabetes. The urine must be 
examined for signs of gout or diabetes. Examine 
the chest with care for evidence of aneurism, or 
other mediastinal tumour, and I would emphasize 
this advice by saying that in one patient sent to 
me for writer's cramp, I discovered the trouble to 
be due to the pressure of an aortic aneurism. 

Next, hunt for evidence of hemiplegia. A man 
may have had an attack of hemiplegia so slight as 
to have escaped his memory. His power may 
have practically been perfectly restored, the only 
evidence of want of power being a slight feebleness 
in the grasp of his pen, and slight shakiness of 
the handwriting. On careful examination of these 
patients, I have detected the slightest possible 
deviation of the tongue, the slightest want of 
symmetry in the face, the slightest want of power 
in the right hand, and the slightest tendency for 


the toe of the right boot to wear out before the 

Digitized by Google 




The Clinical Journal, Ac.) 


DR. POORE—PROFESSIONAL NEUROSES. 


.July 18 , 1894. 187 


left. These trifles all point in the same direction, 
and give a clue to the cause. In this connection 
the examination of the heart becomes important, 
as the detection of a murmur tells us of a possible 
cause of embolism. I would remind you that 
hemiplegia may occur at birth or before birth as 
the result of injury of the head, and is not by any 
means uncommon in infancy, as the result of fits. 
The hemiplegia of children often only becomes 
manifest when they begin to use their limbs and 
specialize their movements. 

Congenital left-handedness is a not unfrequent 
cause of writing difficulty, and these patients will 
tell you that writing has always been to them a 
labour and a sorrow, and you will learn that whereas 
they perform almost all other delicate acts with the 
left hand they have been driven to use the right 
for penmanship by dint of the obstinacy of their 
writing masters. Left-handedness is not unfre- 
quently due, I believe, to damage to the left 
hemisphere of the brain in early life or before 
birth, and in such cases I have occasionally found 
obvious flattening of the left side of the skull and 
a want of development of the right half of the 
body. The left clavicle is longer than the right, 
and the size of gloves and boots is greater for the 
left limbs than the right. 

There are various chronic troubles of the brain 
and spinal cord which lead to writing difficulty, and 
I have found it as an early indication of general 
paralysis of the insane, locomotor ataxy, dissemi¬ 
nated sclerosis, lead palsy, anterior poliomyelitis, 
and paralysis agitans. This short review will, I 
hope, impress upon my hearers how manifold are 
the causes which lead to difficulty in writing, and 
how essential in such cases is a careful examination. 

It will be found that the vast majority of cases 
of writing difficulty are due to one or other of 
the causes I have mentioned, but I admit there is 
a small residuum of cases which merit the name 
of true writer’s cramp, in which no peripheral 
troubles and no evidence of coarse cerebral change 
is detectable. Some of these (mostly women) are 
pure neuroses and get well, but the remaining few 
afford grounds for a very gloomy prognosis qud 
writing. 

In the case of true writer’s cramp (and in those 
due to neuritis), it will be found that one or other 
of the muscles of pen-prehension manifest a marked 
loss of irritability when tested by electricity, and 
it will be found that a current just sufficient to stir 
the muscles of the left hand has no effect when 


applied to those of the right. The loss of irri¬ 
tability is the same both for faradism and galvan¬ 
ism, and is probably due to some change in the 
muscle-tissue and the intramuscular nerves. In 
some of these cases I have thought that the 
muscle felt hard and rigid as though some fibroid 
change had taken place. This, however, is pure 
speculation. 

I have spoken of such cases as due to chronic 
fatigue of the overused muscles. There is always 
a change in the muscle, as evidenced by its in¬ 
ability to respond normally to electricity, but I 
readily admit that there may be concomitant 
changes in the whole motor-path from the grey 
matter of the cerebral cortex through the internal 
capsule, crus cerebri, spinal cord, and nerve trunks 
and branches. It is generally asserted that there 
is no difficulty in cases of “ writer’s cramp ” with 
any act other than writing. This is true only of a 
small number of cases, and it will often be found 
that in delicate acts such as manipulating a pin, 
winding up a watch, or wielding a salt-spoon there 
is some slight disability. 

It will be at once evident that the question of 
treatment must depend upon diagnosis, and if the 
failure in writing power is found to depend upon 
any of the morbid conditions mentioned above, 
the treatment appropriate for such morbid condition 
must be adopted. 

The most treatable form of writing difficulty is 
that which is accompanied by tenderness of one 
or other of the nerve-trunks, which is caused 
apparently by a mild neuritis. 

In order to cure the neuritis, the patient must 
cease for a time to write, and must be careful not 
to overstrain the arm by any excessive use of it, 
and especially he should avoid any exercise which 
involves a prolonged muscular strain, such as 
carrying a heavy handbag. 

The tenderness of the nerves must be subdued 
by counter-irritation, and nothing is more useful 
than a good blister applied over the tender nerve- 
trunk at a point where it is superficial. In some 
cases a more chronic form of counter-irritation is 
useful, and I have found the application of a piece 
of capsicum plaister of undoubted service. For 
this purpose I always use the American capsicum 
plaister, which is very thin and pliable, is perforated 
with holes, and is excessively adhesive, having, I 
believe, a basis of India-rubber. 

When the nerve-tenderness has been removed I 
think a thorough rubbing and massage of the whole 
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limb, but especially of the intrinsic muscles of the 
hand, is very useful. I must give a word of warn¬ 
ing as to the danger of practising massage while 
the nerve-tenderness persists, such a course, in my 
experience, being always harmful. This, I think, is 
the commonest mistake made in the treatment of 
writer’s cramp, and therefore I repeat that there 
must be no massage until the patient has got rid 
of the nerve-tenderness. 

In cases where there is no nerve-tenderness 
massage may be commenced at once. The appli¬ 
cation of the continuous electric current is of un¬ 
doubted service, but I am not prepared to say that 
it is more efficacious than rubbing, which is a toler¬ 
ably simple matter and easily applied. 

If the patient be unable absolutely to abandon 
writing for a time, he should do the writing of 
sheer necessity with a pencil, or, better still, should 
use a type-writer. Here it may be necessary to 
add that only those type-writers which work with a 
keyboard are admissible; those which involve the 
continuous grasp of a handle are scarcely, if at all, 
less dangerous than a pen. I must not forget to 
mention the not uncommon association of al¬ 
coholism with writing difficulties. I have seen 
cases where the whole writing difficulty was caused 
by alcoholic tremor, and many more in which the 
difficulty had been intensified by the fatal practice 
of drinking spirits to “ steady the hand.” In both 
of these classes of cases abstention from alcohol 
has been sufficient to cure or greatly improve the 
condition of the patient. It is often very necessary 
to seriously warn the patient against yielding to the 
fatal practice of taking alcohol. I have not found 
any drugs of much use in these conditions. In 
cases which are presumably due to neuritis I have 
found benefit from the administration of small 
doses of liquor arsenicalis (ll\.ij or IVLiij) combined 
with one grain of iodide of potassium, and it is 
needless to say that if there be gout, glycosuria, 
or rheumatism present, these conditions call for 
suitable treatment. The general health must be 
attended to, as any derangement, such as dys¬ 
pepsia, constipation, or even a common cold seems 
to intensify the trouble. The arms should be kept 
warm. Flannel, or merino vests with long sleeves 
should be worn, and in some cases I have ordered 
an extra sleeve for the affected arm. 

One word as to prevention. The frequency of 
writer’s cramp is due, in the first place, to the un¬ 
wholesome life of a clerk who spends his days in a 
stuffy office in a crowded city. Secondly, it is due 


to the fact that the holding of a pen involves the 
continuous contraction of the muscles of pen-pre¬ 
hension, which get tired out, just as our arms get 
tired when we hold them rigidly extended, and as 
our legs get tired when we stand in one position 
for long periods. 

The only remedy for this is to teach the child to 
write with both hands, which I believe might easily 
be done. The writing would have to be upright 
instead of slanting, and, with a pen in both hands, 
the left half of the line might be written with the 
left hand and the right half with the right. We 
educate the left hand far too little. Girls in this 
respect are better off than boys, for such exercises 
as piano-playing and knitting encourage a great 
amount of ambidexterity in girls. Why should not 
the clerk use either hand alternately and so give to 
each its much-needed rest ? 

What effect has the exercise of the periphery 
upon the development of the centre? By con¬ 
stantly using the left hand for written language 
might we not possibly educate our right Broca’s 
convolution instead of letting it lie idle ? 

I once gave utterance to these opinions and 
speculations at the bed-side, and at their conclu¬ 
sion a student of more than ordinary intelligence 
asked me whether the extreme fluency of the 
female organs of speech might not be due to the 
fact that the right side of their brains had been 
developed by a more constant use of the left hand 
than is common in males ? 


A POST-GRADUATE LECTURE 


ON SOME OF 

THE AFFECTIONS OF THE NOSE 
CAUSING NASAL OBSTRUCTION. 

Delivered at the Metropolitan Hospital, Kingsland Road, 

By W. J. WALSHAM, F.R.O.S., 

Senior-Assistant Surgeon to St. Bartholomew’s Hospital. 


Gentlemen,— Rather than a set lecture, I pro¬ 
pose to-day to give you a demonstration on some 
of the diseases of the nose that may cause obstruc¬ 
tion, and for this purpose I have brought here a 
collection of pathological specimens from St. 
Bartholomew’s Hospital Museum, and a variety of 
instruments used in the diagnosis and treatment of 
the affections of which I shall speak. At the close 
of the demonstration the opportunity will be 
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afforded you of examining a number of patients 
illustrating the diseases discussed. 

Nasal obstruction is characterized by an inability 
to breathe freely through the nose, an alteration in 
the voice, and a peculiarity of facial expression. 
The patient complains of a feeling of stuffiness in 
the nose, perhaps worse at one time than another; 
or he may have no idea that obstruction exists, 
and may come complaining of a discharge from 
the nose; or perhaps merely a dryness in the 
throat. Or it may be that uncontrollable fits 
of sneezing, or spasmodic attacks of cough or 
deafness are his chief trouble. But as soon as 
he begins to speak we become aware that he 
has obstruction to the free passage of air through 
the nose. The voice is peculiar; it is deficient 
in nasal resonance, it is muffled, or has a dead cha¬ 
racter, as it has been called; at times it sounds as 
if the patient were suffering from a cold in the 
head 

When the obstruction is at the back of the nose 
or in the naso-pharynx, the m and n sounds are 
pronounced like b and d , whilst the p and t 
sounds are also converted into b and d . Thus a 
lady once complained to roe that her little niece 
laughed at her for saying “ Bary had a little labb ” 
when reciting the well-known nursery rhyme. 

The suspected obstruction in the nose is readily 
detected by asking the patient to stop one nostril 
while he breathes through the other. The full 
rush of air through a free nostril is very different 
from the sharp hiss through one that is partially 
occluded. In applying this test there is a little 
point to be attended to. When asked to close 
one nostril the patient is apt to press the septum 
across so as to encroach upon the other. He 
should be told, therefore, to make pressure with 
the ball of the thumb in an upward direction, 
that the opposite nostril may be left free. 

The contraction of the nares, the half-open 
mouth, the peculiar vacant expression, are cha¬ 
racteristic, and are so well-known that I need not 
dilate on them here. 

If there is a discharge its characters may help 
us in the diagnosis of the cause of the obstruction. 
Thus it may be thin and watery in erection of the 
turbinals, thick and muco-purulent in certain 
cases of chronic nasal catarrh, distinctly purulent 
in empyema of the antrum and accessory cavities. 

As you will see from the synopsis here displayed 
I divide the conditions which may give rise to 
nasal obstruction into those which are intra-nasal 


and those which are extra-nasal. The intra-nasal 
again I divide into the turbinal, the septal and the 
accidental. By the accidental I mean obstruction 
by foreign bodies or rhinoliths. Of these I have 
here a remarkable specimen taken from a boy 
brought to me at St. Bartholomew’s Hospital, who 
had, three or four years previously, passed this 
shirt-stud and piece of lace trimming, three inches 
long and half-an-inch broad, up his nose. They 
had remained unsuspected, the boy being treated, 
in the meantime, for chronic nasal catarrh. On 
the table are other specimens of rhinoliths, some 
of them concretions, others the result of necrosis 
of the bones. 

Amongst the turbinal causes may be mentioned 
turbinal erections, hypertrophic catarrh or rhinitis, 
necrosis, gummata, and polypi. Among the 
septal may be enumerated blood tumours, 
abscesses, gummata, spurs and deviations, hyper¬ 
trophy, oedema, and necrosis. 

The extra-nasal conditions consist chiefly of 
post-nasal growths, naso-pharyngeal tumours, and 
tumours of the antrum and accessory cavities 
encroaching on the nose. 

Before discussing in detail some of these con¬ 
ditions, as time will not permit me to speak of 
them all, I have a word or two to say on the 
methods of examining the nose and naso-pharynx. 

In examining the nose a good light is absolutely 
essential. In the way of specula I have found 
Duplay’s by far the most useful, but I imagine we 
all see best with the instrument with which we are 
most familiar. In using the speculum you will 
not learn much if it is merely put in the nose and 
a brief view is taken of the parts. The examina¬ 
tion should be systematic. The head of the patient 
should be first held straight; in this position a 
view of the inferior turbinated body is obtained. 
The patient should next raise his head, when the 
light is thrown upwards as you see in this diagram, 
and the middle turbinated body and part of the 
roof of the nose are brought into view. He should 
then depress the head as much as possible, when 
the floor and the lower border of the inferior tur¬ 
binal can be examined. 

By the alternate turning of the head towards and 
away from the light, the septum and the outer wall 
is the better displayed. With the head depressed, 
if the nasal cavities are fairly wide and straight, 
and no obstruction exists, the levator cushion may 
be seen to rise when the patient is asked to swallow, 
and sometimes the salpingo-pharyngeal fold may 
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be noticed moving obliquely towards the middle 
line. If you see these parts clearly, you may take 
it that there is no obstruction,—at least in the 
lower portions of the nasal cavities. With the head 
raised, the olfactory slit can be examined, the pas¬ 
sage, that is, between the septum and the middle 
turbinated body. Whilst in this position, after 
mopping out the cavity with a dossil of cotton 
wool held by these crocodile forceps, you can 
determine the direction of the flow of pus should 
such be entering the nose, as is the case in empy¬ 
ema of the antrum, and other of the accessory 
sinuses. To examine the nose from behind re¬ 
quires some skill and practice in the use of the 
rhinoscope. The ordinary laryngeal mirror may 
be used, or better, one of the instruments I show 
here, in which the mirror, by means of this spring, 
can be made to move on the shank, so that it 
assumes, when in situ , a different angle. When at 
or about a right angle with the shank, the posterior 
nares are seen; when at a more obtuse angle, the 
vault of the pharynx and Luschka’s tonsil are 
brought into view. By turning the mirror slightly 
to one side the condition of the orifice of the Eus¬ 
tachian tube and the neighbouring fossa of Rosen- 
miiller can be examined. The beginner will do 
well, in the first place, to define the septum, which 
may be known by its appearance as a yellowish 
white, almost horizontal, process in the middle 
line. Having made out the septum, he will, with 
a little practice, succeed in recognizing the other 
structures in this region by their relation to it. 
Within the choanae can be inspected the posterior 
ends of the inferior and middle, and sometimes the 
superior, turbinated bodies. If the parts are irri¬ 
table, spraying or mopping the soft palate and 
back of the tongue with a io per cent, solution of 
cocaine will usually overcome the difficulty. But 
at times there is so little space between the palate 
and the back of the pharynx that a satisfactory in¬ 
spection is impossible. Under these circumstances 
White’s palate hook, which I here show, may be 
useful, though I have generally found, I must 
confess, that where I have failed to obtain a satis¬ 
factory view by simple means, I have not succeeded 
much better by the aid of the various contrivances 
such as hooks, nooses, etc., that have been invented 
for drawing the uvula and palate forward. 

Of the various conditions that I have above 
enumerated as causes of nasal obstruction, time 
will only permit me to speak of the following: 

i. Turbinal Erection or Congestion .—This, in 


my experience, is one of the commonest con¬ 
ditions met with as a cause of obstruction. The 
obstruction is intermittent, or worse at times, 
often during the night, the patient complaining 
that he wakes up with his mouth dry, and 
finding he cannot breathe through the nose. 
He has a sense of weight across the bridge of the 
nose, at times frontal headache, or he has what he 
calls oft-recurring colds. There may or may not 
be a discharge; sometimes the discharge is very 
abundant, necessitating the use of many handker¬ 
chiefs during the day. It is usually thin, in some 
cases I have seen it of a clear watery character, 
and dropping from the patient’s nose. The 
discomfort is often increased, or set up, by going 
into a hot room. On looking into the nasal 
cavities, nothing abnormal may be seen, since at 
the time of examination the erection may not be 
present; but when, however, the turbinals are 
erected, the appearance of the inferior turbinated 
body is such as is seen in this drawing of the 
parts as viewed through a Duplay’s speculum. 
The mucous membrane is abnormally red, and the 
turbinal appears to almost fill the nasal chamber 
—in fact, the turbinated body looks as if it were 
hypertrophied. From true hypertrophy—a speci¬ 
men of which I have in this bottle, from St. 
Bartholomew’s Hospital Museum—the erected 
condition is readily distinguished, as is well 
known, by spraying with a solution of io per 
cent, cocaine, or by touching with a probe. In 
erection the body shrinks under the influence of 
cocaine, and dimples when touched with a probe. 
In hypertrophy, the tissues covering the bone are 
felt to be thickened. In erection the sensation to 
the probe is similar to that of touching a fluid 
tumour, as indeed it practically is. 

I here show you an inexpensive spray apparatus. 
It is made by a Liverpool chemist, and only costs 
half-a-crown. I have had one in use continually 
for many years. It answers its purpose exceedingly 
well, and does not get out of order. 

The treatment I generally adopt is the galvano- 
cautery. The cautery point is drawn along the 
erected turbinal two or three times, so as to 
scarify it, or run into it at different spots. The 
burning causes the tissues to contract, and ties 
them down, as it were, to the bone beneath. 
When done under cocaine, there is no pain, either 
at the time or afterwards. There may be a little 
discharge for a few days; but practically the 
patient experiences no discomfort. Some rhin- 


Digitized by 


Google 




The Clinical Journal, Ac.] MR. WALSHAM-AFFECTIONS OF THE NOSE. 


[July 18, 1894. igi 


ologists recommend the employment of chromic 
acid, which is applied by this small probe; but I 
have found that the acid causes pain when the 
influence of the cocaine passes off, and that the 
pain may last for some days. I invariably, there¬ 
fore, use the cautery, one or two applications of 
which are sufficient. A little care is necessary not 
to touch the septum, lest a troublesome adhesion 
form between it and the inferior turbinal, and 
the burning should not be too extensive for fear of 
sloughing, or even of necrosis of the turbinal bone. 
I generally smear the burnt surface with vaseline, 
as this forms a protective film, and allows the 
patient to follow his usual avocation. No after- 
treatment of any kind is employed. I am sure, in 
my own mind, that such is unnecessary and only 
does harm. 

2. Hypertrophic Nasal Catarrh .—Of this affec¬ 
tion I shall not say much to-day. I have already 
mentioned how it may be distinguished from mere 
turbinal erection or turgescence. In slight cases 
the well known compound alkaline solution is 
often successful. In the more chronic it is better 
to use some such material as parolein as the 
vehicle for our medicaments. Thus parolein and 
eucalyptol, or parolein and thymol, may be sprayed 
up the nose with this atomiser. I never use the 
nasal douche. It is inefficient in that the fluid 
thus passed through the nose cannot, by the laws 
of hydrostatics, as you see in this diagram of a 
section of the nasal chambers, reach the upper 
portions of the nose, and it is liable to set up 
middle ear trouble, and give rise to soddening of 
the mucous membrane. 

Before putting down a case as one of simple 
chronic nasal catarrh, we should exclude certain 
conditions, which may stimulate somewhat the 
catarrhal state or keep it up. Thus we should 
make sure we are not dealing with purulent 
catarrh of the antrum, or other of the accessory 
sinuses; or that the catarrhal condition does not 
depend upon post-nasal growths, or upon polypi or 
other neoplasms far back. I say far back, because 
when situated in the anterior part of the nose, they 
are readily recognizable; at least they are as a rule, 
but a polypus, when low down, may be so irritated 
by the finger, or in other ways, that it may become 
reddened and vascular-looking, and at first sight 
may be mistaken for an erected or hypertrophied 
turbinal, for a deviation of the septum or a 
malignant growth. In a deviation of the septum, 
there is seen on looking into the opposite nostril a 


corresponding concavity. In an erected or hyper¬ 
trophied turbinal a probe cannot be passed all 
round it, as in the case of a polypus. An irritated 
polypus may often be distinguished from a 
sarcomatous or other growth by gently drawing it 
down or pressing it to one side, when the upper 
portions will show the characteristic gelatinous 
appearance as seen in this patient. When far back 
a polypus may only be detected by the aid of the 
rhinoscope. I have met with cases where, from 
neglect of this examination, the discharge due to a 
polypus was attributed merely to chronic nasal 
catarrh, and of course no benefit resulted from the 
treatment employed. 

I should here like to say something of the puru¬ 
lent catarrh or empyema of the antrum and 
accessory sinuses. In these affections there is a 
creamy canary-coloured pus. Now, such a dis¬ 
charge can only be due to the presence of a 
foreign body or rhinolith, a polypus, or other new 
growth; or, be the result of nasal diphtheria, 
syphilis, purulent rhinitis of children, or empy¬ 
ema of the antrum or other of the accessory 
cavities. Of these the only unilateral conditions 
giving rise to this flow of pus may be said to be 
foreign bodies or rhinoliths, syphilis, polypi, or 
other new growths, and empyema of one of the 
accessory cavities. With care a foreign body, 
rhinolith, a polypus, or other new growth, and 
syphilis should be readily excluded; but to de¬ 
termine whether the pus comes from the antrum, 
the frontal sinuses, the ethmoid cells, or the 
sphenoidal sinuses is not always so easy. 

To consider purulent catarrh or empyema of 
the antrum first. This condition is perhaps more 
often associated with chronic nasal catarrh than 
is generally supposed. It must of course be dis¬ 
tinguished from abscess of the antrum, which is an 
acute affection attended with severe pain; swelling 
of the cheek, puffiness and oedema of the lower eye¬ 
lids, and usually, later, with the escape of offensive 
pus through the nose, or more rarely through the 
anterior wall of the cavity into the mouth. In 
the condition, however, with which we are now 
dealing there is no swelling of the cheek, often no 
pain, the only complaint being that there is a 
discharge of an offensive nature from the nose. 
Whether the purulent catarrh of the antrum is an 
extension of the catarrhal process from the nose, 
whether it is the result of occlusion of the ostium, 
or whether it more often depends on some trouble 
in the fang of a tooth I cannot stop to discuss, 
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but I may say in passing that in my personal 
experience there has generally appeared to have 
been a tooth at the bottom of the mischief. In 
these cases it is probable that the nasal trouble is 
secondary to the antral mischief. 

On looking into the nose the pus is seen flowing 
over the middle and inferior turbinated bodies. 
On inquiry it will probably be found that the flow 
is intermittent, or is more noticeable if the patient 
has been lying down; and that only at times is 
it offensive. The explanation of these symptoms 
is, of course, that the pus collects in the antrum, 
and then overflows when the position of the head 
is such as to favour the escape through the ostium 
into the nose; and then the occasional offensive- 
ness depends upon retention. The odour of the 
pus is characteristic, differing from that which 
occurs in syphilitic necrosis and forms beneath the 
scabs in chronic atrophic rhinitis. It is usually 
faint, and of a peculiar, sickening character. 

To determine whether the pus comes from the 
antrum the nose should be carefully mopped with 
pellets of cotton wool, and the patient then told to 
sit with his head bent forward as far as possible, 
or to lie on the side opposite to that on which the 
pus is seen for a few minutes. On again looking 
into the nose, if the pus comes from the antrum, 
a little stream trickling over the outer surface of 
the middle turbinated body may be seen. The 
ostium of the antrum, as you all know, is in the 
outer wall of the middle meatus, and about an 
inch and a half within the nostril. The pus there¬ 
fore comes from beneath the middle turbinal, and 
in typical cases flows over the middle portion of 
that body. The opening of the anterior ethmoidal 
cells and of the frontal sinuses, you will remember, 
is also in the middle meatus, but more anterior to 
that of the antrum. In catarrh of these cells, 
therefore, pus will also be seen trickling over the 
middle turbinated body, but nearer its anterior 
end. After mopping out the nose, if you do not 
see a flow of pus in the situation I have just 
stated, you may take this antral cannula and pass 
it into the middle meatus, and pressing its end 
against the outer wall endeavour to introduce it 
into the ostium. The probabilities, however, are 
that you will not succeed, but on pressing this or 
a pellet of cotton wool against the outer wall a 
flow may be produced. 

Dr. Brown recommends that by means of a 
small cannula a solution, i to io, of peroxide of 
hydrogen should be injected into or towards the 


entrance of the antrum. If pus is there, the whole 
nose becomes filled with a froth from the efferve¬ 
scence of the pus and the re-agent. Other methods 
which are advocated, but from which I confess I 
have not myself obtained much aid, are percussion 
of the cheek, succussion, and tapping the teeth. 
Percussion may, at times, reveal some increase of 
dulness, or if it does not do this it may elicit a 
certain amount of tenderness. Succussion, seeing 
how small is the cavity of the antrum, and how 
little fluid at the most it can contain, is not 
of much or any value. Tapping the teeth of 
the upper jaw may discover slight sensitiveness 
in one, indicating some mischief in the fang or 
pulp chamber. Trans-illumination of the face is 
of more value, though it is a method of diagnosis 
that cannot be absolutely depended on. The 
room having been made dark, this little instrument, 
consisting of an electric lamp mounted on a con¬ 
venient handle and provided with a non-heat-con- 
ducting shield to protect the tongue, is passed into 
the mouth, and the mouth having been closed 
upon it the light is switched on. The face be¬ 
comes brilliantly illuminated. If the antrum con¬ 
tains pus, or a growth, or has thickened walls, 
there is a shadow below the eye on the affected 
side, and the pupil does not light up. When such 
a shadow occurs the presumptive evidence is in 
favour of antral disease, but I have been disap¬ 
pointed, and on such evidence have punctured 
the antrum and found no pus. The method, 
therefore, is useful, but not absolutely reliable. 
When, however, along with the before-mentioned 
signs of purulent catarrh of the antrum the face on 
that side does not light up, it is more than justifi¬ 
able to explore the cavity and thus settle the 
point. There are several situations in which the 
exploratory puncture may be made. Thus this fine 
but well-tempered steel trocar and silver cannula 
may be thrust through the inner or nasal wall of 
the antrum just below the inferior turbinated body. 
To explore here the nose should be drawn well 
over to the opposite side in order to make the 
trocar strike the bone as near to a right angle as 
may be. The point is carried below the inferior 
turbinated body, and when in contact with the 
outer wall of the nose is driven with a smart shove 
through the thin plate of bone here forming the 
antral wall. The trocar is then withdrawn, the 
nozzle of this antrum syringe placed in the end of 
the cannula, and warm boracic lotion injected. If 
the antrum contains pus the pus will now flow out 
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through the nose. Before the puncture is made 
the nasal mucous membrane should, of course, be 
rendered insensitive with cocaine. The puncture 
is so small that should no pus be found no harm 
will result from the procedure. The only objec¬ 
tion I can see to exploration in this situation is, 
that should pus be found, and hence drainage be 
necessary, the situation is not a very suitable one 
for fixing in a drain tube, and, moreover, the 
puncture is not at the most dependent spot. A 
second situation in which the antrum may be ex¬ 
plored is through a tooth socket. When there is a 
vacant socket this is perhaps the best. When the 
teeth are sound I should, myself, hesitate to draw 
one for the purpose. Given an empty socket the 
puncture may be made here, either under cocaine 
or gas. This perforator, with a button so arranged 
that it can be shifted up and down the stem ac¬ 
cording to the probable depth the perforator will 
have to be passed to enter the antrum, is intro¬ 
duced into the vacant socket, and with a rotatory 
movement of the wrist is made to perforate the 
bone. On the withdrawal of the perforator, this 
silver tube is introduced, and by means of the 
elastic tube and rubber ball I here show boracic 
lotion is injected. If pus is present it will flow 
out through the nose. When sufficiently washed 
out this small wire-spring tube with a guard at the 
end is left in the opening. The collar or guard 
prevents the tube passing completely into the 
antral cavity, and facilitates removal. Since it is 
lodged in the tooth socket it causes very little 
trouble or inconvenience. When the teeth are 
sound the puncture may be made through the 
anterior wall of the antrum, of course inside the 
cheek. The bone is thin here, and if the opening 
is made low the drainage is good. One advantage 
of this situation is that if it should be found neces¬ 
sary to explore the antral cavity, as, for instance, 
for a diseased tooth-fang, or to scrape away diseased 
lining membrane or inspissated pus, the opening 
can be readily enlarged so as, if required, to admit 
the passage of the finger. I have employed all of 
these methods, and would say that each is useful 
according to the nature of the case. For mere 
purposes of diagnosis the intra-nasal puncture is, 
to my thinking, the best, since it can be done 
without frightening the patient or making any 
parade of an operation. If the perforation is made 
through the tooth socket the little coiled spring 
tube keeps the puncture patent between the syring¬ 
ing. It can be easily removed by the patient, who 


soon learns to wash out the cavity himself. At 
first this may be done night and morning, later 
once a day, and then at more frequent intervals. 
Boracic lotion, and, subsequently, some more as¬ 
tringent preparation may be used. 

But I must pass on to consider the diagnosis 
of purulent catarrh of the other accessory sinus. 
In the case of the Ethmoidal cells you get the 
same flow of bright yellow pus, but in typical 
instances the position of the pus is a little 
different. When the disease is confined to the 
anterior ethmoidal cells, the opening of which is 
anterior to that of the antrum, but still in the 
middle meatus, the pus is nearer the anterior end 
of the middle turbinated body. In the antral 
affection it is nearer the middle. This sign alone, 
however, is fallacious, and cannot be depended on 
since the openings of the ethmoidal cells and the 
ostium of the antrum are not invariably situated 
exactly at the same spot, and the pus may spread it¬ 
self over the nose as it escapes. In the case of the 
posterior ethmoidal cells and sphenoidal sinuses the 
pus escapes, when the openings of these spaces are 
normal, into the superior meatus, and should hence 
flow over the middle turbinated body instead of 
from beneath it. Moreover, when coming from 
these cavities it flows posteriorly towards the 
pharynx rather than anteriorly towards the nostrils, 
but here again too much stress must not be 
placed on this sign. Again, in purulent catarrh 
of the ethmoidal cells the escape of pus appears to 
take place when the head is erect, not when it is 
bent forward or tilted to the opposite side, as 
in empyema of the antrum. The other signs 
pointing to purulent ethmoidal catarrh are deep- 
seated orbital pain, protrusion of the eyeball, and 
emphysema of the orbit, but purulent catarrh of 
the ethmoidal sinuses is so rare that it would be 
unprofitable to enter further into the signs and 
diagnosis here. 

The same may be said of purulent catarrh of 
the sphenoidal sinuses and posterior ethmoidal 
cells. In purulent catarrh in these situations, in 
addition to a flow of pus into the naso-pharynx, 
where it may be seen escaping from the region of 
the middle meatus by the rhinoscope, there may 
be deep-seated pain, and, as we should expect, cer¬ 
tain conditions, such as blindness, squint, or ptosis, 
depending upon pressure on the optic nerve, or of 
some of the nerves passing through the sphenoidal 
fissure. Perhaps the affections most likely to be 
mistaken for purulent catarrh of the sphenoidal 
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cells are abscess of the pharyngeal bursa, or cystic 
formations in that situation, but with the finger 
behind the palate the cyst would probably be felt 
or the abscess broken during the examination. 

Purulent Catarrh of the Frontal Cells is also 
rare. As in the like condition of the other 
sinuses there is a flow of bright yellow pus, the 
pus escaping as in antral and anterior ethmoidal 
affections, from beneath the middle turbinal. 
There is frontal headache, with perhaps some pain 
and tenderness on pressure. Percussion is said to 
aid diagnosis, but I cannot say that I have ever 
made much out by it. Should protrusion of the 
anterior or lower walls occur, with consequent 
external swelling or protrusion into the orbit, the 
case becomes, of course, clear. But this is not 
the class of case to which I am referring. I am 
speaking rather of what is known as the “ latent 
form” of purulent catarrh, a form that, up till 
recent times, has attracted little attention. In 
this, as in the similar affection of the antrum, 
the only diagnostic test is the detection of pus. 
This may be done by catheterism, by perforation 
of the floor of the sinuses through the nose, or by 
making an external opening over the situation of 
the sinuses. In some instances a cannula may be 
introduced into the infundibulum leading to these 
cells, and a flow of pus thus obtained. It is said 
that this procedure is facilitated by the removal of 
the anterior and of the middle turbinated body, 
but I have not made use of this method. Jurasz, 
who first attempted catheterism, found it quite 
easy in five cases, in six difficult, and in ten im¬ 
possible. By others it is said that a catheter can 
be introduced in fifty or sixty per cent, of the 
cases in which it is tried. It would appear that 
the fronto-nasal canal has a tendency to become 
dilated and less sensitive in disease of the frontal 
sinuses, and thus that a catheter can be more 
easily passed in such than when the frontal sinuses 
are healthy. Perforation of the floor of the 
sinuses through the nose has been successful in 
some cases, but unless great care is exercised is 
a highly dangerous procedure, as the cribriform 
plate of the ethmoid has been perforated. In 
some cases, moreover, the floor of the sinus has 
been found formed of such hard bone that the 
perforator could not be driven through it without the 
employment of such force as it was thought unjusti¬ 
fiable to use. An external opening, in that it neces¬ 
sitates an ugly scar on the forehead, should not be 
employed save under exceptional circumstances. 


It may be useful to recapitulate the differential 
diagnosis of these affections. The flow of pus in 
antral trouble is nearly always intermittent; in the 
other cases more or less continuous. In antral 
disease and disease of the frontal and anterior 
ethmoidal cells the pus usually flows anteriorly 
from beneath the middle turbinal; in sphenoidal 
and posterior ethmoidal disease usually posteriorly 
or over the middle turbinal. Pain in antral cases, 
if there is any, is in the cheek, or may be elicited 
by pressing over the canine fossa, or by tapping a 
tooth; it is deep seated in the head in sphenoidal 
and posterior ethmoidal trouble; it is in the fore¬ 
head or orbit in frontal and anterior ethmoidal 
mischief. Exophthalmos is most common in eth¬ 
moidal disease, next in sphenoidal; it is rare in 
antral trouble. The escape of pus is promoted 
by depressing the head or by lying on the opposite 
side in the case of the antrum ; the erect position 
is said to favour the flow in the case of the other 
sinuses. The pus may be foetid in all, but when 
the foetor is intermittent it points to antral disease. 
Sudden blindness has only been noticed, I believe, 
when the disease has been in the sphenoid cells. 
Strabismus and ptosis point to sphenoidal mischief. 
As regards frequency the antrum is most often 
affected, next the ethmoidal, then the sphenoidal 
and frontal sinuses. 

With regard to the treatment of these affections 
one may say broadly that the indication is to 
secure free drainage. When we consider, however, 
the proximity of these cavities to the interior of 
the cranium, and bear in mind the fact that some 
of them are merely separated from it by thin 
plates of bone, it need hardly be said that great 
caution is required, and considerable skill is 
necessary in the performance of such delicate and 
dangerous operations, as laying open the ethmoi¬ 
dal and sphenoidal sinuses. In my opinion they 
should not be undertaken till such milder measures 
as spraying and attempts to wash out by the 
natural passages and judicious constitutional treat¬ 
ment have been systematically tried, nor until 
time, which alone will often do so much for the 
cure or alleviation of disease, has been given for 
the morbid process to subside. 

Polypi of the ordinary gelatinous form are of 
course a common cause of partial or complete 
obstruction in the nose. I have already alluded to 
the fact that when irritated they may be mistaken 
for other conditions, and when far back may be 
overlooked if a rhinoscopic examination is not 
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made. I have several patients here with polypi 
in the nose. You are all so familiar with their 
appearance that I need not enter further into the 
question of their diagnosis here. I show you, 
however, the galvano-cautery snare apparatus by 
which I invariably remove them. It has the ad¬ 
vantage of causing no pain and practically no 
haemorrhage, and, I think, recurrences are less 
common after removal in this way than after other 
methods, in that their stalk or base is more 
effectually destroyed. 

I pass over the signs and diagnosis of post-nasal 
growths or adenoid vegetations. This subject has 
of late been written upon ad nauseam, and ) ou are, 

I am sure, all familiar with it. I will devote the 
few minutes I have left to the consideration of the 
septal causes of nasal obstruction. Blood tumours 
and abscesses are readily diagnosed; the former 
are usually unilateral, sudden in their appearance, 
coming on usually immediately after some injury 
to the nose. They are best left alone, the blood 
being, as a rule, readily absorbed, but if they are 
a source of much discomfort an incision to let the 
blood out may be made. An abscess is attended 
with the ordinary inflammatory signs, and should 
be treated as elsewhere by early incision. 

With regard to deviations and spurs of the 
septum, I here show you a child with a disloca¬ 
tion of the anterior end of the nasal septum from 
the nasal spine, and here a patient with a devia¬ 
tion of the septum following a blow on the nose, 
with displacement of the lateral cartilages and 
nasal bones. The way I am accustomed to treat 
these dislocations of the anterior end of the sep¬ 
tum is to dissect up a little flap of mucous 
membrane and then shave off sufficient of the 
protruding cartilage to remove the obstructions. 
The deviations and spurs I treat by shaving or 
sawing off the projecting portion, taking care if pos¬ 
sible not to injure the mucous membrane of the 
opposite side, and thus produce a perforation. If 
the nasal crest of the maxilla leans to one side it 
may be fractured and forced back into the middle 
line with these forceps, and held in situ a few days 
by the introduction of one of these plugs or a por¬ 
tion of stout rubber tube. Along with deflections of 
the septum we frequently have, when the result of 
traumatism, some displacement of the nasal bones 
and lateral cartilages, as in the patient I have just 
shown. These displacements may be corrected by 
means of these powerful forceps, the blades of 
which are made to fit accurately, or nearly accu¬ 


rately, to the nasal bones. With them you can 
employ great force, and correct the deformity even 
in cases where it has been of long standing. 

Lastly, I show you this cap and nasal truss 
which I employ, as in the case of this little patient, 
for holding the bones and cartilages in position after 
rectification. The cap I have found on the whole the 
best method of obtaining a fixed point wherefrom 
to bring pressure to bear on the displaced parts. 

I regret that time will not permit me entering 
on the consideration of the extra-nasal causes of 
obstruction, but I should like you to examine for 
yourselves the patients, specimens, and instru¬ 
ments I have brought here to illustrate our de¬ 
monstration. 
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(Concluded from page 184.^ 

We may have menorrhagias, or irregular dis¬ 
charges of blood, associated with conditions of 
the system generally. For example, we find that 
towards the climacteric period patients often 
enough, before the menstruation finally ceases, 
have for two or three periods excessive flow of 
blood; and we may not, in these cases, be able to 
discover any special local pathological change. 
The climacteric period shows very differently in 
different women. In some there is gradual de¬ 
cline, month by month, in others profuse discharge 
before it quite ceases. 

Then we take note of the influence of climate; 
because women who live habitually in temperate 
climates and are moved to warmer districts are apt 
to have an increase of menstrual flow. It is quite 
a common phenomenon for British women who go 
to India to suffer from undue haemorrhage. In 
such cases you examine to see if there is any local 
condition, but often you find it quite apart from 
any actual disease in the uterus or its appendages. 
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Then, again, malarial conditions tend to increase 
the menstrual flow. Here we are probably on the 
conflnes of changes in the blood. And this leads 
us to note that various conditions that tend to 
modify the character of the blood may give rise to 
a tendency to increased menstruation; so that 
where there is disease of the spleen or other condi¬ 
tions that produce this effect, as in some cases 
of pernicious anaemia, etc., there is apt to be ex¬ 
cessive menstrual discharge. 

Again, menorrhagia may set in in connection 
with some cases of poisoning, lead poisoning, for 
example, and the like. 

It may occur, also, in connection with some 
eruptive fevers. Occasionally in the crisis of an 
attack of scarlet fever, sometimes in the course of 
typhoid fever, and in patients suffering from 
cholera, particularly if they be near a menstrual 
period, the discharge is apt to be excessive. In 
these cases there has been noted actual change in 
the uterus, intense acute inflammatory change in 
the endometrium; but sometimes this excessive 
flow occurs without any traceable local change. 

Then menorrhagia may occur in cases where the 
patient’s system has been reduced through the im¬ 
poverishment of the blood by excessive lactation. 
The same occurs where there is mental depression; 
and, last of all, where there is disturbance of the 
circulation from such a condition as mitral stenosis. 
The obstruction in the central organ causes con¬ 
gestion in the system behind—that is to say, 
in the portal system and the abdominal circu¬ 
lation generally, and the uterus sharing in the 
congestive phenomena there is excessive flow at 
the menstrual periods. 

Some rheumatic patients, apart altogether from 
heart disease, are said to have a tendency to ex¬ 
cessive flow, as also are albuminuric subjects. 

These, therefore, are the conditions that have 
to be kept in view as conditions of the system 
generally that may give a possible explanation in 
cases where local changes are not traceable; but 
in the great proportion of cases where you have 
to deal with a woman who is subject to excessive 
menstrual flow, or in whom haemorrhage is taking 
place irregularly, you find you are obliged to 
have recourse to local examination; and different 
conditions may then be met with. 

The commonest of these is inflammatory change 
in the endometrium itself; and even where neo¬ 
plasms, for instance, may exist as the ultimate 
cause of the menorrhagia, and where removal of 


the neoplasms has to be carried out, very com¬ 
monly you find that the actual increase of the 
blood-flow is due to the associated endometritis. 
It is important then to keep in mind that in the 
great majority of cases the endometrium itself has 
first of all become more vascular, and has then 
very likely increased in its area. The uterus having 
become somewhat enlarged its cavity has become 
expanded, so that the area from which the blood 
escapes has also extended, and this, along with 
the increased vascularity, leads to the increased 
blood-flow. It may occur in acute cases, but in 
the great proportion of cases, where the patient 
has had menorrhagia going on and reducing her 
system, you have to do with chronic endometritis. 
Sometimes it is a simple catarrhal condition of 
softening, thickening, and vascularity; but some¬ 
times, also, there is the production of what some 
have called " haemorrhoidal thickenings” and fun- 
gosities of the mucous membrane in the form 
sometimes of small polypi. This is about the 
commonest condition therefore that gives rise to 
the menorrhagia ; and in some of these cases you 
may also have intercurrent metrorrhagia. When the 
endometrium becomes so very vascular, under slight 
causes, bleeding may take place at irregular times. 

Associated with this, very often we meet with 
uterine displacement, notably with the posterior 
displacements of the uterus. In a patient, in 
whom haemorrhage has set in unduly a week after 
a confinement, you will very commonly find that 
the uterus has got displaced backwards; and if 
this condition persists, the patient almost constantly 
becomes the subject of menorrhagia along with 
her other symptoms. The menorrhagia in this 
case is due, as I have hinted already, to the endo¬ 
metritis that almost constantly becomes associated 
with the displacement. The mere displacement 
of itself does not increase the blood-flow, except 
in this way, that it interferes with the circulation, 
and so keeps up a congestion in the whole organ, 
so causing thickening of the mucosa, and therefore 
the tendency to menorrhagia. Downward dis¬ 
placement of the uterus may cause this tendency 
also, but it is the backward displacements that 
most commonly are present in those cases of 
marked menorrhagia. 

Various neoplasms of the uterus may give rise 
to undue haemorrhage at menstrual, or irregular 
haemorrhage at other times. The commonest of 
the neoplasms in the uterus are the fibroid tumours. 
These, as you know, occupy different positions in 
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the different planes of the uterine wall. They may 
be found underneath the serous covering—the sub- 
serous or subperitoneal fibroids,—they may be 
found in the thickness of the muscular wall— 
the interstitial or intramural fibroids,—or they may 
be found growing towards the cavity of the uterus, — 
the submucous fibroids. Fibroids in any of these 
positions may produce general enlargement of the 
uterus, and may be associated with menorrhagia, 
but the situations in which the fibroid is most 
likely to produce menorrhagia are the interstitial, 
and especially the submucous positions. Especi¬ 
ally, I say, the submucous, as you can easily 
understand, because there the fibroid is closest to 
the seat of the ordinary source of the uterine dis¬ 
charge, so that a fibroid growing towards the 
cavity of the uterus gives proclivity to the menor¬ 
rhagia first, because it enlarges the uterine cavity, 
and so gives a larger area from which the blood 
may escape; and second, because it produces a 
great degree of vascularity and irritation, so that 
again you get increased flow. These submucous 
fibroids sometimes become polypoid, sometimes 
they remain sessile; but, however they may be 
placed, they increase the area of the uterus and 
its vascularity, and so give rise to the discharge. 
But sometimes they give rise to haemorrhages in 
another way. The mucous membrane over the 
fibroid tumour—supposing you have to deal with 
a sessile fibroid, for instance—is thickened and 
vascular, and occasionally ulcerative processes set 
in in the investing mucose. The ulcer may open 
into some vessel that courses over its surface, and 
in this way cause profuse haemorrhage, not only at 
menstrual times but also at intermenstrual periods. 
Now and again, therefore, in cases of fibroids, this 
becomes a source of danger. Vessels of consider¬ 
able calibre may be thus opened, and dangerous 
haemorrhage set up. 

There is yet another source of danger in 
connection with fibroid tumour in this connection. 
The tumour may be projected from the surface of 
the mucous membrane until a pedicle is formed; 
and the tumour having thus become polypoidal 
and pedunculated, the uterus continuing its con¬ 
tractions, the pedicle may be torn through, so that 
the tumour is thrown off. In this process vessels of 
some considerable size may be opened into, so that 
in some of these cases death has been produced 
by haemorrhage from blood-vessels torn through 
during the separation of an intra-uterine polypus. 

Besides fibroids we may get sarcomatous tumours 


growing in the uterus. Sarcoma is most frequently 
an intra-uterine growth, and this, again, gives rise 
to haemorrhage from the irritative enlargement and 
vascularity, which is caused in the mucosa, as well 
as because it is itself vascular—more so than a 
fibroid—and may be the seat of haemorrhage. 

Again, there are the cases of the more malignant 
growths, where we have to do with actual car¬ 
cinomatous degenerations. These 1 may be in the 
cavity of the uterus—intra-uterine cancer—and in 
that case there is constant loss of blood. Es¬ 
pecially is haemorrhage occurring in a woman 
beyond the menopause apt to be associated with 
intra-uterine cancer. At an earlier stage of life 
cancer is more apt to affect the cervix uteri, in 
which case the associated haemonhage is apt to be 
of a very irregular kind, and not by any means 
menorrhagic. It comes on as the result of the 
vascularity of the diseased part of the organ, the 
cervix, which is not the usual seat of the menstrual 
discharge. The haemorrhage occurs simply from 
the ulcerative process breaking into the vessels 
that are sometimes of considerable size. But in 
these cases also we sometimes have menorrhagia, 
because the new growth in the cervix uteri produces 
a certain degree of vascularity of the whole organ, 
and so a tendency to increased menstruation. Be¬ 
sides that, as Bandl and others have noticed, there 
is a tendency to the development of the disease 
in the uterine mucous membrane itself. 

These conditions are all found in the uterus 
itself, and when we make our examination it is 
the uterus itself that is found usually to be most 
to blame. And perhaps in this connection also 
we should keep in view, that a certain proportion 
of the cases that come before us are cases that 
have been associated with abortion. These, how¬ 
ever, are very often also cases of endometritis; but 
now and again you get cases of menorrhagia, 
where there has been an antecedent period of 
amenorrhoea, a couple of months, perhaps, having 
passed before the loss of blood occurred. On 
account of the increased loss of blood when it does 
occur, the patient may suppose that it is only the 
accumulation of two periods that has escaped. It 
may not occur to her to suppose that conception 
has occurred; but on examining her, perhaps, six 
months after, during which time she has continued 
to have an unusual loss of blood, month after 
month you find the uterus enlarged, and on 
scraping the uterus, you may find that some 
fragment of ovum has been left behind in the 
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interior, most likely some lobule of the placenta that 
has remained attached to the interior or some 
portion of the decidua that should have been 
shed. The patient having actually conceived 
there has been an imperfect evacuation of the 
uterus in association with abortion. 

Besides uterine, there are extra-uterine con¬ 
ditions to be considered. Haemorrhage, either at 
the menstrual periods or at irregular times, is very 
often associated, for instance, with an extra-uterine 
gestation. Associated with pain, one of the early 
symptoms that lead the practitioner to suppose he 
has to do with this condition, is loss of blood. 
These patients have very likely an escape of blood 
both through the uterus and into the peritoneal 
cavity. And so also with haematoceles that are 
of other origin, because the internal escapes of 
blood, whether into the peritoneal cavity, or in the 
form of haematoma amongst the cellular tissue, are 
not always necessarily associated with extra-uterine 
gestation; but very likely the patient is suffer¬ 
ing from escape of blood. Besides, there are 
other tubal diseases, such as some cases of chronic 
salpingitis, which are associated with menorrhagia; 
and so also are some cases of disease, or degene¬ 
ration, for displacement of the ovaries. The 
changes in the ovaries are very closely associated 
with changes in the uterus, and apart from any 
thickening or chronic changes in the uterus itself, 
diseases and displacements of the ovaries are very 
apt to produce menstrual disturbance, and es¬ 
pecially disturbance in the way of increase. 

Subinvolution of the uterus, where the uterus 
has not undergone its usual post-artum change, 
is also a cause of menorrhagia in some cases. 
After it has been emptied, the uterus normally 
returns to its usual size and functions; but in 
some cases this has not been attained; and the 
condition that is then established is really that of 
chronic metritis. 

When a patient, therefore, complains of menor¬ 
rhagia, there is a call for investigation into her 
condition generally, so as to recognise whatever 
conditions there may be of her system, her vascular 
system, and so on; but there is also required a 
direct local examination. 

I want you to note that in some cases the 
haemorrhage is so great as to be distinctly dan¬ 
gerous. It becomes associated with sterility, with 
dysmenorrhoea, and suffering of various kinds ; but 
there have even been cases where the patients 
have died of the loss of blood where there has not 


been long enough continuance of it to produce 
the great marasmus that might be fatal. White- 
head and others have recorded cases of death after 
one or two excessive haemorrhages. We therefore 
require to be prepared sometimes in its treatment 
with quite energetic measures; and it becomes 
necessary to have a very accurate impression as to 
the condition of the uterus itself and the means 
that are to be employed to arrest the bleeding. 

The treatment of the menorrhagia sometimes 
requires to be carried out at the time when the 
flooding or bleeding is in progress ; and the cases, 
as I have said, recorded by Whitehead, West, and 
others, make us careful to be ready to apply our 
remedies very promptly and very thoroughly. 

When called to a patient who is the subject of 
this blood loss, the first thing, of course, is to put 
her completely at rest. We must then see to her 
diet and the condition of her bowels. Inattention 
to these conditions might keep up pelvic conges¬ 
tion. The patient is put on light diet, and the 
intestinal canal is cleared out to avoid pressure on 
the pelvic vessels. The food should be easily 
digestible, and especially is it important that the 
diet should be of a non-stimulating character. In 
some cases stimulants may be required where the 
loss of blood is so great as to be threatening to 
give rise to syncope; but, as a rule, alcoholic 
stimulants are contra-indicated in these cases. Of 
the various aperients, the salines are, in this group 
of cases, the most serviceable. 

We then ask ourselves whether there are any 
drugs we can employ that are likely to be useful 
in lessening the amount of the flow of blood; and 
in most of these cases we think of having recourse 
to ergot of rye. The ergot of rye is eminently ser¬ 
viceable in the haemorrhage that is immediately 
associated with parturition; but it has been recog¬ 
nized that in all cases of blood loss from the 
uterus, where you can hope to produce an in¬ 
fluence upon the muscular fibres of that organ, 
ergot is useful. Hence in the great run of cases 
of haemorrhage to which you are called, you think 
of administering ergot in some form. The great 
difficulty with regard to ergot of rye is to procure 
a preparation that is likely to be efficacious. 
According to Kobert coroutine is the effective 
principle; but it has not been provided for us in a 
form sufficiently accessible for ordinary use, so 
that we are still dependent on the use of some of 
the preparations of ergot itself or of ergotin. Of 
the preparations of ergot probably the liquid ex- 
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tract is that which is most easily available, and in 
most cases is effective. In a case of haemorrhage 
you should administer it in a drachm dose to begin 
with, and in half-drachm doses three or four times 
a day kept up during the menstrual flow. If it be 
a case where not only for the time you are to 
make use of ergot to lessen the flow but to get the 
good of it at subsequent menstrual periods, you 
should make the patient begin its use some days 
before the flow is expected, and continue it 
throughout and for some days subsequent to the 
menstrual period. 

Ergotin is provided in different solutions, but, 
if you use it, you should employ it in its most 
effective form, namely, as a hypodermic injection 
consisting of a solution which will enable you to 
inject 3—5, or even 6 grs. of the ergotin. Then 
very likely the immediate effect will be contraction 
of the uterus, and this may be kept up by its ad¬ 
ministration through the mouth. Or the ergotin 
may be administered through the mouth con¬ 
tinuously in one, two, or even three grain doses 
three times a day. Or again ergotin suppositories, 
five grains in each, given night and morning, in 
many cases where its administration by the stomach 
is contra-indicated will lessen the flow. Ergotin 
failing, you may make use of some of the other 
drugs found serviceable in this direction. For 
instance, in cases where the condition is associated 
with heart disease, digitalis and strophanthus are 
serviceable. In some cases Indian hemp is useful, 
ten or twenty drops of the tincture three times a 
day. Sometimes gallic acid or tannin has been 
found serviceable where the ergotin has failed. 
Turpentine, as much of it as a drachm every four 
hours, may be given. Sulphuric acid is sometimes 
prescribed. Hazeline, which you know is em¬ 
ployed in the treatment of piles, I have seen help¬ 
ful, given as the tincture of hamamelis in half¬ 
drachm doses three times a day with ergot, where 
the ergot alone was not having its effect. Again the 
liquid extract of hydrastis canadensis, 15—30 drops, 
three or four times a day, may be administered. 

Let me name another drug that I have seen 
useful in cases where probably there has been 
recourse to these others with unsatisfactory results, 
namely, the oxide of silver. This may be given 
in the form of a pill, made up, for instance, with 
extract of hyoscyamus, half a grain, a grain or two 
grains in each, three or four times a day, checking 
haemorrhage where other drugs have failed. 

That quinine should be serviceable in cases of 


malarial patients you will easily believe; and even 
iron is beneficial in these cases where the patients 
have been the subjects of some deterioration of 
the blood. But the administration of iron should 
in most cases be had recourse to during the interval 
between the periods, and replaced by some of the 
styptic remedies when the flow is due. 

Then when your drugs have been used, perhaps 
along with them, you must sometimes have re¬ 
course to local applications. The hot vaginal 
douche, for instance, may be employed. Douch¬ 
ing the vagina with a stream of hot water at a 
temperature of from 110-120° continued for a 
quarter of an hour or twenty minutes produces 
powerful contractions of the uterus, and so tends 
to lessen the haemorrhage. Some have made use 
of the cold hip bath, and even applied an icebag 
to the spinal column, but the hot douche is more 
serviceable. 

There are cases, again, where you require to 
have recourse to more direct mechanical measures, 
and you may then have to plug the vagina. 
When it is necessary to employ a tampon to the 
vaginal cavity, the best material for plugging the 
vagina is iodoform gauje. You will do well in 
some of those cases where you plug the vagina 
to carry the gauze right into the cervix uteri. 

These are measures that you require to employ 
in order to arrest the haemorrhage in cases where it 
is in progress; but this is, so far, simply palliative 
treatment. Immediately the risk is over, you 
require to consider more carefully what is to be 
done to relieve the patient’s condition, to remove 
the disease that gave rise to the menorrhagia, and 
that, unless relieved, will cause a recurrence of it at 
her next period, or perhaps set up haemorrhage 
between times. You must have recourse, there¬ 
fore, to the full consideration of her general 
condition. Measures have to be used to improve 
her general health. And especially in the interval 
must you consider the condition of the uterus 
itself. And now you may require to have recourse 
to the direct exploration of the uterine cavity. I 
have mentioned already that in a great proportion 
of cases—and this I explained at some length with 
regard to even the fibroid tumours—how apart 
from the growth itself the change that has taken 
place in the endometrium is very likely the 
immediate cause of the menorrhagia, so that in a 
great many cases the treatment of the menorrhagia 
resolves itself into the treatment of endometritis. 
Now this may imply, as I have said, general 
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treatment of the system, and perhaps even the 
general treatment of endometritis, in the way 
of continuous douching of the vagina, counter- 
irritants, the use of the various mineral waters 
that are serviceable in relieving local congestions 
and chronic inflammatory changes in the pelvic 
organs, and the use of baths like those of Carlsbad, 
Nauheim, Ems, etc.; but it also implies very 
commonly some direct treatment to the cavity of 
the uterus. This will very likely mean that you 
will have to dilate the cervical canal. First of all, 
you will have to explore it with the sound, 
perhaps with the curette; but very likely you will 
have to dilate the cervix uteri; and having done 
so, either with the finger or with the curette, you 
are able to get at the cavity of the uterus, and so 
remove some of the redundant structure, get 
scrapings of the uterine mucous membrane, 
perhaps entirely clear it away. 

Let me ask you, however, in all these cases 
where you have recourse to any exploration of the 
cavity of the uterus, to be always prepared to 
wash it out at the same time with corrosive 
sublimate solution, or with boracic or carbolic 
acid solution, so that you are quite sure that 
there is no infection of the uterus with septic 
material and exposing the patient to the danger 
of a septic inflammation. You clear out the 
uterine cavity, and wash it out with your anti¬ 
septic lotion; and, having done this, very likely 
you will require to make an application to the 
interior of the uterus, sometimes of iodine, some¬ 
times of strong carbolic acid, or, better still, of a 
combination of these in the form of what is called 
iodized phenol, a strong tincture of iodine 
saturated with carbolic acid. This applied to the 
cavity of the uterus acts as a complete disin¬ 
fectant, an escharotic and alterative, and, at the 
same time, a sedative, for the patient usually 
does not suffer afterwards. When you have done 
this you should also introduce a pledget of 
iodoform gauze into the cavity of the uterus. 
That will serve to thoroughly drain it and keep 
the cervical canal open until the uterus empties 
itself. Then, in some cases, you find that the 
uterus has secured itself a new mucous membrane 
that grows up in a healthier condition, and the 
patient is relieved of her tendency to menorrhagia. 

It is right to state that in some of these cases 
you can get quite distinctly beneficial results 
from the application of an electric current to the 
cavity of the uterus. This has been clearly 


proved in the discussion and experimentation that 
have taken place since Apostoli insisted on the 
value of the electric current in the treatment of 
fibroid tumours of the uterus. The application of 
the positive pole to the interior of the uterus in 
such cases has had a quite distinct effect in 
lessening the haemorrhages; and what has taken 
place in those cases has been found serviceable 
in other forms of menorrhagia. 

You must also bear in mind that there are 
some cases where even this may not be enough, 
and where recourse may be necessary to greater 
operations for the removal of the tumours, and 
sometimes the removal of the uterus itself or its 
appendages. 


REVIEW. 


Pavy. Physiology of the Carbohydrates . (J. 

& A. Churchill, 1894.) 

As a scientific work dealing with some abstruse 
points in physiological chemistry, and the fate of 
food stuffs in the body, this book cannot fail to 
be most widely read and carefully studied by 
future investigators. It will be particularly valu¬ 
able from the very great detail with which all 
experiments are described. On the clinical side 
of our profession, the last chapter is that which is 
of most value to practitioners, as in it Dr. Pavy puts 
forward some excellent hints on the treatment of 
diabetes derived from his enormous experience, 
guided by his laboratory investigations. On the 
subject of strict dieting in that disease on p. 230, 
et seq ., the views expressed may be summed up as 
follows:—(1) diet should be as strict as the ap¬ 
petite can possibly allow, (2) each case must be 
dieted on its own merits and not by strict rule, 
(3) if dieting is in any particular case the ap¬ 
propriate treatment, a gain of weight and improved 
health will be noticed, (4) a loss of weight may 
then ensue, even though the urine is and remains 
free from sugar this must not be taken as a bad 
sign but as an indication that a little carbohydrate 
food may be taken (the urine being carefully 
watched meanwhile), (5) if sugar does not now 
appear in the urine, an ordinary diet may be care¬ 
fully and gradually approached, (6) if the above 
loss of weight does not occur, this is in itself a 
bad sign and indicates that the power of dealing 
with carbohydrate food is not being properly 
restored. To those interested in and studying the 
chemical changes going on in the animal labora¬ 
tory, we can most cordially recommend this work, 
which, however startling and unorthodox in its 
conclusions, is at any rate, based on prolonged, 
careful, and laborious experimental research. 
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Hard and fast rules of diagnosis cannot be 
framed for affections so liable to vary as those 
under consideration. Each case differs more or 
less from others belonging to the same group. 
Individual peculiarities are specially noticeable in 
cases of subphrenic pneumothorax, in connection 
with the varying site of the perforation, quantity of 
extravasated fluids and gases, amount of suppura¬ 
tion, situation and extent of adhesions, date of the 
lesion, etc. Still, the element of chance does not 
predominate absolutely to the exclusion of other 
factors open to investigation; and even within this 
less uniform group there is enough general agree¬ 
ment to enable us to trace a few broad distinctions 
between it and the other groups. It is to the 
determination of these broad principles, capable 
of guiding our physical examination and of helping 
us to establish a diagnosis, that we shall now turn 
our attention. 

The subject cannot be dealt with without sub¬ 
division. We must consider in succession the 
cases occurring on the right side, and the more 
comprehensive and larger set of left-sided cases, 
which are much more common owing to the 
frequency of gastric perforation as a cause for 
subphrenic pneumothorax. 

I. Right Pneumothorax and Subphrenic 
Pneumothorax. Physical Signs of 
Gaseous Collections above and be¬ 
neath the Diaphragm. 

A . The Liver. —In true pneumothorax: i. The 
liver is always more or less depressed. In extreme 
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cases it is entirely protruded below the costal arch; 
and the lower hepatic border or the entire anterior 
surface is capable of being felt through the ab¬ 
dominal wall. The shape and size of the liver can 
readily be made out by palpation and by per¬ 
cussion. 2. When fully protruded, its displacement 
is characteristic. The horizpntal axis of the organ 
is changed to an oblique one, the right extremity 
being pushed downwards and towards the umbili¬ 
cus by the depressed right wing of the diaphragm, 
and the left extremity tending to rise into the left 
hypochondrium (see fig. i). 

In subphrenic pneumothorax: i. The liver may 
be simply removed from immediate contact with 
the diaphragm and anterior thoracic wall by a thin 
layer of gas, sufficient to convert the hepatic 
dulness into a tympanitic resonance. 2. When, 
however, the accumulation of extravasated fluid 
and gas, or the gaseous abscess acquire consider¬ 
able size, the liver is greatly depressed, in some 
cases as much as in true pneumothorax; but the 


long axis of the organ does not show the same 
degree of obliquity, the mechanism of the dis¬ 
placement being different. Nevertheless, if the 
raised right wing of the diaphragm should descend 
during a strong inspiratory effort, it may impart to 
the liver a slanting movement, closely analogous 
to the displacement which has been described. 

B . The position of the diaphragm. —It may 
be gathered from the diagrams 1 and 2, that the 
diaphragm is displaced in both conditions, but in 
opposite directions: the right wing being raised in 
the subphrenic variety, and much depressed in 
the other. The great distance which separates 
the two positions respectively assumed in extreme 
cases would alone suffice to establish a diagnosis, 
were it possible to demonstrate the existing level 
of the diaphragm from direct observation. This 
direct determination cannot be made owing to the 
uniformly tympanitic percussion note yielded by 
the hypochondrium. We possess, however, an in¬ 
direct method, based on cardiac percussion. We 
shall see that the position of the heart is influenced 
in a definite manner by each kind of unilateral 
displacement of the diaphragm. 

C. The Heart. —In truepneumothorax: i.The 
heart moves perceptibly towards the left, and the 
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apex beat travels beyond the left nipple line. 
2. The heart is also displaced downwards, but not 
uniformly so. The maximum depression occurs 
at the right lower border, this portion of the floor 
of the pericardium being dragged down with the 
prolapsed right wing of the diaphragm, and with 
the liver. It results that a direct cardiac impulse 
can be obtained to the right or to the left of the 
xiphoid appendix, as shown in the diagram. 3. 
We are able to trace by percussion, behind the 
sternum or even to the left of it, the right border 
of dulness of the displaced heart. 4. The surface 



Fig. 1. Diagram of Right Pneumothorax. 

Sternal fold of right pleura bulging towards the left; right 
wing of diaphragm extroverted; heart wholly in the left 
chest, its right lower comer lowered into epigastrium, 
where the cardiac area forms an acute angle; oblique 
displacement of liver downwards and towards the um¬ 
bilicus U. 

normally occupied by the absolute cardiac dul¬ 
ness maintains its dull percussion note, which is 
favoured by the persisting apposition between the 
heart and the left lobe of the liver. These condi¬ 
tions are illustrated in the diagram, which also 
shows the peculiar shape assumed by the cardiac 
dulness. 5. Owing to the encroachment, behind 
the sternum, of the boundary of the right pleura, 
and to the depression of the right wing of the 
diaphragm, the cardiac area tends to form an 
acute angle , having its apex in the infra-sternal 


notch, where a direct cardiac impulse can be felt. 
From this low level the inferior boundary of the 
heart rises towards the apex beat. 

In subphrenic pneumothorax the relations are 
equally characteristic. 1. The right boundary of 
the heart is not modified; although, as will pre¬ 
sently be explained, the cardiac dulness may not 
be traceable by percussion to the right of the 
sternum. 2. Instead of being depressed, the right 
lower extremity of the heart is raised. This is due 



Diagram of Right Subphrenic Pneumothorax. 


Pleural fold not displaced towards left; right wing of dia¬ 
phragm much raised, and with it the right side of the 
heart, but not much displacement of apex to left; liver 
depressed, without much obliquity. 

N.B.—The tympanitic area (enclosed within the line of 
dots) includes part of the heart and the greater part of, or 
the whole, liver. 


to the rise of the right wing of the diaphragm. 3. 
This portion of the cardiac area thus assumes the 
outline of an obtuse angle y the apex of which is 
high above the infra-sternal notch; and the in¬ 
ferior cardiac boundary tends, in uncomplicated 
cases, to slope downwards towards the apex-beat. 
4. The apex-beat is not noticeably displaced 
towards the left, and there is no direct epigastric 
cardiac impulse. 5. Lastly, in its upper part, the 
right boundary of cardiac dulness is not, as in true 
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pneumothorax, encroached upon by any abnormal 
resonance. 

The precision of these results of percussion is 
apt, however, to be slightly obscured. A tym¬ 
panitic note may be communicated from the sub- 
phrenic gas to the portion of the heart which it 
underlies. Usually the gaseous accumulation is 
partitioned off from the left subphrenic region by 
the falciform ligament. This membrane, although 
attached to the under surface of the diaphragm a 
little to the right, may be bulged as far as the 
middle line; and in this way tympanitic resonance 
may take the place of the lower right cardiac dul- 
ness. Further observations are needed in connec¬ 
tion with this disturbing element. It would seem, 
however, that the encroachment of the tympanitic 
note over the cardiac area is of much less extent 
in right than in left subphrenic pneumothorax. 
For this difference the following explanations are 
suggested: (a) Only one-third of the area of the 
pericardial floor is situated to the right of the 
falciform attachment; moreover, this smaller sec¬ 
tion extends backwards rather than forwards; 
again (< b ), the fluid contents and thin walls of the 
auricle, to which this surface corresponds, are 
worse conductors than the solid walls of the left 
ventricle. 

In true pneumothorax the difficulty in question 
hardly arises. The gaseous accumulation is not 
situated beneath the heart, but laterally . With its 
lower surface the heart is in contact with the left 
lobe of the liver, from which it can only derive 
additional dulness. 

II. The Diagnosis in Left-sided Cases. 

Left Pneumothorax and Subphrenic 
Pneumothorax. 

On the left side we again have to deal with the 
two varieties of pneumothorax, and we shall 
discuss these first. But the diagnosis is com¬ 
plicated by a third possibility, that of extreme 
gaseous distension of the stomach, which will 
claim to be considered separately. 

A . The Liver.— Hepatic palpation and percus¬ 
sion furnish some assistance towards a diagnosis, 
though of a much less decisive kind than on the 
right side. 

In true pneumothorax the left lobe is deflected 
by the descent of the left wing of the diaphragm, 
downwards and towards the right. It can be 
felt and percussed below the sternal angle. The 


right lobe is not, or only slightly depressed, so as 
to be just perceptible below the costal margin (see 
fig. 3 )- 

In subphrenic pneumothorax the left lobe is 
usually beyond the reach of touch and of 
pleximeter. This portion of the hepatic dulness 
is replaced by a uniformly tympanitic note. As 
shown by the autopsies of fatal cases, the gaseous 
and purulent collection is confined between the 
upper surface of the left lobe, which it more or less 
depresses, and the left wing of the diaphragm, 
which it pushes up. The falciform ligament is 



Fig. 3. Diagram of Left Pneumothorax. 

The sternal fold of pleura bulging towards right; the left 
wing of diaphragm extroverted, with protrusion of spleen, 
of stomach (V), and of left lobe of liver; the heart dis¬ 
placed into the right chest, its left extremity lowered into 
the epigastrium. 


another constant boundary; whilst the anterior 
abdominal wall and the surfaces of the stomach and 
of the spleen take a varying share in the formation 
of the cavity. To the right of the falciform liga¬ 
ment, the relations of the liver are usually normal; 
and the normal hepatic dulness should be therefore 
obtainable over the right lobe, beyond the chon- 
dro-xiphoid angle (see fig. 4). On this point, 
however, the published records are not explicit: 
and further observations must determine whether 
tympanitic resonance may not be conducted, 
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beyond the limit mentioned, along the solid sub¬ 
stance of the liver. 

B. The Spleen : In pneumothorax the spleen 
is lowered and may be protruded, at least.in part, 
below the costal arch. In the usual form of sub- 
phrenic pneumothorax it can neither be felt, nor 
traced by percussion. 

C. Cardiac Percussion is capable of yielding 
more conclusive information than can be derived 
from percussion of the liver. 

In true pneumothorax, the area of normal cardiac 
dulness becomes tympanitic, and the migration of 
the heart into the right half of the thorax can be 
recognized by percussion in spite of the inflated 
state of the right lung: and it is further demon¬ 
strated by auscultation of the heart-sounds and by 
palpation of the cardiac impulse. The direct 
heart-beat felt in the epigastrium above the 
depressed left lobe of the liver, although not in all 
cases due to the apex proper, is sufficient proof 
that the floor of the pericardium is much lowered; 
and this alone is enough to negative the possibility 
of a subphrenic collection of gas. 

In subphrenic pneumothorax there is but little 
tendency to lateral displacement of the heart into 
the right chest, already fully occupied by the 
distended lung. On the contrary, the apex 
inclines leftwards, and can usually be felt, unless 
masked by a rib. This slight displacement of the 
apex is not so much the outcome of lateral pressure 
as of the more horizontal posture into which the 
heart is lifted. 

Here again, therefore, the tangible raising of the 
heart’s level is the crucial test of the subphrenic 
localization of the gaseous collection. 

Percussion confirms, to a certain extent, the data 
of palpation; but in most cases the cardiac area 
cannot be mapped out completely as a dull one. 
The disturbing element of conveyed tympanitic 
resonance, to which brief reference has already 
been made, assumes here remarkable development. 
The entire lower cardiac area, indeed the region 
of absolute cardiac dulness itself, is converted into 
a tympanitic area continuous with that of the 
gaseous collection. 

The Tympanitic Heart Note: its Extent, 
and its Mode of Production. 

The occurrence of this curious transformation 
of the cardiac dulness had been recorded in 
subphrenic pneumothorax before it attracted my 
notice. The valuable paper'of Drs. Penrose and 


Lee Dickinson, in vol. xxvi. of the “Clinical 
Society’s Transactions,” contains a diagram of the 
condition found in one of their cases; and in this 
the tympanitic area was unusually extensive. 
From subsequent observations, I am inclined to 
regard this area as variable. In one respect gases 
seem to agree, viz.: as to its extension over the 
normal area of absolute cardiac dulness. This cir? 
cumstancer is a strong argument in favour of the 
conduction of the tympanitic note by the heart s 
substance , which would thus play the part of a 
pleximeter , and against the view that the sternum 
is the conductor. 



Diagram of Left Subphrenic Pneumothorax. 


Left wing of diaphragm and heart raised from the left lobe 
of liver, which is depressed. The tympanitic area (dotted 
outline) extends to back and encroaches largely upon the 
cardiac area; its right boundary approximates to the line 
of the falciform ligament (above arrow F); its lower 
boundary, V, varies. Traube’s area lost. 


Time does not permit a full discussion of the 
mechanism of the change in question. I can only 
give it as an opinion based upon clinical and postr 
mortem observations (i) that the tympanitic heart 
note is not entirely due to elevation of the floor of 
the pericardium; (2)that it is not due to pneumo<c 
pericardium; (3) that it is not due to anterior nor 
to posterior mediastinal emphysema; (4) the sug-t 
gestion which I owe to Dr. Cyril Ogle that the 
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tympanitic note might be conveyed from the left 
bronchus, owing to its more intimate contact with 
a raised heart, is not borne out by the low position 
of the tympanitic area, nor by the percussion of 
cases of extreme ascites or of abdominal tumour, 
which sometimes raise the heart in much higher 
degree, without giving rise to this peculiarity. 

Much more probably the note is conducted by 
the ventricular substance from the gas which 
underlies the heart, and which, as will be presently 
explained, is also apt to approach the heart from 
behind; and that limits to its extension are mainly 
given by the intercepting effect of the pulmonary 
fringes, the position of which varies with each case. 

III. Left Subphrenic Pneumothorax and 
Gaseous Distension of the Stomach. 

The clinical history rarely leaves us in doubt 
as to which of these two conditions we may have 
to deal with; but their differential diagnosis by 
physical signs alone is not always easy. In both 
instances the pent up gases raise the left wing of 
the diaphragm, and may impart a tympanitic note 
to the heart and to the liver; and a bell-note is 
also obtainable in both. Still, their anatomical 
conditions are far from identical. 

A. The Liver : In subphrenic pneumothorax , 
as previously stated, the gas almost invariably 
collects above the left lobe of the liver, which it 
tends to depress, and does not gain, usually, access, 
beyond the falciform ligament, to the right sub¬ 
phrenic space (see fig. 4). 

In gastric inflation the left lobe of the liver is 
not depressed, but raised, remaining in contact 
with the diaphragm, which, together with the 
heart, may be greatly pushed up. Whether the 
right lobe is likewise elevated or not, will depend 
upon the degree of inflation of the stomach and 
of the abdomen as a whole. Usually the gastric 
distension tends to be limited to the left side, 
extension to the right being more or less checked 
by the structures at the transverse fissure, by the 
round ligament, and by the vascular and other 
relations of the stomach itself. 

A raised position of the left lobe, if it could be 
demonstrated by percussion, would be presumptive 
evidence in favour of simple gastric distension. 
But unless it should be of unusual size, the left 
lobe eludes our percussion : it becomes tympanitic, 
and with it part of the heart also. Diagnosis by 
unaided percussion is rendered still more doubt- 
ful, as the abrupt boundary between this hepatic 


resonance and the dulness of the right lobe may 
almost coincide, as in subphrenic pneumothorax, 
with the line of the falciform ligament. 



Diagram of Results of Gastric Distension. 


Left wing of diaphragm, left lobe of liver and heart, raised. 
Large tympanitic area encroaching upon cardiac dulness 
(dotted outline), but not extending to back; the right 
boundary may coincide with the line of the falciform 
ligament F. Traube’s area cannot be defined. 

B. The Heart. —Cardiac percussion also fails 
to furnish the elements of a strict diagnosis. (1) 
The apex may be felt in its more or less raised 
position; but there is nothing distinctive in its 
upward displacement nor in its relation to the 
nipple-line, as compared with those observed in 
subphrenic pneumothorax. (2) Moreover, a con¬ 
ducted tympanitic note is apt to extend also in 
cases of gastric distension, over the area of ab¬ 
solute cardiac dulness, and to a varying height 
behind the sternum. This sign cannot therefore be 
regarded as conclusive evidence of a subphrenic 
pneumothorax. 

C. The Percussion of the Base of the 
Thorax. — Anteriorly . Traube’s semicircular area, 
which is our usual means of identifying gastric 
resonance, is also lost to us as a guide. Its right 
boundary disappears, owing to the tympanitic re¬ 
sonance of the heart; and its left boundary recedes 

far beyond its normal situation. Nevertheless, a 
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distinction, which is indicated in the diagrams, been made during life, but operation could not be 
may be made out in ordinary cases. The gastric carried out owing to the patient’s rapid collapse, 
tympanitis has a definite outline towards the left, The anterior thoracic tracing was taken during life, 
that of the fundus itself, and this outline is convex; and again after death, the two outlines closely 
the other tympanitis has no definite boundary, but agreeing. 

extends far into the axillary base and even to the In the three last cases (this being one of them) 
back. which I have had an opportunity of examining, 

Posteriorly . A tympanitic note elicited at the a zone of tympanitic resonance extended across 
base of the thorax is sometimes traceable to an the back between the twelfth rib and the base 
inflated stomach; this, however, is not the rule, of the left lung. This is just the outline of 
It is taught that during distension the stomach is resonance which might be given by gas free to 


\ 



Fig. 6. Tracing (reduced to one-sixth) from the Anterior and Left Posterior Chest, in 
A CASE OF RECENT GASTRIC PERFORATION. 

Epistemal notch, nipples, costal arch, umbilicus and spine (Sp), also traced from nature. The interrupted line 
without dots gives the cardiac area and the anterior tympanitic area as observed during life. The outline with 
dots b that of the percussion after death, showing the posterior basic zone of tympanitic resonance. 

tilted forward by the action of the gastrophrenic collect under the posterior arch of the diaphragm, 
ligament, and this agrees with clinical experience. | or to rise into this situation whilst the patient was 
Gastric resonance at the back is therefore incon- | lying on the sound side or held in a sitting 
stant in its occurrence, and it is ill defined in 1 posture; and which would not result from gas 
outline. contained within the stomach. 

The belt of tympanitic resonance at the posterior (In right subphrenic pneumothorax similar 
thoracic base in subphrenic pneumothorax .—When conditions would probably obtain. I have not 
it can be obtained, the posterior tympanitic note had an opportunity of testing this point. But Dr. 
due to subphrenic pneumothorax is characteristic Sidney Coupland * gives, in connection with an 
both in its extent and in its shape. It is dis- interesting case of “ Right Subphrenic Abscess, 
played in the annexed tracing taken in the post- ! 
mortem room from a case in which diagnosis had j 


• “ Brit. Med. Journal,” 1889, i. p. 636. 
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simulating Pneumothorax/’ a diagram of an ex¬ 
tensive tympanitic area at the right thoracic base.) 

In two of the three instances mentioned above 
the observation was made early, before the onset 
of suppuration; the amount of fluid extravasated 
being moderate. With considerable accumulation 
of fluid it could only have been obtained when 
favoured by posture. 

As a means of identifying extravasated gas this 
sign will probably be found more reliable than 
either the hippocratic succussion or the bell-note; 
unfortunately, some of its practical usefulness is 
lost, because, in many cases, any change of 
position from the dorsal decubitus is contra¬ 
indicated. 

In conclusion, the purely physical diagnosis 
between the two affections is difficult, and needs 
to be supplemented from other sources. 

The Stomach-Pump .—Whenever it can be em¬ 
ployed, the stomach-pump affords almost con¬ 
clusive evidence. Here again anxiety for the 
patient’s safety and comfort is apt to curtail our 
opportunity for diagnosis, and, therefore, for safe 
treatment. As regards the use of the soft stomach 
tube, our scruples might be pushed too far. Its 
careful introduction could only do good if the 
stomach should happen to be simply inflated; in 
cases of perforation the mischief is already done, 
and if it should accidentally be made a trifle worse, 
this complication would be immediately remedied 
by the operation which it is our great object not 
to delay. 

NOTE. 

THE TYMPANITIC HEART AND THE 
POSTERIOR BASIC TYMPANITIC ZONE. 

The access of gas to the posterior subphrenic space 
poeBesses also theoretical interest in so far as it helps ns 
to explain the extraordinary resonance assumed by the 
heart. In these circumstances the conduction of sonorous 
vibrations through the heart's substance, would take place 
not only from below, but to a slight extent also antero- 
poeteriorly. Cardiac percussion would then be equiva¬ 
lent to the percussion of a tympanitic space straight 
through a good conductor. 

ABDOMINAL RESPIRATION IN SUB- 
PHRENIC PNEUMOTHORAX. 

Contrary to what we might expect, abdominal respira¬ 
tion is not suppressed in all cases of the affection—at any 
rate, not in all its stages. On the right side its per* 
sistence might supply us with a ready means, if any were 
needed, of at once distinguishing fully developed pneu¬ 
mothorax from the abdominal variety. In true pneumo¬ 
thorax the extroverted diaphragm is paralyzed; its only 
possible movement is a rise during inspiration. Thus the 


liver would remain motionless during inspiration, or rise 
very slightly, instead of descending. Any case present¬ 
ing a marked inspiratory descent of the liver must be of 
the subphrenic variety. In a case of this sort under the 
care of Dr. Isambard Owen, which I had the advantage 
of seeing in consultation with him and with my other 
colleagues, and which was subsequently reported by Dr. 
Lee Dickinson,* the respiratory movements of the liver 
happened to be at the time of my examination extremely 
active, and the visible excursion of its lower edge down¬ 
wards and towards the left with each inspiration made it 
obvious that abdominal respiration was much more active 
on the diseased side than on the sound side. This cir¬ 
cumstance was in itself a proof that the pneumothorax 
was of the subphrenic variety, and that the right wing, 
being considerably raised, was able to contract down¬ 
wards at a much greater mechanical advantage than the 
left wing, which was maintained at a lower level by the 
vicarious increase in size of the left lung. 


A CLINICAL LECTURE 

ON 

STRICTURE OF THE URETHRA. 

Delivered at St. Thomas's Hospital, March 14, 1894, by 

SIR WILLIAM MAO OORMAO, 
M.A., D.Sc., F.R.O.S., 

Consulting Surgeon to, and Emeritus Lecturer on Clinical 
Surgery at, St. Thomas's Hospital. 


Gentlemen, —As on former occasions, I wish 
to-day to take up a subject of common, every-day 
interest; and in speaking of stricture of the urethra 
one may perhaps first call your attention to some 
points in the anatomy of this tube. 

The urethra is commonly said to be about eight 
inches long; but the best anatomical example of 
its true length is that afforded by that famous 
section of Braune, who froze a lifeguardsman, and 
found in this six-foot man that the urethra was six 
inches in length. Recently I have had a number 
of measurements taken. According to these the 
average length of the unstretched adult urethra 
was found to be 6f inches. While when the penis 
was stretched to a moderate degree the average 
measurement became increased to 8^ inches. Of 
course, the extensile penis can be drawn out an 
inch or more, but the usual normal length is pro¬ 
bably not much over six inches. It varies, no 
doubt, in individuals, and so also does the calibre 


• “Brit. Med. Journal,” February 3, 1894, p. 233. My 
thanks are due to Dr. Owen and to Dr. Lee Dickinson for 
their kindly permitting this reference. 
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of the urethra; and in considering stricture, its There are other points in connection with the 
normal circumference or diameter is an important anatomy of the tube, not so closely connected with 

matter to determine. It varies in size at different this subject of stricture, but to these I shall not 

places, the meatus being the narrowest part of it; draw your attention now. 

and this is supposed to have a relation to the size Stricture of the urethra, like that of any other 

of the rest of the tube, which it certainly has not. tube, is an abnormal diminution in its calibre at 

The spongy portion of the urethra, the penile por- some portion of its length, sometimes involving a 

tion, is of, we may say, average diameter, and it is very limited part of the tube and sometimes a 

a less extensile, less dilatable portion of the tube larger part of it, placed sometimes only in one 

than some other parts. The membranous is one position, and sometimes found in more than one. 

of the narrower portions of the urethra, and also The number of strictures at different places in the 

one of the weakest—an important matter in con- tube does not seem to be limited. Instances are 

nection with injury to which this portion is exposed given of very numerous ones, but the bulk of the 

by reason of any blow upon the perineum. The cases consist of persons who have stricture in one 

prostatic urethra, again, is a large and dilatable or two places only. This condition of stricture, 
portion of the tube. then, is a diminution of the natural calibre of the 

As the size of individuals varies, so the bulk of urethra; and it is in nearly every instance the 

the penis varies, and this seems to have a certain result of one particular pathological cause. It is 

relation to the diameter of the urethra. A penis the result of a chronic inflammatory condition 

which in the flaccid condition would be three affecting the mucous membrane, the submucous 

inches in circumference, that is an inch in dia- tissue, and in some instances, also the subjacent 

meter, would probably have a urethra whose muscular tissue. Undoubtedly the most common 

average diameter would, roughly speaking, be cause of this chronic inflammatory change is the 

about a third of an inch. But the tube certainly incidence at some previous time of an attack of 

varies considerably in length and diameter, not gonorrhoea. Stricture does not, of course, follow 

only in individuals but in races. This is pro- every case of gonorrhoea; but it is not unlikely to 

bably the nearest guide one can give as to what follow attacks of gonorrhoea which are severe, 

ought to be its normal size; and, of course, in prolonged in their duration, repeated, perhaps, 

determining in any given instance whether there several times, or which have been injudiciously 

is constriction of the urethra, there ought to be treated by the use of strong injections, 

some way of determining, as nearly as possible, In your books you will see a classification of 


what the normal size of the tube ought to be in 
each particular case; otherwise you may fall into 
the error that is said to occur in the practice of 
some surgeons of discovering stricture in cases 
where no stricture exists. 

I would repeat again what, I think, I have said to* 
you before in speaking of the urethra and bladder, 
that you ought to keep in mind the proper or true 
shape and direction of this tube. First, there is 
the prostatic urethra which is almost vertical in the 
erect position of the body; then there is a sub- 
pubic curve; and then, again, another curve in 
the penile portion of the tube which terminates 
in the meatus. In introducing a catheter you 
should be aware of the direction of the prostatic 
portion of it, which is comparatively fixed, of the 
horizontal or nearly horizontal direction of the 
membranous portion, which is also fixed, being 
anchored at its ends by the upper and lower layers 
of the triangular ligament; and then you have the 
penile portion, and its variable position. 


strictures into a variety of kinds — spasmodic, 
inflammatory, irritable, resilient, and so forth; but 
for my part, I think I need only ask you to 
recognize one kind of stricture, namely, the so- 
called organic stricture, which is dependent on an 
essential change, the change I have mentioned in 
the mucous membrane, the submucous tissue, and 
possibly even in the muscular tissue, causing 
contraction by reason of the cicatricial changes 
and the development into fibrous tissue which the 
inflammatory material poured out undergoes, and 
that contraction involving the lumen of the tube. 

There is only one form of stricture so far as I 
know, and that is organic stricture produced in 
this way. Of course, in addition to the contraction 
which cicatricial inflammatory material always 
undergoes, there may be superadded a certain 
amount of inflammation, and you may then call 
the stricture an inflammatory one if you like; or 
there may be a certain amount of spasm, the 


urethral tube being surrounded at all parts of its 
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length by muscular tissue, and that you may call a | will result in subsequent contraction ; or it may 
spasmodic stricture; but that there is anything in be severe enough to rupture a portion of the cir- 
the sense of a real stricture solely inflammatory or cumference of the tube, or its entire circumference; 
solely spasmodic I am not disposed to believe. Of but in any case, the damage done is followed by 
course, in an inflamed urethral tube the subject of | inflammatory changes and by the production of 
gonorrhoea, you have the products of inflammation i cicatricial material not essentially differing in any 
poured out in the submucous tissue, and you have 1 way from the product of the chronic inflammation 
a certain amount of swelling involving two or three j we have already spoken of, but unfortunately 
inches of the tube ; but I should not call that a different in this respect that a more dense cica- 
stricture. I do not think it is one in the true tricial material is formed, and the kind of stricture 



Section showing the relations of the Upper Portion of thf. Male Urethra, after Braune. 


A. Prostate, Anterior Wall. 

B. ,, Middle Lobe with Sinus Pocularis. 

c. „ Posterior Wall behind and below Sinus 

Pocularis. 

D. Bladder. 
e. Symphysis. 

F. Subpubic Ligament with Dorsal Vein of Penis. 

G. Crus Penis. 


h. Urethra. 

l. Bulb with Bulbo-cavernosus. 

J. J. Deep Transversus Perinsei investing Membranous 
Urethra. 
k. Rectum. 

L. Internal Sphincter. 

m. External Sphincter. 


pathological sense any more than a quinsy is a 
stricture of the fauces; therefore, I shall not ask 
you to trouble yourselves about any other kind of 
stricture than that of which I have spoken. 

We have one other cause of stricture, namely, 
injury, which produces a very bad and distressing 
form of the condition. A blow on the perineum 
may, in some cases, produce a contusion of the 
urethra followed by inflammatory changes around 
the tube, and in the mucous membrane, which 


the result of injury is much more severe and in¬ 
tractable. 

I need say no more on this subject than to 
repeat that these inflammatory changes may involve 
a larger or lesser length of the urethra ; that they 
may involve it at one or more points, and in that 
way there are different forms of stricture; and on the 
manner in which the urethra is involved has been 
founded a classification into the so-called linear or 
bridle forms of stricture, the annular stricture, and 
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the so-called tortuous stricture, in which a longer 
portion of the urethra is involved, an inch or even 
more, and by reason of the uneven invasion of 
the urethral wall at different points the tube 
becomes twisted and a tortuous form is assumed. 

With regard to the clinical features of the 
disease there is the so-called irritable stricture, 
in which there is a tendency to become inflamed, 
and bleed; and also that very important form of 
stricture which is so very difficult to treat, and 
which is often not very amenable to any kind of 
treatment, the resilient or elastic stricture, in which 
the fibrous material formed is exceedingly well 
developed and organized, and consequently does 
not yield, or yields very imperfectly, to the ordinary 
form of treatment by gradual dilatation. 

I need not say more than a word about the 
position of stricture. The most frequent portion 
affected is the bulb and membranous urethra; the 
next most common being some portion of the tube 
about an inch, an inch and half, or two inches, 
from the external meatus. Traumatic stricture is, 
of course, situated at that point of the tube which 
is exposed to injury, namely, the part where it 
passes from the fixed membranous to the mobile 
bulbous portion. It is in that situation or in the 
membranous portion you will find the urethra is 
most frequently ruptured or contused. Whether 
it gives way as the result of violence, direct or 
indirect,—because sometimes the urethra is torn 
in fractures of the pelvis,—you will find it give 
way where the fixed portion joins the movable one, 
namely, where it passes through the anterior layer 
of the triangular ligament. 

With regard to the symptoms, the diagnosis of 
stricture is not a very difficult matter, but it really 
is a very important matter for the individual. In 
cases that come under the care of the hospital 
surgeon, and in out-patient practice generally, the 
patients are working men, naturally unwilling to 
give up their employment or to do anything which 
might interfere with it. They do not apply until 
they urgently need relief. That is a very common 
and ordinary history to find the patient give, and 
the consequence is that these cases of stricture 
are very little amenable to successful treatment; 
but there is no manner of doubt in my mind that 
if you are able to deal with a case of commencing 
stricture, the condition can be completely cured. 
That this is so I have experience to satis fy me, 
and I have no doubt that others have had similar 
experience, that when one is fortunate enough to { 


get a case in a sufficiently early stage, before 
complete and thorough organization has taken 
place, it is quite possible by such measures as 
gradual dilatation of the tube to procure the 
removal- of the disease. It is, therefore, important 
for the patient that at the earliest possible moment 
in the history of his stricture a diagnosis of the 
condition should be arrived at. In a case in 
which the disease has been allowed to progress 
to the thorough organization of the inflammatory 
material into fibrous tissue, it can be no more 
removed than a scar in any other part of the body 
is capable of disappearance or removal. 

The symptoms experienced by the patient, if 
he is not more than ordinarily sensitive, or nervous, 
or observant, are usually so slight that he does not 
take any note of them. In very many instances 
a person will come to you complaining, not of any 
interference with the discharge of fluid from the 
bladder through the urethra, but on account of 
the gleety discharge which annoys him. This 
is an important indication of the presence of 
stricture. Gleet exists, of course, without stricture; 
and, being an evidence of a chronic inflammatory 
condition of the tube, is perhaps associated as a 
cause of stricture; at least it is an indication of 
the cause being present. Gleety discharge, at any 
rate, is found as an early and very constant 
symptom of stricture; and therefore in all ca es 
where you have a long continued gleety discharge 
to deal with, you should be prepared to examine 
and see whether its cause is not a contraction of 


the urethral tube. 

In the diagnosis of large-sized strictures, which 
are the ones you may hope to deal with success¬ 
fully, an olivary instrument, which is made in 
various sizes, is capable of detecting a stricture, 
which a sound of a similar but uniform calibre 
will certainly not discover. This instrument has 
an olive-shaped point, behind which is a shoulder 
at the extremity of a uniform somewhat slender 
stem which is graduated in inches. The size of the 
instrument used may correspond to a number 5, 
7, or 9 bougie, as the case may be. The instru¬ 
ment may pass into the tube without any apparent 
hindrance, but on its withdrawal, when the shoulder 
comes to the strictured part there is a certain 
amount of spasmodic contraction excited in the 
muscular tissue, so that the instrument will be 
tightly gripped, and thus the presence of a stricture 
is ascertained, while at the same time its distance 
from the orifice can be measured; during the with- 
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drawal of the instrument the length of the stric- 
tured portion will also be ascertained, and whether 
there be one, or more than one, strictured portion 
of the urethra present. This certainly is the 
easiest and best way to ascertain the presence of a 
stricture which is not very much contracted. Of 
course, tighter forms of stricture, in which the 
obstruction to the urine passing along the tube 
becomes great, require very little diagnosing to 
ascertain what they are and where they are. 
But it is to these earlier cases rather than to 
those more advanced I wish to direct your special 
attention, so that if possible they may be re¬ 
cognized and treated early; and if this be done, 
I can assure you—and I believe the assurance is 
not an unfounded one—they may be very success¬ 
fully dealt with. 

With regard to treatment, there can be no doubt 
that in simple and uncomplicated cases gradual 
dilatation, the introduction at intervals of an 
instrument, is by far the best method. The 
object of this treatment is not merely mechanically 
to dilate the strictured tube, but by the pressure 
on the part which has been inflamed to promote 
the absorption of the material that has been 
thrown out, and thus produce a more or less 
permanent restoration to the normal state of things. 
This can be done where the conditions are as 
favourable as those I mentioned just now; but 
where the new tissue has become thoroughly 
developed into fibrous material, you .cannot, I 
think, by any form of treatment completely 
remove this tissue, and therefore you cannot 
completely cure the stricture. No doubt the 
treatment, combined with other means adapted to 
facilitate a restoration to health, will remove any 
recent inflammatory material that may be present, 
will reduce the tendency to spasm, and no doubt 
bring about dilatation by the mechanical influence 
of the introduction of bougies, each of larger size 
than the preceding, in more or less rapid succes¬ 
sion, according to the condition of the patient. No 
doubt a great deal can be done in this way; but 
in the old-standing cases the improvement is only 
temporary; and if the treatment be abandoned 
after a time, as unfortunately is too often the case, 
instead of being permanently continued, there is 
certain sooner or later to be a return of the 
disease. 

There is a form of treatment, where the urethra 
is capable of tolerating it, which very often can 
be accomplished with a great deal of satisfaction 


to the patient when he is, as most working-men 
are, desirous of returning rapidly to work, and, 
many a young healthy person is willing to endure 
the discomfort, which is considerable. The patient 
must be made to retain a bougie continuously in 
the urethra, one being first introduced which the 
urethra will easily admit, when after 24, 36, or 48 
hours it will be found that the bougie has caused 
such a degree of dilatation of the strictured portion 
of the urethra, that an instrument a couple of sizes 
larger can be introduced, while two days later one 
two sizes larger again can be easily passed, and 
so on, until by the end of a week the urethra is 
generally dilated to its full size. This form of rapid 
dilatation is not so permanent in its effects as the 
slower, more gradual method; but if the patient 
continue to pass a full-sized instrument afterwards, 
he may maintain the calibre of the tube sufficiently 
wide to enable him to pass the rest of his time in 
comfort. 

The method of treatment by gradual dilatation 
should be applied in the first instance, I think, to 
almost every form of stricture, and it is only after 
the failure to make the tube sufficiently pervious 
by such means that one should resort to any more 
severe measures. There are still, I think, some 
surgeons who consider that the best way to deal 
with almost any form of stricture is to pass up the 
urethra some form of urethrotome and to divide the 
stricture, but I do not agree with those surgeons. 
I think that in all cases an attempt, at any rate, 
may be very well made to see what can be done 
by more gradual methods, such as those I have 
mentioned. It will be time enough when we dis¬ 
cover that we have to deal with a resilient stricture 
—when we ascertain that the organization and 
amount of the fibrous material deposited in it is so 
considerable that the method of gradual dilatation 
only effects a very temporary benefit and that a 
tendency to rapid return is shown—to consider 
what other methods of treatment should be 
adopted. 

I can very well remember a fashion that, coming 
from France, spread over the surgical world—in 
England, at any rate—in which it was thought 
desirable to treat these cases of stricture not by a 
cutting operation, which had been before in 
vogue, but by the method, as it was called, of 
“forcible dilatation.” A surgeon of France, 
called Perr^ve, invented an instrument which is 
as nearly as possible that which I show you. 
There are some slight differences in the manner in 
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which the handle is formed and in the guide that 
you see here. Perr^ve’s instrument had not got 
these, but otherwise this dilating instrument— 
which goes by the name of Mr. Holt—is almost 
precisely the instrument that Perr^ve previously 
invented. Because of Mr. Holt’s advocacy^this 
instrument obtained very considerable vogue in 
this country for a time. The instrument I show 
you is an old-fashioned one, and has not got what 
others have since been furnished with—namely, a 
filiform guide, the hilt of which screws after intro¬ 
duction into the end of the instrument, and 
enables you to make more sure of passing the 
instrument aright, and not into some false passage 
along the road. When the instrument is intro¬ 
duced these various divulsers are passed along it, 
and dilate the strictured portion to the fullest 
extent. It has been claimed for this method that 
it stretches the parts without lacerating the mucous 
membrane, but I am very sure that in the majority 
of cases the mucous membrane is lacerated. You 
must recollect that in an old-standing case such 
as this would be used for, very likely the mucous 
membrane has been altered in character by ulcera¬ 
tion, and has become, in fact, more of a scar tissue 
and intimately adherent to the subjacent structures. 
The whole thing is continuous tissue, and that 
you can forcibly dilate it without a breach of surface 
I do not believe. The fact that this is so has been 
proved more than once by the fatal consequences 
which have followed the method. I do not know 
that at the present time this instrument is ever 
used. I think the conditions for its use do not 
obtain, and I do not know that any surgeon would 
be willing to employ it nowadays. 

Of course these instruments had the advantage 
in the public eye that their use did not entail a 
cutting operation, though that really is not an 
advantage. The public has a great objection to 
being “ cut,” and this tearing method, which was a 
very much more severe form of injury inflicted on 
the person and calculated to do a great deal more 
damage than a simple cut, was preferred because it 
was not a cut. The objection urged against 
cutting operations, which certainly formerly en¬ 
tailed some degree of greater risk than we now 
incur, was that septic elements gained entrance. 
But the antiseptic precautions we now take mini¬ 
mise the risk that formerly obtained. We take 
greater care in the preparation of our instruments, 
in rendering the patient’s urine as healthy as pos¬ 
sible, and we take care, too, by washing out the 


urethra after the cutting, or when it may be neces¬ 
sary, to render the risks from septic infection as 
small as possible; and there can be no doubt 
they have been rendered much smaller. 

With regard to the method of internal urethro¬ 
tomy, I may say it is applicable to all cases of 
severe penile stricture, placed in the anterior por¬ 
tion of the tube. In the deeper part of the canal, 
other things being equal, and speaking quite 
generally, the method of external urethrotomy is 
probably more safe and perhaps even more effec¬ 
tive; but in penile stricture—in a stricture that 
is accessible from the meatus—the method of 
internal urethrotomy is certainly the more applic¬ 
able. It is a very easy, and, with the precautions 
I have mentioned, a very safe operation. The 
number of instruments that have been devised 
for the division of the urethra is so great that a 
mere enumeration of them, with the shortest pos¬ 
sible description of their characters, would take 
more than the hour that is at my disposal. There 
are a few on the table here of various degrees of 
value. I will only mention one or two. Here is 
one of the more recent kinds—the urethrotome of 
Professor Otis, of New York, who has devoted a 
good deal of time to the treatment of stricture. 
You will see, however, that this involves the ante¬ 
cedent dilatation of the tube to a considerable 
degree. You cannot pass it along a very close or 
contracted stricture; you must dilate it until it 
has reached a certain calibre. That having been 
done, this instrument is introduced, and then you 
can dilate the part in which the stricture is placed 
until the strictured portion is quite tense, like the 
edge of a stretched india-rubber ring, so that it 
cuts quite easily. This urethrotome, in which the 
knife does not project more than half a line, can 
be used without any risk of wounding the tissues 
to any great depth, and thus you minimise the 
chances of subsequent suppuration in the tube. 
It is a very useful and ingenious instrument in 
cases to which it is applicable. I have often used 
with a great amount of facility and satisfaction this 
instrument, which would be applicable in cases 
where such a large sized urethrotome as Otis’s 
could not be passed. Here is a filiform bougie 
which can generally be passed through almost any 
stricture that is capable of allowing water to 
trickle out from the bladder. Of course you must 
first localize the stricture, determine its length, and 
take the other necessary precautions. The instru¬ 


ment having been passed, its end is screwed on to 
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this grooved, slightly curved staff, which is then 
passed into the bladder along the track already 
made for it by the bougie. Having got the instru¬ 
ment in position, this cutting blade is passed along 
the groove. What happens when this is used is 
that the roof of the urethra in all the normal 
unaltered and unchanged portion is lifted up 
by the blunt portion of the blade, so that the 
cutting edge does not injure the healthy urethral 
tube; but when it comes to the seat of stricture 
the wall there cannot, of course, be so moved, and 
the knife-like instrument passes through it; while 
during withdrawal, by a slight turn of the handle of 
the instrument, you can make it cut another por¬ 
tion. After this is done, if any further division be 
required such an instrument as the one I first 
showed you can be used very readily and with 
possible good effect. After the stricture has 
been fully cut through you should pass a full-sized 
instrument into the bladder to see that thorough 
division of the stricture has taken place. Then 
the instrument should be withdrawn, and, except 
under unusual conditions, none should be left in 
the urethra. Its presence causes much irritation, 
and, as for the idea that it prevents extravasation, I 
think it is more likely to cause damaging inflam¬ 
matory conditions, while extravasation with a free 
channel for the urine to pass out is a mechanical 
impossibility. This instrument is the invention of 
Maisonneuve, a very distinguished surgeon in 
Paris about five and twenty years ago, and no 
instrument invented has been the subject of so 
many modifications—modifications to which the 
author attaches his name and tries to make other 
people think that the instrument is greatly im¬ 
proved. This is one modification, invented, I 
think, by Mr. Teevan. He is no longer here to 
defend his instrument himself, but, in my opinion, 
it is not a modification of a desirable kind. 

If you speak of one form of urethrotome, you 
speak in a sense of all. I have spoken of those 
cases in which a guide can be used, or in which an 
instrument can be passed through the stricture; 
but there are cases in which no instrumerfr can 
be passed through, and they, of course, must be 
attacked from the outside. Mr. Wheelhouse’s 
instruments are very good ones in cases where 
externa] urethrotomy is desirable, and in which no 
guide is possible. Where a guide is practicable, 1 
mean where some sort of staff can be introduced, 
I should think most people would agree that 
Syme’s method is as good as any, if not better. 


Here is a Syme’s staff. The introduction of this 
staff pre-supposes the possibility of passing a 
No. 2 bougie through the stricture. Once it is 
introduced the staff is cut down upon from the 
perineum and the stricture divided from one end 
to the other—an easy operation. 

I should have mentioned, in speaking of the 
anatomical relations of the urethra, that the bulb 
is close to the surface, covered only by the bulbo¬ 
cavernous muscles and the fascia of Colies. The 
membranous urethra passes through the triangular 
ligament about an inch beneath the arch of the 
pubes, and is about an inch or an inch and a quarter 
from the surface, varying, of course, according to 
the individual, but that is about the average depth. 
Then you know the position of the apex of the 
prostate, which is about ij or 1 £ inches from the 
anal aperture, and this determines the situation of 
the deeper portion of the membranous urethra. 
In that way you have certain landmarks for per¬ 
forming operations through the perineum and 
reaching the urethra through it. If an instrument 
of any kind can be passed through the tube 
matters are very much simplified, but in many 
instances the best directed efforts fail. Mr. Syme 
used to say that there was no kind of stricture 
through which water passed from the bladder, into 
which, from without inwards, an instrument of 
some kind could not be introduced. He himself* 
it is said by wicked persons, used to have his. 
patients first examined in the ante-room outside 
the operating theatre, where, before bringing them, 
into the theatre, a long time was sometimes spent 
in attempts (which occasionally failed) to pass, 
an instrument through the stricture, and only when, 
this was successfully accomplished was the patient 
brought in and the subsequent steps of the opera-, 
tion completed. That may be gossip, but I have 
heard it spoken. In other persons’ hands failure 
does occasionally occur, and for those who thus 
fail—and I think there are cases in which any¬ 
body might be excused for failing—the method of 
Mr. Wheelhouse is a very admirable one. His. 
instrument, which is grooved on one side and 1 
presents a hook on the other, is passed to the 
anterior aspect of the stricture and cut down upon* 
the urethra being opened in front of the stricture. 
Then, by passing a piece of thread through each 
side of the incision, the urethra in front of the 
strictured part is widely opened to view. The 
hook is supposed to bring the anterior part of the 
incision forwards, but it is of no great value and 
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may be dispensed with; the pieces of thread on 
each side hold the urethral wound widely open, 
and you can generally see the way to the orifice 
of the stricture and subsequently divide it on a 
probe-pointed director. 

That, I think, is all I need say, without entering 
into much detail, about these methods, giving 
rather the principles upon which the different 
kinds of stricture ought to be dealt with, and illus¬ 
trations of certain varieties of each method. 

There are other forms of treatment, but they 
may be passed by without dwelling very long upon 
them. In former times it was the custom to apply 
caustics to a stricture; and I rather think I am 
not mistaken when I say that one of our late 
senior surgeons, Mr. Clark, was fond, to the last, 
of adopting this method, and thought that the ap¬ 
plication with an instrument of a piece of caustic 
potash to the orifice of the stricture was a very 
effective and admirable way of dealing with some 
inveterate cases. There is, I think, in our museum, 
—there certainly is in the College of Surgeons 
Museum—a very good specimen of a large false 
passage which was formed in front of a stricture 
by this plan of treatment; and in any but the 
most careful and skilful hands it would not be 
difficult to imagine possibilities of very considerable 
damage. 

A plan has recently been advocated to which 
I have* time only to allude in the briefest way, 
of dealing with inveterate stricture by excising 
the fibrous material, and leaving the channel to 
be reformed by means of surrounding parts which 
would present a smaller tendency to contract than 
the original cicatricial material. I have no ex¬ 
perience of this method of treatment, but it has 
been advocated and claimed as a very successful 
one. Of electricity as applied to the dilatation of 
stricture I have had no experience, and can pro¬ 
nounce no judgment. 

In summing up one has simply to repeat that in 
those cases which admit, say, a No. 5 or No. 6, 
and which are in the bulbous or membranous 
urethra, the treatment in the first instance should 
be by gradual dilatation; and so also should it be 
in the cases of tighter strictures unless they are 
very irritable, very resilient, and thus incapable 
of treatment in this way. In the deeper part of 
the urethra, strictures of this kind had best be 
treated by one of the methods of external urethro¬ 
tomy. In the penile part of the urethra an attempt 
should first be made to cure the stricture by 


gradual dilatation, more especially in the case of 
those of larger size; but if this rapidly reappears, 
or if it will not readily dilate, which is the case 
in some instances, or if it show resiliency, 
recourse should be had to some kind of internal 
urethrotomy. 

With regard to the complications of stricture, I 
am afraid I have little time to refer to them. 

The most common cause of retention of urine in 
an adult is stricture. A man may have a stricture 
through which he passes urine every day with a 
moderate amount of difficulty, taking a longer time 
to do it, and having a smaller stream no doubt, but 
still accomplishing the act after a longer or shorter 
time. Perhaps, by reason of his occupation, he 
exposes himself on some occasion to wet or cold 
more than usual, or he goes in for a heavy 
drinking bout, and over-distends his bladder. 
From some cause of this kind there will be a 
superadded inflammation or spasm which is suf¬ 
ficient to close the tube, and he gets retention. 
Of course, in these cases you try by means of the 
careful introduction of a soft elastic instrument, 
first of larger then of smaller size, to pass through 
the stricture, assisting your efforts to do so by the 
internal administration of opium, which is one of 
the best drugs for this purpose, and the use of a 
hot bath. Gentlemen, I do not know if you all 
understand what a hot bath is, because I find at 
the examinations at the College of Surgeons when 
candidates are asked what they mean by a hot bath, 
there is a really curious diversity of opinion as to 
how hot it should be, as the answers vary from a 
temperature of 6o° F. to one of 150° F. Well, I 
suppose a hot bath is something over the tem¬ 
perature of the blood. Water at 98 °-ioo°, would 
make a very comfortable warm bath, at ioi° or 
102 0 pretty hot, 103° or 104° very warm. But if a 
patient be immersed in water of the temperature of 
the blood, he can easily bear the temperature 
to be gradually raised to 105°, 106 0 , or even iio,° 
though this is very hot. A faint condition in the 
individual is what you desire, so that there will be 
relaxation of all his muscular tissues. 

These means may fail, and your best efforts in 
the way of passing an instrument may not succeed. 
The condition the patient suffers from is exceed¬ 
ingly urgent. The bladder is as full as it can be. 
Fortunately, the kidneys under these conditions 
cease to secrete, or the bladder would burst after 
no very long interval; but the backward pressure 
seems to stop the secreting function, and the water 
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after a time does not accumulate very quickly. This 
point should be remembered, because the moment 
relief is given by evacuation of the bladder, the 
kidneys at once begin to act again, and in an 
exceedingly short space of time the bladder is 
almost as full as it was before. What is to be done 
under these conditions ? Aspiration by the 
Dieulafoy aspirator has been practised. It has the 
disadvantage that the bladder very shortly refills. 
Then you have two alternative methods of punc¬ 
turing the bladder, supposing all other means are 
tried in vain. Tapping by the rectum is, I will 
assume, a nearly exploded operation. I do not 
know whether we have a rectal trocar here; I do 
not think there is; and a very good thing too, 
because you should never use one. There is 
another form of trocar which I do not see here 
either, a semicircular form which is used for 
tapping the bladder above the pubes. You know 
that with a distended bladder there is always a 
free space beneath the reflection of peritoneum 
through which the bladder above the pubes can be 
safely tapped. It is interesting to read in the 
older surgeries, and also in comparatively recent 
ones, the swinging backwards and forwards between 
the different methods of operation. At one time 
puncture of the bladder through the rectum was 
thought the only correct method, and puncture 
above the pubes a very bad one. Now it is the 
other way, and you are told that puncture should 
be done above the pubes rather than from the rec¬ 
tum. The objections to rectal puncture are very 
considerable. It involves the passing of urine 
through the rectum, which is a very disagreeable 
thing to the patient, causing much rectal tenesmus; 
the cannula is difficult to maintain in position; there 
is a possibility of damaging important adjacent 
structures; and altogether the operation does not, 
I think, commend itself to modem surgery. 

With regard to tapping above the pubes there is 
so much facility and ease about it, and compara¬ 
tively such few drawbacks, that it is very much to 
be preferred. 

There is yet another method, about which I 
should like to say a word—the method, namely, 
of perineal puncture of the urethra. This is a 
method of operation which consists in first pass¬ 
ing the forefinger into the rectum to ascertain 
the anterior limit of the prostate and to serve as a 
guide to the urethra, and then you pass a knife, 
whose back is turned to the rectum, in the median 
line towards the membranous urethra, and cut into 


it. Thus you make an incision into the urethra be¬ 
hind the stricture, the so-called perineal tapping. 

If you cut into the urethra here you are always 
behind the stricture, and you can effectively relieve 
the patient. Now, this in books, and everywhere 
else I know of, is called Cock’s operation; but 
it should be remembered, especially in this hos¬ 
pital, on every occasion when this operation is 
referred to, that in 1852 there were two commu¬ 
nications made public with regard to the treatment 
of this condition of retention due to stricture— 
one by Mr. Cock, the other by Mr. Simon. Both 
were published, curiously enough, in the April of 
that year—one, Mr. Cock’s communication, being 
made to the Medico - Chirurgical Society, the 
other, Mr. Simon’s, being in the shape of clinical 
lectures in two numbers of “ The Medical Times 
and Gazette.” Both surgeons raised in these 
communications a protest against the method then 
in vogue of treating retention from stricture by the 
there-and-then division of the strictured portion of 
the urethra when the patient was exhausted and 
the conditions unfavourable. The Boutonnifere 
operation, cutting without a guide, and division of 
the stricture, was done sometimes successfully, 
sometimes unsuccessfully. It was a protest 
against this method that was raised by these two 
surgeons. The one recommended as a relief to 
the patient’s urgent distress from the retention that 
the bladder should be tapped through the rectum ; 
the other, Mr., now Sir John, Simon, suggested that 
the urethra should be tapped through the perineum, 
and both that the stricture should be dealt with 
at a subsequent period. Several years afterwards, 
in the Guy’s Hospital Reports, Mr. Cock published 
a further communication in which he came round 
to Mr. Simon’s opinion that the perineal method 
was the better, and the operation has since gone 
by his name. Nevertheless, clearly, I think, the 
priority and the credit of formally introducing 
or re-introducing this operation should belong to 
Mr. Simon, although it is universally called Cock’s 
operation. No doubt the urethra had been punc¬ 
tured by other surgeons through the perineum. 
Sir Astley Cooper, as I have mentioned in the Brad¬ 
shaw lecture, often did it with a lancet in cases of 
stricture with retention, and Sir Charles Bell, in 
his “ Institutes of Medicine.” published in 1838, 
very formally and with considerable detail advo¬ 
cates perineal puncture in cases of stricture. But 
here we have two surgeons—one a surgeon of 
Guy’s, the other of St. Thomas’s—who at the 
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same time advocate a departure from the then 
practice of immediately proceeding to the division 
of the stricture, one advocating one method and 
the other another—yet he who first advocated 
perineal puncture has not got the credit for it. 

I should have liked to have said something 
about extravasation of urine, false passage, and 
the changes that occur in the kidney and ureter 
in consequence of backward pressure, but our time 
has already been exceeded. 


THERAPEUTICAL NOTES AND FORMULA. 

Phenocoll in Malaria.— Dr. Pucci, of Rocca 
Bernarda, treated twenty patients with hydrochlo¬ 
rate of phenocoll, giving from 7§ to 15^ grains 
daily in doses of to 4 grains between the in¬ 
tervals of the attacks. The remedy was continued 
for five or six days, combined with arsenic, quinine, 
or iron. Of the twenty cases cure resulted in 
seventeen. The medicine should be given fasting, 
the last dose being taken four or five hours before 
an expected attack. It is well tolerated and causes 
no digestive disturbances. It acts as a stimulant 
of the red corpuscles and combats the effects of 
the haematozoon. 

Dr. Pucci has also used it in influenza and rheu¬ 
matic neuralgia; when the former was not com¬ 
plicated by some pulmonary affection it yielded to 
the remedy in two or three cases; neuralgia was 
more rebellious, and cure was obtained in only one 
of three cases. Hydrochlorate of phenocoll ap¬ 
pears, therefore, to be a succedaneum of quinine, 
sometimes succeeding when the latter remedy is 
not tolerated. It may be successfully employed 
even in abnormal and complicated forms of malaria. 
In two cases of icturo-haematuric fever it brought 
about a cure although used alone without quinine. 

(La Medecine Moderne.) 

Intestinal Indigestion with Fermentation. 

—There is a class of patients who suffer severely 
not so much from gastric disorder as from the ac¬ 
cumulation of large amounts of flatus in the small 
and large intestine, as the result partly of constipa¬ 
tion and partly of atony of the duodenum in its 
digestive function. Frequently these patients suffer 
severely from pain in the region of the praecordium, 
which is so severe as to lead them to consult a 
medical man with the fear that they are suffering 


from cardiac disease. As a general rule no cardiac 
lesion will be discovered, but in its place will be 
found evidences of dilatation of the transverse 
colon and a general tympanitic condition of the 
entire belly, with a particularly high-pitched tym¬ 
panitic note near the praecordium about the point 
where the transverse turns to become the descend¬ 
ing colon. It is at this point that the gas which is 
produced becomes lodged, and reflexly causes not 
only pain, but marked cardiac palpitation. In 
other instances the pain is felt at other portions of 
the alimentary canal and in nearly every instance 
the resulting discomfort is sufficient to make the 
patient feel very grateful for relief. In a certain 
portion of cases this symptom disappears under 
the administration of a prescription, as follows: 

R Salol . 7 )j 

Pancreatin ... gr.xl 
Oleoresin capsid... TT^xx 
M. Ft. in pill No. xx 

If this is prepared by a careful druggist the 
patient will have no difficulty in swallowing the 
pill because of its size.— (Therapeutic Gazette.) 

Boils —Apply on compress: 

R Chloroform. gram. 30 

Essence of cloves ... „ 5-10 

Beech wood creosote „ 1-2 

Camphorated oil ... „ 50 

(GourineJ Med . Rec.) 

Antiseptic Powder in the treatment of 
C&noer of the Uterus. —Lutand insufflates the 
following powder daily, the os being exposed by 


means of a speculum : 

R Acid, salicyl.gr.iv 

Acid, boric . 3 j 

Iodoformi . 5 ij 

Ess. eucalypt. q.s. 

(Der Frauenarzt). 

Itch:— 

R Creolin. 2.50 

Vaseline. 50.00 


(De Lollis, Med . Rec.) 
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ON THE SYMPTOMS AND TREAT¬ 
MENT OF CONTUSIONS AND 
LACERATIONS OF THE KIDNEY. 

BY 

HENRY MORRIS, M.A., M.B. Loud., 
Surgeon to, and Lecturer on Surgery, Middlesex Hospital. 


Apart from the question as to the open or sub- 
parietal nature of the injury there are two great 
classes into which contused and lacerated kidneys 
must be grouped, namely: ( 1 ) Those in which the 
damage to the kidney is complicated by injury to 
the liver or spleen, the intestine or mesentery, the 
bladder or lungs, or by extensive fractures of the 
ribs or pelvis; and (2) those in which the injury is 
chiefly if not entirely limited to the kidney and its 
cellulo-fatty surroundings. 

In cases of the first group the shock is so pro¬ 
found, the haemorrhage so extensive, the abdominal 
distension so extreme, and the pain often so in¬ 
tense, that the surgeon’s art can avail nothing, and 
a fatal termination inevitably follows in the course 
of several hours, or at longest a few days. Of this 
class was the first of the cases reported at the end 
of this lecture. 

In the second class of cases there may be a 
good deal of shock, accompanied by much local 
pain and tenderness, and sooner or later followed 
by haematuria, or anuria, or by a lumbar swelling 
due to extravasation of blood or urine into the 
perirenal cellulo*adipose tissue; but the collapse 
and general condition of the patient will be less 
severe and more readily recovered from than when 
other organs are also injured, and as the local 
character of the injury becomes more defined, the 
diagnosis becomes clearer and the prognosis more 
hopeful under proper treatment. In some of the 
cases of this class there will, however, be an entire 
absence at first of all symptoms pointing to the 
kidney, and after the shock of the injury has passed 
off days or weeks may elapse before anything arises 
to indicate the organ injured and the nature of the 
damage done to it. This is well illustrated by 
Cases 2 and 3, recorded below. Case 2 was undtr 
Vol. IV. No. 14. 


careful observation for three weeks from the hour 
of his accident, and frequent examination was 
made of the patient’s abdomen because it was 
suspected he might have received an injury to his 
kidney, yet nothing was detected till the swelling 
formed in the loin a month after the accident. In 
Case 3 no suspicion seems to have arisen as to the 
state of the kidney till five weeks after the com¬ 
mencement of the illness, and even when the 
kidney was deemed to be the seat of the patient’s 
trouble there was no ascertainable history of an 
accident to lead to the diagnosis of rupture or 
laceration, and nothing in the earlier symptoms, 
so far as we could discover, beyond slight and 
transient haematuria, to indicate that the kidney, at 
the onset, was the organ at fault. 

The absence of any characteristic symptoms in 
both these cases, and in one of them the want even 
of any history of an injury, make them worthy of 
being placed on record, for they teach this lesson, 
that serious damage may be done either to the 
pelvis of the kidney leading to a large perirenal 
collection of urine; or to the renal parenchyma 
leading to a large perirenal collection of extra- 
vasated blood and blood-clot without any marked 
degree of shock being caused at the time, or any 
distinct or characteristic signs being excited till a 
long time after the injury. 

It should be noticed that in none of these cases 
was there any ecchymosis over the loin or abdomen 
and it should be borne in mind that this is the 
general rule with sub-parietal injuries to the vis¬ 
cera. Exceptionally, superficial extravasation has 
been observed extending as low as the inguinal 
region, but fractured pelvis has generally been 
found complicating the kidney lesion in these 
cases. 

I repeat, then, that serious laceration of the 
parenchyma of the kidney, or rupture of the 
pelvis of the kidney may occur without at the 
time, or till some considerable time afterwards, 
causing any of the characteristic signs of the injury, 
namely, haematuria, alteration in the amount of the 
urine (except such as may be due to shock), or 
tumour in the renal region. 

As regards treatment, two questions arise in this 
second class of cases: (1) Whether the immediate 
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or early treatment shall be palliative or operative, 
and (2) whether, if an operation is done, the 
damaged kidney should be removed, or the wound 
packed with antiseptic gauze and drained and the 
kidney allowed to remain. 

The answer to the first question will depend, 
not upon the presence or absence of hsematuria or 
primary anuria, but upon the presence or absence 
of a distinct and increasing swelling in the loin. 
Hsematuria is not a reliable symptom : it may be 
present or absent, much or little, of short or long 
duration, or intermittent. It may be due to a 
small intrarenal laceration at the base of a 
pyramid or at the surface of a calyx, or renal 
pelvis. It may be absent even when the kidney 
is tom wide and deep, or rent quite asunder, owing 
to the plugging of the ureter with a clot of blood; 
or owing to the rent being limited to the renal 
pelvis, and the haemorrhage taking place into the 
perirenal tissue. 

Again, there may be a slight hsematuria lasting 
for a few hours, and then ceasing; to be followed, 
after a shorter or longer time, by a fatal haemor¬ 
rhage, or by a lumbar swelling. Or the hsematuria 
may continue without intermission for a fortnight 
or three weeks, and the patient recover. 

Hsematuria requires a lumbar exploratory in¬ 
cision, if, from its amount or prolonged con¬ 
tinuance, the strength of the patient is being 
exhausted. In these cases the bleeding will most 
likely be controlled by ligature, or by packing the 
wound, and if not, nephrectomy must be per¬ 
formed. Haematuria is also the indication for 
the lumbar operation when it causes an accumula¬ 
tion of blood clots in the bladder. There is 
great danger in delaying operation in these cases; 
the decomposition of the clots, and the cystitis 
which is excited by their presence, as well as the 
frequent catheterization needed, expose the patient 
to all the dangers of suppuration of the wounded 
kidney, and also to the risk of suppurative pyelo¬ 
nephritis of the other kidney, by infection along 
the ureter from the bladder. 

Therefore, as soon as clots accumulate in the 
bladder from an injury to a kidney, the rule 
should be to cut down, through the loin, upon 
the kidney, and unless haemorrhage can be con¬ 
trolled the kidney should be removed. Suprapubic 
or perineal cystotomy should also be performed 
at once if decomposing blood-clot obstructs the 
bladder, or if cystitis from this cause or from 
catheterization exists. Unless this is done the 


patient inevitably dies from suppurative pyelo¬ 
nephritis in the other kidney. 

With these two exceptions the question of the 
operative treatment is not at all influenced by the 
presence or absence of haematuria. 

Nor is primary anuria an indication for opera¬ 
tive treatment because temporary suppression of 
urine is a common result of shock. If, however, 
anuria continues for more than twenty-four or 
thirty-six hours, and after the other symptoms of 
shock have passed; or if it supervenes some few 
days after the accident the lumbar exploration 
ought to be made. Cases are on record of 
injury to a kidney followed by ureteral thrombosis 
in a person whose other kidney has previously 
been destroyed by cystic degeneration or atrophic 
changes. In such a case an outlet for the urine 
in the loin is as urgently required as is nephrotomy 
in cases of suppression of urine from renal calculi. 

The presence of a distinct and increasing 
swelling in the renal region makes an early in¬ 
cision through the loin imperative: it is the only 
way to cut short the progress of the case, to limit 
the extravasation into the perirenal tissues, to 
check or prevent suppuration, to prevent sloughing 
of the peritoneum, and to save the life of the 
patient. If the swelling is caused by blood there 
is no other way of evacuating it, or of stopping the 
haemorrhage, and thereby of removing the pressure 
effects upon the kidney, ureter, vessels, and sur¬ 
rounding parts. If the swelling be due to urine 
an incision, followed by drainage, is much safer 
than aspirating, and secures a quicker recovery. 

The lumbar swelling may form early, and rapidly, 
after the injury, and may give rise to a diffused, more 
or less hard, doughy, and oedematous prominence 
in the iliocostal space; this may be attended by 
great pain and tenderness, by diminished secretion 
of urine and high fever. These symptoms will be 
followed, in a day or two, if the swelling is not 
incised and drained, by rigors, suppuration and 
death. 

Or the swelling may form at a later period and 
more slowly, and be unattended, for a time at 
least, by such active and severe symptoms as those 
just mentioned. 

In those rare cases where a haemo-hydronephrosis 
follows an injury, the blood and urine retained 
within the distended calyces and renal pelvis 
cause the kidney to form a well-defined, more or 
less rounded, and, may be, a slightly movable and 
obscurely fluctuating tumour. In these cases 
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nephrotomy followed by drainage of the kidney 
through the loin, till the urine again passes along 
the ureter, is the only means of saving the in¬ 
tegrity of the organ. 

As to the question of nephrectomy, no hard and 
fast rule can be laid down. 

If the kidney is completely pulped; if hae¬ 
morrhage cannot be controlled except by ligaturing 
the vessels at the hilum; if the surface of the 
kidney is extensively contused and lacerated; 
if haemorrhage seems likely to recur in a patient 
whose life has been already endangered by loss 
of blood; or if suppuration and septic infection 
are threatened, nephrectomy should be performed. 
If a portion of the kidney has been completely 
broken off, but the vessels at the hilum are un¬ 
injured, and no further bleeding is taking place 
from the torn surface, it is not requisite to remove 
the attached part of the kidney. If one end of 
the kidney is greatly damaged, but the rest of the 
organ and the vessels at the hilum are uninjured, 
and the wound is in a healthy state, partial ne¬ 
phrectomy would be justifiable and safe. Cases 
in which the bulk of the kidney has been left 
behind, and only the broken off fragments have 
been removed, or subsequently washed out, give 
reason and encouragement to partial nephrectomy. 

In cases in which the pelvis of the kidney only 
is torn; or in which the extravasated fluid is 
chiefly or entirely urine, not blood; as well as 
those in which the parenchyma is superficially 
wounded, the bleeding stopped, and the kidney 
and wound in an apparently healthy state, ne¬ 
phrectomy ought not to be performed. 

In these cases it is sufficient to evacuate the 
peri or retro renal cavity, and drain if the contents 
are urine only; but drain and pack the cavity 
with iodoform gauze if the extravasated fluid is 
chiefly or entirely blood. 

In case 2, I performed nephrectomy because I 
feared the condition of the patient would not bear 
a recurrence of haemorrhage, and the surroundings 
of the patient and the distance at which his house 
was situated were most unfavourable. Moreover, 
the appearance of the blood-clot led me to ex¬ 
pect suppuration; and the kidney felt too soft to 
be likely to repair rapidly or well. 

Case 1. Frederick R., set. 15, was admitted on 
January 3rd, 1894, with a severe injury, caused by 
an omnibus passing over his abdomen whilst he 
was lying on his back. 

On admission he was quite conscious, but in a 


very collapsed state and in great pain over the 
abdomen. His cheeks, lips and extremities were 
cold and blue. The abdomen was fairly flat, cer¬ 
tainly not distended, but the muscles of the 
parietes were rigid. There was no ecchymosis or 
laceration of the surface, except a slight abrasion 
over the twelfth dorsal vertebra and over the back 
of the right hand. There was great tenderness in 
the right hypochondriac and lumbar regions, and 
some, but much less, tenderness in the corre¬ 
sponding regions on the left side. There was 
great desire, without the power, to micturate. 
With a No. 8 catheter two ounces of urine were 
drawn off, and shortly afterwards the boy passed 
two drachms naturally. The urine was of the 
colour of tawny port, thick, acid, Sp. gr. 1028, and 
contained a large quantity of blood and lithates. 

The pulse was very feeble, the first sound of 
the heart was scarcely audible. There was no 
cough or expectoration. Two hours after admis¬ 
sion he vomited some acid fluid, free of blood. 
Warmth, small quantities of brandy, and one-sixth 
of a grain of extract of opium every four hours 
were ordered. His temperature was sub-normal 
and went down during the course of the day to 
95.8° F. He vomited again ten hours after the 
accident, the vomited fluid being still free of blood. 
Thirteen hours after admission he turned over 
suddenly in his bed and died almost immediately. 
At the post-mortem examination both suprarenals 
were found crushed and showed considerable 
extravasation of blood. The upper portion of the 
right kidney was torn across in an oblique direction 
from above downwards and inwards, and only re¬ 
mained attached to the rest of the organ by the 
tissues in the neighbourhood of the hilum. This 
kidney, with two inches of its ureter, was sur¬ 
rounded with blood-clot. The left kidney was 
not lacerated, but its upper part was surrounded 
by blood-clot. The bladder was contracted, empty 
and slightly blood-stained, but not injured. 

In addition to the damage above described, the 
liver showed a sub-capsular linear rupture two 
inches long on its upper surface, a similar shorter 
laceration on its under surface, and the pons 
hepatis was completely tom through. There were 
other tears in the posterior part of the right lobe of 
the liver. 

The upper third of the spleen was tom away 
from the rest of the organ. The peritoneal cavity 
contained 12 oz. of dark fluid blood and a few 
clots. The mesentery supporting one loop of 
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jejunum was completely torn through at its attach¬ 
ment to the bowel, and haemorrhage had taken 
place from the torn superior mesenteric arterial 
branches. There was considerable retro peritoneal 
extravasation, especially on the right side of the 
spiral column. The right pleura contained 8 oz. 
of blood-stained fluid and the left pleura 4 oz., 
and the right pleura was lacerated over the heads 
of the ninth and eleventh ribs. The eighth, ninth, 
tenth and eleventh ribs on the right side and the 
eleventh and twelfth left ribs were fractured near 
their necks. The right lung had been penetrated 
by two of the broken ribs. 

Case 2. Laceration of the pelvis of the right 
kidney, followed by a large extravasation tumour 
one month after the accident. Lumbar incision 
and drainage. Recovery with urinary fistula, 
which has continued for nearly seven years. 

Thomas W., a strongly-built carman, aet. 30, 
was admitted under me at the Middlesex Hospital, 
on October 27th, 1887, on account of a large 
painful swelling in the right half of the abdomen, 
which had only commenced (so far as he was 
aware) on the day before. 

On September 30th— i.e. 9 one month previously 
—he fell from his van, one of the wheels of which 
struck him in the right side. He was taken to 
St. Thomas’s Hospital, where he remained three 
weeks. One of his ribs was fractured, and he was 
supposed to have some internal injury. There 
was never any blood in his urine, so far as he 
knew, but he passed a little blood from his bowel 
for a few days after the accident. He suffered 
pain in the abdomen, for which hot fomentations 
were applied; morphia injections were given sub¬ 
cutaneously, and opium pills were taken. He was 
frequently and carefully examined during the three 
weeks he stayed in the hospital, and he thinks the 
doctors expected to find a swelling about his 
kidney, but they never did so. For 3 or 4 days 
before leaving St. Thomas’s he had been getting 
up and walking about the ward. When he went 
home he was rather weak, but had no pain or dis¬ 
comfort, and during the six days he was at home 
he gained strength, and used to go out daily for a 
short walk. His bowels had been acting regularly. 

On the sixth day after leaving St. Thomas’s, 
and on the day prior to his admission to the Mid¬ 
dlesex Hospital, he first noticed a slight swelling 
in the right side of the abdomen, which increased 
during the night, and was accompanied by intense 
pain. Both swelling and pain increased up to the 


time of his admission on the afternoon of October 
27th. He could not in any way account for this 
onset, as he had been living steadily, and had 
made no exertion beyond his short daily walk. 

On admission, at 4 p.m. he complained of pain 
and increasing swelling in the right side of the ab¬ 
domen. Skin pale, pulse regular 96, of fair volume 
and force, tongue moist, temperature 98.6° F. 

A large swelling occupied the whole of the right 
side of the abdomen from thorax to within two 
inches of Poupart’s ligament and inwards to the 
median line. It was quite smooth and fluctuating. 
The dulness was continuous above with the liver 
and behind with the kidney. The iliocostal space 
was tense and bulging. Below, in the right iliac 
region, the caecum note was distinct. There was 
no colic resonance in front or at the side. 

The pain he complained of was of a dull aching 
character and extended down the right lower 
limb, which also felt numb. At 8.30 p.m. it was 
obvious that the swelling had increased. The 
man had passed some urine, Sp. gr. 1020, clear 
and acid, no albumen, but excess of phosphates. 
Under anaesthesia I made an oblique incision 
in the iliocostal space. As soon as the muscles 
were divided the lumbar aponeurosis bulged into 
the wound. Very slight manipulation ruptured 
the aponeurosis and fascia, and then a large quan¬ 
tity of urine, very slightly blood-stained, escaped. 
Much of the fluid was lost, but over 100 oz. were 
collected. 

This fluid had a Sp. gr. 1010, contained blood, 
some pus, and a very small quantity of urea—.5 
per cent The kidney was found pushed forwards 
and inwards, thus forming part of the inner and 
front boundary of the cyst-like cavity. There was 
a large rent in the renal pelvis. Two large drain 
tubes were inserted into the wound (not into the 
kidney), and the edges of the wound were united 
by sutures and dressed with dry aseptic dressings. 

The sutures were removed on November 3rd, the 
drain tubes were exchanged for one much smaller 
on November 8th, and this again for one still 
smaller on November 16th. On December 2nd a 
tube just large enough to fill the fistulous track 
conveyed all the urine secreted by this kidney into 
a basin beneath his bed: it was thus ascertained 
that the quantity of urine so escaping just equalled 
the quantity passed by the bladder, and when one 
quantity varied in amount so did the other in like 
manner, from which the inference seemed to be 


that both kidneys excreted about the same amount, 
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and that the whole of that from the damaged organ 
passed through the lumbar fistula. 

From 24 to 30 oz. of urine passed through the 
drain tube, and a similar quantity was voided from 
the bladder. The urine collected in the basin 
during 24 hours had a Sp. gr. 1010, acid, and con¬ 
tained a small quantity of albumen and pus, but no 
blood. The urine voided through the bladder had 
Sp. gr. 1027, was acid, and contained neither 
albumen, pus, nor blood. 

On December 13th he was fitted with a cup¬ 
shaped covering to the fistula in the loin, to which 
an urinal was attached, and into which the urine 
was conducted by a piece of drain tube projecting 
from the fistulous opening. 

On December 22 he was discharged convales¬ 
cent. On September 20, 1888, he was readmitted. 
He stated he had worn the tube and urinal for 
several months and then did without it. For a 
time the urine continued to flow from the loin as 
before; then it gradually lessened, and for three 
days before readmission it ceased altogether. 
Simultaneously with the marked diminution in the 
flow of urine from the side, a swelling formed in 
the right loin, and gradually increased as the flow 
decreased. 

On examination, a large tumour was found in 
the right loin, extending from the liver down to 
the iliac crest, and reaching forwards as far as a 
vertical line drawn from the anterior axillary line. 
It was crossed in front by the ascending colon. 
In the flank, dulness on percussion was complete. 

On September 21 the urinary sinus, being found 
blocked with granulations and inspissated pus, the 
opening was enlarged. The kidney was examined 
by a finger passed into the wound; it was forming 
part of the anterior wall of a cavity containing 
urine mixed with pus. Into this cavity a drain 
tube was inserted. For some time but little urine 
escaped, but by degrees the flow was re-established. 
The urine by bladder was 1020, acid, and contained 
little or no albumen. 

October 5: Patient was discharged to-day and 
told to come back if any swelling or pain recurred 
in his side; urine was 1010, acid, no albumen. 

From this time he continued to wear a large 
size drainage tube with the cup apparatus, into 
which the urine passed. He had suffered no pain 
or distension since September, 1888, but he now 
(June 1, 1889) expressed his desire to have his 
kidney removed in order to be relieved from the 
necessity of wearing the belt and loin urinal. 


Being anaesthetized, an incision was made in 
the line of the old scar through the muscles and 
fasciae to the areolar tissue beneath the peritoneum, 
and a search was made with the finger for the 
kidney. Nothing definitely like the kidney could 
be distinguished, though the incision was prolonged 
forwards until the peritoneum was distinctly ex¬ 
posed at the anterior extremity of the wound. As 
the man was very stout and the tissues in the loin 
were greatly altered by chronic inflammatory 
changes, this failure to distinguish the kidney was 
not altogether unexpected. Neither was it deemed 
expedient to make an incision through the anterior 
abdominal wall for the purpose of defining the 
kidney with the hand in the peritoneal cavity. 
The amount of inconvenience arising from the 
fistula was admitted by the patient not to be great, 
and as he was now a porter in Covent Garden 
Market and in the habit of lifting heavy weights, it 
was not considered advisable to further weaken his 
abdominal parietes by an anterior incision. 

The several layers of fasciae and muscles were 
sutured by buried catgut stitches, and the skin was 
united by silk sutures, a large drainage tube being 
inserted into the tract of the old sinus. The man 
made a very good recovery and was discharged on 
July 11, 1888, wearing his belt and urinal. 

January, 1894: The patient has been regularly 
seen up to this date, for he applies when he 
wants a renewal of his apparatus. He is in most 
perfect health, and has become so accustomed to 
the urinary fistula that he regards it as a matter of 
no discomfort or detriment. 

On July 13, 1894, he called to see me at the 
hospital as the sinus was closed, and he wished to 
know if it should be opened up again. As he 
was quite well in general health and had no 
tumour, oedema, tenderness, or pain about the 
abdomen or loin, and as the scar looked firm and 
healthy, I advised that nothing should be done. 
He was not aware of passing a large quantity of 
urine since the sinus closed. A specimen of the 
urine passed on this day was examined, and 
was found to be acid, Sp. gr. 1022, contained no 
blood, pus, or albumen, and no sugar, and 
nothing abnormal was found under the microscope. 

On July 24, he again saw me and reported that 
the sinus had re-opened, but that a very little 
fluid had passed through it. 

Case 3. Rupture of the left kidney . Nephrectomy . 
Recovery .—In July, 1893, I was asked by Mr. 
Coker, of Uxbridge Road, to see Mr. T. R. L., 
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a tobacconist, aged 33, residing at Shepherd’s 
Bush, whom he believed to be suffering from a 
tumour of the left kidney. 

The patient was a thick-set distinctly fat man 
of medium height, and admitted that he often 
gave way to intemperance. 

The patient was unable to give any explanation 
of the onset of his illness, and denied any recol¬ 
lection of having had an injury, but it is probable 
that whilst intoxicated he met with an injury to 
his side, which resulted in the condition to be 
afterwards described. 

He had been confined to his house for five 
weeks on account of general debility and pains in 
the abdomen, especially on the left side extending 
down to the left groin. 

At the beginning of his illness he had passed 
a small quantity of blood in his urine. His 
symptoms must have varied a good deal, for, 
according to his own statement, he had during 
these five weeks at one time been treated for 
peritonitis, at another for left-sided pleurisy, and 
again at another for inflammation of the bowels. 

On July 4th Mr. Coker was first called to the 
case, and having known the patient previously 
was astonished at the very marked change in his 
appearance; for he now looked seriously ill 
instead of having his usual florid and robust 
aspect. His temperature was ioi°, pulse 100 and 
small, his urine Sp. gr. 1010 and acid, and one- 
third albumen. He complained of great weakness, 
and much abdominal pain and tenderness. 

There was marked abdominal distension. On 
palpation a tumour was felt occupying the left 
flank and left side of the abdomen, extending 
down to within i£ in. of the crest of the ilium, 
and inwards nearly to the median line. The 
tumour was rounded in outline, tender on pressure, 
and dull on percussion. 

The dulness extended upwards along the left 
side of the chest, and nearly as high as the nipple, 
and the breath sounds were scarcely audible over 
this area. 

Having come to the conclusion that the case 
was one of an enlarged kidney, probably hydrone¬ 
phrosis due to a stone, Mr. Coker (to whom I am 
indebted for these notes) called me to a consulta¬ 
tion the same afternoon, and an exploratory opera¬ 
tion on the next day was decided upon. 

Operation .—On July 8th, with the assistance of 
Mr. Coker and Mr. H. J. Thornton, I made an 
incision in the iliocostal space. After dividing 


the muscles, the lumbar fascia bulged considerably 
into the wound, and as soon as it was incised, a 
quantity of extravasated blood escaped. On in¬ 
troducing my fingers to search for the kidney, I 
could feel nothing but a large quantity of blood 
and coagula in an extensive retro-peritoneal space. 

I removed many handfuls of blood-clot, which 
weighed 3^ 5 ) to 4 ft, in addition to a large 
quantity of black treacle-like blood. The space 



Description of Kidney Removed. 

A laceration about the size of a five-shilling piece on the 
front aspect of the lower half of the kidney. It reached 
from the anterior margin nearly to the posterior, and from 
the lower edge of the hilum nearly to the lower extremity 
of the kidney. It was for the most part superficial, but 
penetrated some depth at the centre of the injured area. 
The posterior surface of the kidney was covered through¬ 
out with a layer of tough firmly adherent and coloured 
fibrine. 

thus occupied stretched a long way up the thorax, 
the diaphragm was felt to be greatly pushed up¬ 
wards, the spleen to be displaced upwards and 
forwards, and the kidney raised inwards and for¬ 
wards, so as to form part of the anterior and 
median limits of the space. 

The peritoneum, though greatly displaced, was 
nowhere ruptured. 

As there was no bleeding going onatJt|ie time, 
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I was able, with my hand and sponges, to rapidly 
clear the cavity. 

It was then ascertained that the source of the 
haemorrhage had been a deep rent on the anterior 
surface of the lower half of the kidney. 

As it was more than probable that fresh bleeding 
would occur if the kidney was not removed, I 
determined on performing nephrectomy. There 
was no difficulty in isolating the kidney from its 
remaining connections, and bringing it on to the 
surface of the loin before transfixing and ligaturing 
the pedicle. 

The ureter was not included in either of the 
ligatures. Iodoform was freely sprinkled into the 
cavity, a large drainage tube was inserted, and the 
several layers of muscles and fascia were united by 
buried sutures of catgut—silk sutures were used 
for the skin. 

Before the operation the patient was looking 
desperately ill, pallid, in a cold perspiration, and 
complaining of great pain in the abdomen, and a 
feeling of great general weakness. 

During the first twenty-four hours after the 
operation, he continued in a semi-collapsed con¬ 
dition; he was, however, able to take milk and 
egg beaten up with brandy, and soon began, and 
then steadily continued to improve. 

The superficial sutures were all removed on the 
sixth day, the drainage tube on the fourteenth day 
after the operation, and the patient went on rapidly 
towards recovery. On November 23rd Mr. T. R. 

L- wrote both to Mr. Coker and myself as 

follows: “ I am feeling better than at any time 
during recent years. I was out of bed and going 
about within four weeks after the operation, and 
for the last two months have been at business and 
travelling about a good deal.” 


A POST-GRADUATE LECTURE 

ON 

LUPUS ERYTHEMATOSUS. 

Delivered in the Hospital for Diseases of the Skin by 
J. F. PAYNE, M.D., F.R.O.P., 
Physician to St. Thomas’s Hospital, and to the Hospital 
for Diseases of the Skin, Blackfriars. 

Lupus erythematosus, though called by the 
same name as lupus vulgaris, is yet a very different 
thing, and presents many points of contrast. At 
one time it was customary to apply the name lupus 


erythematosus or erythematodes to cases of com¬ 
mon lupus in which the congestive element was 
very prominent, and that was the sense more espe¬ 
cially in which it was used in this country, particu¬ 
larly some years ago. But now, I think, there is 
a general agreement that the cases which are to be 
called by this name are distinct from lupus vulgaris 
and not merely a variation of that disease, although 
there is considerable difference of opinion as to 
the precise relation of the two affections called by 
the name of lupus. When first noticed, this dis¬ 
ease was described by Biett as an erythema, “ ery- 
thfcme centrifuge,” and, later on, was also spoken 
of by Mr. Erichsen as a kind of erythema. It was 
also called by Hebra seborrhcea congestiva, but 
he gave up this name in favour of that suggested 
by Cazenave of lupus erythematodes. Personally 
I think the earlier names were better than those at 
present in use, and I could wish that the name 
lupus had never been associated with this disease. 
However, that is a point on which there may be 
difference of opinion. 

Before speaking of its distinctions from the 
common lupus I shall give a general account of 
its characters. 

The two marked and important points in the 
general character of this disease are, in the first 
place, its erythematous character, the very marked 
congestion or hyperaemia of the blood vessels of 
the part, and, in the second place, that the process, 
whatever it is, always ends in some degree of de¬ 
struction of tissue, that is to say, leaves some sort 
of scar. Both are very important facts. The one 
shows, I think, that the beginning of the disease is 
very often a circulatory disturbance, but the second 
shows that there is something added to that of an 
entirely different character, and which distinguishes 
this disease from mere “ inflammatory ” conditions, 
commonly so called, such as eczema, psoriasis, or 
any similar affection, and allies it to the destruc¬ 
tive diseases, such as lupus and syphilis. We 
sometimes meet with cases of erythema which have 
a good deal of resemblance to this condition and 
last for some time, and so may give rise to confu¬ 
sion; but if there is an entire absence of tissue 
destruction or cicatrization we certainly cannot give 
the affection the name of lupus erythematosus. 

Another very important general point about this 
disease is its local distribution. Its most common 
situation, no doubt, is the face, and on the face it 


is generally situated symmetrically on both cheeks 
and on the intervening portions of the bridge of 
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the nose, so that there is produced a shape or out¬ 
line like a butterfly’s wings, a name that has there¬ 
fore been sometimes applied to it; but it does not 
by any means necessarily begin in this form. 
Generally speaking it begins on one side and 
afterwards commences separately on the other side, 
so that only by the meeting of the two separate 
patches is this particular outline produced. Al¬ 
though not necessarily symmetrical at first, however, 
it always tends to become bilaterally symmetrical. 
It is very characteristic that, having once estab¬ 
lished itself on the face in this form, or some form 
like it, it does not spread solely by direct continuity, 
but that new patches will arise at some distance 
from the nose; for instance, on both ears; either 
on the auricle itself, or in front of it, or in another 
part of the face, or again on the scalp, quite uncon¬ 
nected with the previously existing patch. This 
point is of importance, because it is not the case 
in lupus. Nobody ever saw a lupus vulgaris on 
the face which suddenly gave rise to symmetrical 
patches on both ears. Such a mode of extension 
in lupus vulgaris is, we may say, unknown, though, 
of course, that disease may be multiple, and new 
patches may arise from time to time. 

Next to the face it occurs, as I have suggested, 
on the ears and scalp, and also sometimes on the 
hands, most generally on the backs of the hands 
and fingers, although, as Dr. Radcliffe Crocker 
says, it is not quite unknown on the palms (which 
also is a point of some importance); it is also 
occasionally seen on the trunk nn A Kmbs. 

The distribution on the face is not an absolute 
characteristic of this disease. This is an extremely 
frequent distribution, for instance, of acne rosacea, 
and it is quite like the distribution also of some 
kinds of erythema. In fact this local distribution is 
e/idently caused by certain anatomical characters. 
This part of the skin having, in the first place, a 
great many sebaceous glands, and being liable, 
secondly, to flushing from various internal disturb¬ 
ances. It is a sebaceous region, and also a flushing 
region. 

The characteristic eruption, when looked at 
closely, is something as follows. From the first it 
presents itself as an affected area; there may be 
pimples or spots at the beginning; but it is usually 
a continuous area, however small. The surface 
affected is covered by greasy scales or crusts which 
are very firmly adherent, differing in that respect 
from those of psoriasis. When pulled off they 
leave sometimes a bleeding, sometimes merely a 


moist, surface, but not unbroken skin. Sometimes, 
on the other hand, in place of scales there are 
definite crusts caused by suppuration and exuda¬ 
tion; but suppuration is not common in this 
disease, although it may occur. In cases where 
the scales or crusts are less obvious there may 
be found merely a surface of red skin which 
is granular or like the surface of morocco, with 
large coarse pores, and that is sometimes an im¬ 
portant point. This appearance is not found in 
other skin diseases at all to the same degree, so that 
if seen it is very characteristic. Besides this, which 
looks like a diffuse inflammation, there is un¬ 
doubtedly a special inflammation of the sebaceous 
glands, producing sometimes pustules, sometimes 
merely dilatation of the orifices, with sebaceous 
plugs. If this goes away it leaves on the part it 
has affected, very distinct, though shallow, scars. 
Sometimes the scarring extends over a consider¬ 
able surface in the form of a white elastic cicatrix; 
sometimes it leaves small isolated, punctate scars. 
The scarring is never deep; on the other hand it 
is never absent ,—a very characteristic point. Any¬ 
thing, however, like deep ulcerative destruction, 
such as occurs in true lupus, is, I think, never seen 
in this disease. 

When it occurs on the scalp it produces a very 
characteristic appearance. There is a red patch 
with some scales, and also complete destruction of 
hair. There may be psoriasis patches on the scalp 
with thick scales, and these may be very obstinate; 
but they do not destroy the hair, although it may 
get thin. But lupus erythematosus absolutely de¬ 
stroys the hair as hardly anything else does, except 
ringworm or alopecia areata, or syphilis. The 
patches on the hands are, at first, extremely like 
chilblains, and still more, perhaps, like a certain 
kind of erythema, not usually called by this name. 
It is noticeable that sometimes in people with 
persistent lupus erythematosus in the face there 
occur transitory attacks of erythematous nodules 
on the hands. 

On the whole, therefore, the distinction of lupus 
erythematosus by its external characters from other 
diseases, is sufficiently definite. Other affections 
which produce a red scaly surface (as chronic 
eczema, or psoriasis) do not produce scarring and 
distinct loss of substance. Again, diseases which 
produce scarring or definite destruction of sub¬ 
stance (i.e., lupus vulgaris or syphilis) have special 
characters, e.g ., translucent tubercles in the one 


case, deeper ulceration in the other; while the 

Digitized byvjOO^lC 



The Clinical Journal, do.] 


DR PAYNE—LUPUS ERYTHEMATOSUS. 


[Aug. 1, 1894. 225 


course and mode of extension are different. In 
other words the destructive diseases have not the 
characters of mere diffuse scaly redness, and those 
with diffuse scaly redness have not destructive 
properties. The only cases that are sometimes 
exceedingly difficult to distinguish from this are 
certain cases of true lupus, in which there is at the 
same time a general hyperemia of the face; a 
condition that may arise from various causes. The 
characters here may be somewhat complicated and 
mixed up; but one thing you may say, namely, 
that true lupus is almost never so symmetrical as 
lupus erythematosus, and lupus erythematosus is 
nearly always symmetrical when it has lasted long 
enough. 

Pathology. 

With regard to the constitutional relations of this 
disease, it is certainly very much commoner in the 
female sex—in the proportion, probably, of quite 
three to one. It never occurs in infancy, and 
rarely in early life. Its most frequent period of 
onset is somewhere between twenty and fifty; on 
the other hand, although it seldom appears for the 
first time in old age, this is not quite unknown. 

The subjects of this disease have no special 
constitutional character so far as I know, though 
we may suppose that in general they are not 
strong. In a small number of cases, we must 
admit, there has been found the complication of 
tubercular phthisis;—in a small proportion, though 
one, perhaps, larger than is likely to be accidental; 
but, contrasting with true lupus, and why I do not 
know, one finds a much smaller proportion of 
people who come of distinctly consumptive or 
tubercular families. On the other hand, in a good 
many of the patients with this disease one finds 
one other characteristic tendency, namely, that 
either because they are dyspeptic, or the subjects 
of uterine disturbance or other internal disease, 
they have a tendency to flushing of the face, the 
same tendency as in other subjects produces 
acne rosacea. Why this tendency to flushing of 
the face should in some people lead to acne 
rosacea, and in others to lupus erythematosus, I 
am quite unable to say. Whether this disease, like 
lupus vulgaris, has any connection with tubercle is 
a vexed question. The opportunities for the his¬ 
tological examination of the condition are very few 
in consequence of its occurring chiefly on the face; 
but the results of such examinations as have been 
made have merely been to show that there is a 
destructive inflammation, of what nature it is im¬ 


possible to say. In one respect it is not at all like 
lupus, for none of the accounts I have seen have 
mentioned the occurrence of giant cells or any 
characteristic formation of tubercle, and bacilli 
have never been found. I do not regard that, 
however, as of essential importance. The most 
crucial test of a tubercular disease is the result of 
inoculating its products into animals. Numerous 
experiments of this kind have been made by 
Leloir, who found that inoculation of true lupus 
was followed by the production of tubercular 
disease, a result to which neither in his nor any 
of Koch’s experiments was there any exception; 
while, on the other hand, inosculations from several 
cases of lupus erythematosus which he examined 
were always followed by a negative result as re¬ 
gards tubercle. It may therefore, I think, be said, 
that as regards tubercle there is at present no evi¬ 
dence of any connection of this disease with it. I 
do not say absolutely and positively that there is no 
such connection, as there are a few cases in which 
it may have coincided with phthisis, but that may 
merely show that they were weakly people. The 
same class of people who would be vulnerable to the 
attacks of the tubercle bacillus in the lungs would 
also be vulnerable to the unknown cause of this 
disease. 

The pathology of the disease is therefore at pre¬ 
sent unknown. It seems to me perfectly clear 
that there are two elements in it, one the vascular 
disturbance causing hypersemia, and the other 
some unknown factor which comes in and makes 
the morbid condition permanent, and which, so far 
as we know, may be a specific cause. 

Prognosis. 


Something must also be said about the con¬ 
tinuance and prognosis of this disease. True 
lupus is a lifelong disease; and that is very nearly 
true of lupus erythematosus when it has once 
begun. There are a few cases which appear to 
undergo spontaneous cure; I have seen one or 
two. A larger number, one is justified in saying, 
have undergone the same process of recovery under 
treatment; but the majority of patients still remain 
never permanently relieved of their complaint 
either spontaneously or by medical aid. Treat¬ 
ment alleviates the condition very much, but 
rarely cures. It is, therefore, practically as much 
a lifelong disease as lupus itself. That is the 
chief fact which should govern our prognosis. On 
the other hand, I think it makes a good deal of 
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difference as regards prognosis and treatment 
whether we get the complaint in a comparatively 
early stage, when it is chiefly erythematous and 
showing circulatory disturbance, or at a late stage, 
when the destruction is very considerable. 

Treatment. 

I do not think we need spend more time specu¬ 
lating on the nature of this disease. Rather we 
may more profitably go on now to speak of the 
treatment, which, I think, is not absolutely hope¬ 
less, though exceedingly difficult. Probably every¬ 
one would admit that it is one of the most hopeless 
of the skin diseases t q treat permanently, and on 
the whole is less influenced by treatment than 
lupus vulgaris, though that may not be often ab¬ 
solutely got rid of. 

With regard to treatment, we have always to 
consider the general health. I do not consider 
that in this complaint the general state of the 
nutrition of the body has much influence upon it. 
There is an idea generally prevalent now, that, in 
the treatment of chronic diseases especially, every¬ 
thing is to be done by feeding. The principle 
has been firmly impressed upon the younger 
generation, I find, that every disease should be 
treated with an abundance of nutritious food. 
In this disease it is the state of the circulation 
rather than of nutrition which is important, and 
which may be favourably influenced. The cha¬ 
racters of the circulation in this disease are what, 
in a vague way, we may perhaps call the tendency 
to local congestion. Mr. Hutchinson has often 
noticed, and I think, truly, that a good many 
people subject to this disease, are also subject to 
chilblains, or have had them at some period or 
the other, and others who have not had chilblains 
have patches on the fingers which we have to call 
erythema, but which are very much like chilblains. 
Whatever may be the theoretical justification I do 
not know, but it is, I think, a fact that this kind of 
circulatory disturbance is very much influenced by 
quinine. I always give such patients, therefore, 
large doses of quinine, sometimes with great 
benefit, though sometimes without any. When a 
student I was at one time under a physician who 
used to treat typhoid fever with exceedingly large 
doses of quinine. Dr. Fuller used to give patients 
30 or 40 grs. of sulphate of quinine at once, fol¬ 
lowing it up with 10 grs. every hour or every two 
hours. That was before the modern antipyretics 
were known; and the effect on the febrile state 


was very marked, but it made the patients very ill. 
What I noticed about these patients was that they 
always got very pale. The effect of poisonous or 
very large doses of quinine is to produce a very 
considerable pallor of the face: probably an index 
of the cerebral anaemia which quinine is stated to 
produce. I thought, therefore, that this drug ought 
to have an effect on the sort of hyperaemia which 
is especially seen in the face, and this is, I think, 
borne out in certain kinds of erythema, and also 
in this complaint. Decidedly large doses should 
be given, at least 10 to 15 grs. of sulphate of 
quinine in the day, increasing to 30 grs., and the 
effect in some cases is most striking. The first 
result is to reduce the redness and hyperaemia; 
but that is not the only good it does, as it un¬ 
doubtedly also helps the operation of various 
kinds of local treatment. In addition to internal 
treatment by drugs it is obvious that anything 
likely to make the condition worse should be 
avoided. Any dyspepsia or other condition of the 
internal organs likely to encourage flushing of the 
face must be treated. Exposure to external irri¬ 
tation, from sun or wind, for instance, also tend to 
aggravate the condition and must be as far as 
possible avoided. 

Now, it may be objected that such large doses 
of quinine will not be tolerated. It is curious, 
however, that people with this complaint seem to 
bear quinine unusually well. Some people can 
bear quinine, while others cannot. What the pre¬ 
cise reason is I do not know, but very often one 
can tell the kind of person who is likely to exhibit 
unusual tolerance of the drug. Patients with a 
hard pulse, high arterial tension, and a tendency 
to headaches will not bear quinine; while those 
with a soft pulse and a tendency to vascular dila¬ 
tation, the opposite circulatory condition, can 
generally bear it well. That is the case with the 
lupus erythematosus patients; they are mostly 
tolerant of quinine. If it only produces a mode¬ 
rate degree of dnchonism, some deafness and buzz¬ 
ing in the ears, it is best not to stop its administra¬ 
tion—of course, however, the symptoms may be 
such that the drug has to be stopped. Neverthe¬ 
less, it is astonishing how much they can bear. 

The next factor in the treatment is, I think, the 
control of the local circulation , which is evidently 
defective. And the best way of reducing local 
hyperaemia of any kind is the traditional treatment 
by lead salts, than which nothing has a greater 
effect. External cold is obviously not very suit- 
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able for the face, as you can only apply it for a 
short time, and when removed the reaction pro¬ 
duces more hyperaemia than before. That is not 
the case with lead lotion, especially when com¬ 
bined with glycerine. One reason for combining 
it with glycerine is that glycerine seems to make 
the scaliness of the skin less conspicuous. The 
common lead lotion, with one drachm of glycerine 
to the ounce, is enough. If that produces smart¬ 
ing, it must be diluted to one-half, or even less. 
An astringent effect is also produced by collodion 
—the common contractile, not the flexile collo¬ 
dion. It has been stated that the effect of medi¬ 
cated collodion (of which I am going to speak) is 
merely the effect of the collodion itself, but I have 
tried one part with simple, and another with medi¬ 
cated collodion, and found the latter much more 
efficacious. 

If we treat the patient internally and externally 
with these means of controlling the circulation the 
affection will, in most cases, be found much less 
severe than formerly; the redness is reduced and 
the condition improved, but this is not enough. 

In addition, a number of things have been 
recommended as specifics or having a definite 
action— e.g ., mercurial ointment or plaster put on 
at night has been highly spoken of by some. Tar, 
in various forms (coal or wood tar), pyrogallic 
acid and salicylic acid, have also been employed. 
These are, in fact, the applications that are used 
in chronic scaly inflammations of all kinds in the 
skin, such as chronic dry eczema, etc. Chryso- 
phanic acid has even been used in lupus erythe- 
matoides, but its action is very irritating. These 
things are often undoubtedly found to have an 
effect; it is difficult to say which has the most. 
The most powerful of these specific remedies is, 
I think, salicylic add, and collodion is, on the 
whole, the best vehicle for it. Collodion, with 
30 grs. of salicylic acid to the ounce, painted 
on, has a very good effect on the hyperaemia, and 
causes the skin to peel off; but in some cases it is 
too irritating. 

Besides this milder treatment a much more 
severe and destructive treatment has been adopted. 
But before speaking of this I want to mention one 
thing which is characteristic of this disease more 
than any other, namely, that all active treatment 
of any kind has this special danger: that if it does 
effect precisely what is wanted and sets up more 
inflammation, it undoubtedly aggravates the disease. 
There is no disease in which we have to be so 


careful to avoid irritation, because the secondary 
or remote irritation produced by your remedy may 
be productive of more harm than the remedy itself 
does good. The great problem is, therefore, to 
apply some destructive treatment with as little as 
possible of accompanying inflammation. I may 
say also that I think one great benefit of the in¬ 
ternal treatment by quinine and external by lead 
lotion is that it reduces the accompanying inflam¬ 
mation produced by other remedies to a minimum. 
Of the more or less destructive remedies I think 
on the whole the simplest and least irritating is the 
so-called alkali treatment adopted at Vienna. They 
always used to employ there soft soap, either alone 
or in alcoholic solution. This is to be rubbed 
firmly over the part until the scales are removed 
and a moist and generally bleeding surface is left. 
You may produce the same effect, and, I think, 
in some respects better, by painting on liquor 
potassae diluted with an equal quantity of water. 
TJie soap treatment is to be used obviously by the 
patient himself; the other is used by the doctor 
at the time of the visit. In either case, however, 
you get rid of the scales and leave a surface which 
is moist and sometimes bleeding. If that is at 
once treated with certain applications there is 
sometimes a very good result. Lead lotion or 
ointment may be employed for reducing the in¬ 
flammation, or what is, I think, sometimes more 
effective, iodoform. An immense deal of good is 
sometimes done by going on systematically with 
this treatment, rubbing off the scales with soft soap 
and alkalies, and then treating by iodoform, lead 
astringents, or some other means. There are slight 
cases which may be entirely got rid of in this way. 
The difficulty is to prevent the occurrence of too 
much inflammation. As the skin gets more healthy, 
dried up, and scaly, we can proceed to more pene¬ 
trating local remedies, such as tar, etc. 

All these methods will, however, sometimes fail, 
and the next question is whether caustics are to be 
used. Caustics may be used freely in certain cases; 
it depends on whether they produce much inflam¬ 
mation or not. If they do, it is to be avoided. 

The best plan is to apply the caustic to a small 
portion only of the affected area at one time. The 
best, I think, is the acid nitrate of mercury, but 
solid chloride of zinc, or solid nitrate of silver may 
be useful. This caustic treatment must be stopped 
at once if it produce any great flushing or redness, 
in which case it is certain to make things worse. 

The difficulty of all these methods of treatment 
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has led finally to the adoption of surgical pro¬ 
cedure. In a good many cases good is no doubt 
done by scraping in the manner adopted in lupus 
vulgaris. But it is by no means so successful as 
in that disease, and this appears to be for two 
reasons. One is that, although the condition may 
be removed for a time, it recurs sometimes with 
extraordinary rapidity. It is really wonderful how, 
when the surface appears to have been completely 
destroyed by mechanical scraping and is well 
healed, in a short time the affection comes on 
again exactly as before,—why I do not think anyone 
knows. On the other hand, if the scraping and 
destruction have gone very deep indeed, there is 
a deep and ugly scar, probably causing more dis¬ 
figurement than the original disease. You are 
therefore between two difficulties. Some surgeons, 
however, have used scraping with advantage. 
More extended use has been made of another 
method of surgical treatment, namely, by multiple 
puncture or multiple scarification. Puncture con¬ 
sists, of course, in stabbing the original part all 
over with a lancet or the point of a small knife, 
and so allowing of a great deal of bleeding. No 
doubt that very much relieves this affection, but it 
is very likely to recur, and the amount of inflam¬ 
mation produced is sometimes very great and inju¬ 
rious. On the other hand there is also the method 
of multiple scarification, which is also sometimes 
exceedingly useful. It is done either over a por¬ 
tion of the surface and without an anaesthetic, or 
over the whole surface at once, in which case 
anaesthetics are almost necessary. The partial 
and gradual form of applying it I have found 
useful in small patches, and it sometimes results 
in the removal of the disease. I have also referred 
certain bad cases to my surgical colleagues, who 
have given anaesthetics and made a complete 
scarification in some cases with satisfactory re¬ 
sults; but after removal the affection has some¬ 
times come back on exactly the same spot. When 
scarification is performed the lines of section 
should be as close as possible, as should also 
be the others crossing them, so as to produce the 
appearance of “cross-hatching” in an old line 
engraving. In that way all the vessels are cut in 
both directions, and the vascular supply cut off. 
My impression is that the best thing is to rub in 
iodoform to all the cuts thus made. I do not 
know whether surgeons have ever excised the 
affected skin completely as is done in the case of 
lupus vulgaris, but 1 should be quite prepared to 


hear it is sometimes successfully done, and a new 
surface procured by skin grafting. 

The methods of treatment I have before spoken 
of were found useful in a certain number of cases, 
but some are most obstinate and not apparently 
amenable to treatment. For instance, I had two 
women shown at the Dermatological Society to 
whom were given large doses of quinine internally, 
and salicylic collodion as a local application. At 
that time they were entirely free from the disease, 
although they had had it for several years, during 
which they had been under treatment. In one of 
them it recurred, but it was kept in check with 
as satisfactory a result as most of those treated 
surgically; the other I have not heard of since. 

Another case was that of a lady, aet. 41, who 
had had this condition on the face, cheeks, nose 
and ears, and also a very considerable patch on 
the scalp. I treated the places on the cheeks 
locally by various means, including scarification, 
and they seemed to improve, at the same time 
giving large doses of quinine, and was prepared 
for a prolonged treatment. After this had been 
continued for some time, I found that the places 
not treated locally were getting well as fast as 
those which had been so treated. At the end of 
three months the eruption had gone completely, 
and since then has not recurred. Being myself of 
a sceptical temperament, I do not say it was not 
one of those cases which appear every now and 
again, in which spontaneous recovery takes place. 
The recovery, however, was gradual, and it began 
immediately she was well under the influence of 
the quinine, 10 grs. of the sulphate being given 
three times a day. She complained only of a little 
headache. 

Another case I had lately was in some respects 
the worst I ever saw, the whole of the cheeks 
being covered with the eruption. It was suppu¬ 
rating very much, and covered with thick yellow 
crusts. The patient was the wife of a publican, 
and there was no doubt that she took a good deal 
of alcohol. Directly she was given large doses of 
quinine her face, which was of a bright red colour, 
got comparatively pale. I gave her the soft soap 
lotion—spiritus saponatm (soft soap, 2 parts; rec¬ 
tified spirits, 1 part), and made her rub it in. I 
treated her also with liquor potassae, and it became 
smoother and smoother, so that a large part be¬ 
came quite good, healthy skin. Some parts were 
uncured, however, and I do not know whether the 
patient had sufficient perseverance tp follow out 
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the system thoroughly. The difference was, how¬ 
ever, very striking. Whereas, before she could 
not go out anywhere, her appearance was so start¬ 
ling, she had latterly only a certain amount of 
roughness and scaliness. 

I think in all these cases the quinine had great 
effect. On the other hand, I had a patient lately, 
a girl of 25, from the country, who was sent to 
St. Thomas’s Hospital, and had been scraped 
thoroughly two or three times. This had com¬ 
pletely cured certain parts of the eruption, a deep 
scar being left, while in other places it returned 
without the slightest difference. In that case 
quinine and other treatment produced nothing 
more than an alleviation, so that it was, un¬ 
doubtedly, a case of comparative failure. I can¬ 
not say, therefore, that the quinine treatment is an 
absolute success, but it certainly has succeeded in 
a considerable number of cases. I always think, 
therefore, that the best thing to do is to begin 
with this; and if the quinine, after some weeks or 
more, does not produce any effect, it is clear the 
condition has got beyond merely functional treat¬ 
ment. It seems probable that at first there are 
certain changes in the circulation, but that after¬ 
wards there come in other factors, independent of 
that probably, and over these quinine has no control. 

I do not know that much good has been 
obtained by giving such patients cod-liver oil and 
similar treatment, as if they were tubercular. Of 
course, if it should happen that they have any 
other tubercular signs one would naturally resort 
to such remedies. In any case, the treatment of 
this puzzling disease is one of the hardest problems 
of dermatology. 


*0n the Value of Bursal Enlarge¬ 
ments as Indications of 
Incipient Tubercular Arthritis. 

By D’AROY POWER, 

M.A., M.B. Oxon., F.R.O.S. Eng., 

Surgeon to the Victoria Hospital for Children, Chelsea ; 
Demonstrator of Surgery at St. Bartholomew’s Hospital. 


I have recently had under my care several cases 
of enlarged bursae in the neighbourhood of the 
hip-joint in children. There was nothing to in- 

• Read in part before the Section of Diseases ol Children 
at the Bristol Meeting of the British Medical Association. 


dicate that the joint was affected at the time I 
first saw the patients. They did not limp, they 
did not complain of pain, there was no muscular 
fixation, and the head of the bone moved freely 
in the acetabulum. I did not pay much attention 
to them in the earlier cases, but it has recently 
been brought home to me that such passive en¬ 
largements of bursae are often of very serious im¬ 
port, and are of great diagnostic value, for they 
are frequently the first indication of tubercular 
mischief, occurring in a patient who, otherwise, 
appears sound. The tubercular trouble thus start¬ 
ing in the bursa, will spread rapidly to the joint 
unless care be taken to prevent it. The joint may 
be affected by the direct spread of tubercular in¬ 
flammation from the bursa, as by the bursting of 
an abscess into its cavity, but this extension does 
not happen if ordinary care be taken. The second 
method is more insidious, but, at the same time, 
the more frequent. The child is on the verge of 
tubercle, for the bacillus has located itself in a 
single bursa and there causes a passive effusion. 
This lodgment the tubercle bacillus has been able 
to effect owing to some slight injury to which 
the bursa has been subjected leading to a di¬ 
minished resistance on the part of the tissues. The 
congestion produced in the neighbourhood by the 
inflammation of the bursa is sufficient to enable 
the tubercle bacillus to effect a farther lodgment, 
and thus an arthritis is started. The newer patho¬ 
logy would explain the sequence of events in a 
somewhat different manner. Thus, the conges¬ 
tion leads to increased multiplication of the tubercle 
bacilli, and increased multiplication means increased 
invasion of the affected tissues by the various 
forms of leucocytes attracted owing to their che- 
miotaxic properties by the bacilli. The destruc¬ 
tion of phagocytic leucocytes which then takes 
place give rise to the caseating masses which we 
know as tubercle. These masses are destructive 
to the functions of the joint in which they are 
formed, and, if they become septic, are even 
inimical to life itself. 

The following patients who have been under 
treatment at the Victoria Hospital for Children 
during the present year will illustrate the main 
features of these interesting cases. I must here 
thank my colleagues, Mr. Pick and Mr. Water- 
house, for the readiness with which they each gave 
me permission to use the notes of a case which 
had come under their observation. 

Case 1.—A delicate girl, aged 4 years, who had 
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suffered from superficial keratitis, was admitted 
under my care into Victoria Hospital, on June 
4th. Her left buttock was noticed to be swollen 
eight days previously. She walked well, but could 
not sit with comfort. It was found on examination 
that the left buttock distinctly fluctuated, and that 
the swelling extended from the crest of the ilium 
to three or four inches below the great trochanter. 
An incision was made into it, and eight ounces of 
shreddy pus were let out. It was clear when a 
finger was put into the cavity that the abscess had 
been formed in the multilocular bursa situated be¬ 
tween the glutaeus maximus and the great trochanter. 
The abscess wall was thoroughly scraped away, 
the cavity was washed out with boracic lotion, and 
the wound closed with horsehair sutures. It healed 
by first intention, the child went home cured, and 
she has remained well ever since. 

Case 2.—A girl, aged 6 years, was admitted into 
the Victoria Hospital under the care of Mr. Pick. 
She began to halt on the left leg five weeks before 
admission. She had a large fluid swelling behind 
the left hip. The joint was freely movable, and 
did not appear to Mr. Pick to be in any way af¬ 
fected, as there was neither shortening, flexion, nor 
abduction of the limb. An incision behind the 
great trochanter allowed of the removal of much 
caseous material. The cavity which then remained 
extended beneath the glutaeus maximus as far as 
the finger could reach. It had no connection 
either with the hip-joint or with the bone. The 
wound remained open for some time, but the child 
was kept at rest and with an extension apparatus. 
She was discharged six weeks later in a plaster of 
Paris case, and with a patten on the sound foot. 

Case 3.—A girl, aged 1 year, was admitted to 
the hospital, under my care, with a fluid swelling 
about the size of a hen’s egg situated over the 
great trochanter. The movements of the hip were 
absolutely unimpaired, but the child was ill and 
had digestive troubles. An incision was made into 
the swelling, and three ounces of yellowish red pus 
were let out. It was again clear, when the finger 
was introduced into the cavity, that the abscess 
had been formed in the bursa. Three weeks later 
the wound had almost healed, but the thigh was 
flexed at the hip and there was much lordosis. An 
extending weight of a pound was attached to the 
leg. Three days later the child’s condition had 
greatly improved both generally and locally. She 
had regained her appetite, the leg was straight, 
and she had no lordosis. Six weeks later her usual 


posture in bed was on her back kicking both legs 
freely in the air. She was therefore sent home as 
cured. It is obvious that this child just escaped 
an attack of tubercular arthritis. 

Case 4.—A boy, aged 4J years was admitted 
into the hospital, under the care of Mr. Water- 
house, on account of an enlarged patellar bursa. 
The knee appeared to be unaffected. The bursa 
was dissected out, and was found to be the seat of 
tubercular disease. Primary union of the wound 
took place at every part except where a small 
drainage tube had been inserted, and there a sinus 
formed. The knee became affected with pulpy 
degeneration, and six weeks later it was found to 
need excision. On opening the joint for this pur¬ 
pose the synovial membrane was seen to be in¬ 
vaded everywhere by tubercular granulation tissue. 
There was no disease either of the cartilages or of 
the bones. A continuous tract of tubercular tissue, 
however, could be traced from the old scar at the 
side of the prepatellar bursa to a spot in the syno¬ 
vial membrane of the knee, just above the patella, 
where the tubercular material had undergone 
caseation. This case differs therefore from the 
preceding ones in the fact that the joint became 
affected by direct extension from a tubercular 
focus. 

Case 5.—I was asked to see a boy of 17, em¬ 
ployed as a gardener in a healthy village, who had 
developed a painless fluid swelling in the situation 
of the bursa over the great trochanter. He evinced 
an unconquerable aversion to leaving home, or to 
any form of treatment by rest. He continued his 
occupation from the time I saw him in March 
until the end of July. His hip then became af¬ 
fected with acute arthritis, and in two months he 
was dead of general tuberculosis. 

The following cases relating to joints other than 
the hip were reported by me some years since at 
the Pathological Society of London.* It is in¬ 
teresting to compare them with the cases just re¬ 
corded, for they seem to be instances of exactly 
similar disease, and they mark the advance surgery 
has made within a comparatively short time. In 
the earlier series the results were in every case disas¬ 
trous, whilst in the series recorded above death only 
took place in a single instance, and that was where, 
owing to the lad’s obstinacy, nothing could be 
done to help him. It must be borne in mind, 
however, in comparing these results, that the fol¬ 
lowing cases came under my notice whilst I was 
* Trans. Path. Soc., vols. xxxvi., xxxviii. 


Digitized by 


Google 




The Clinical Journal, &o.] MR. D’ARCY POWER—BURSAL ENLARGEMENTS. 


[Aug. 1,1894. 231 


acting as curator of the museum at St. Bartholo¬ 
mew’s Hospital, and that I should, therefore, only 
see the very worst cases. They are of sufficient 
interest, however, to warrant their reproduction here. 

Case 6.—A girl, aged 22 years, was admitted 
into the Mildmay Park Hospital, and I am in¬ 
debted to my friend Dr. Langton Hewer for the 
notes of her case. Four years before her admis¬ 
sion to the hospital she was said to have had a 
housemaid’s knee, for which she was treated by 
blisters and a plaster of Paris bandage. Eight 
months later she fell and injured her knee. The 
injury appears to have set up an inflammation of 
the joint, for she suffered greatly, and was left with 
a stiff knee which was always painful after pro¬ 
longed use. On admission to the Cottage Hospi¬ 
tal at Mildmay Park, the knee was slightly flexed, 
and hardly any movement could be obtained. All 
attempts to alter the position of the knee were 
attended with much pain. The knee was shape¬ 
less, and was slightly larger than its fellow. The 
superficial veins were enlarged. There was a 
fluctuating swelling on the inner side of the leg, 
commencing at a point two inches below the inner 
condyle and extending downwards for six inches* 
This swelling, the patient said, had lasted for about 
six weeks and was getting larger. The skin over 
it was normal. No communication could be de¬ 
tected between the swelling and the knee-joint. 
The swelling was punctured, and three ounces of 
puriform and viscid fluid escaped. Three weeks 
later the swelling was again punctured and an 
ounce of very viscid fluid was, with difficulty, re¬ 
moved. The leg was amputated, and subsequent 
dissection showed appearances characteristic of 
tubercular arthritis in an advanced condition. The 
swelling in the calf was caused by an enlargement 
of the bursa which normally exists beneath the 
semi-membranosus muscle, and which, in this in¬ 
stance may have communicated with the knee- 
joint. 

Case 7.—A man, aged 41, a valet by occupa¬ 
tion, was admitted into St. Bartholomew’s Hospital 
with a large and fluctuating but painless swelling 
upon the inner side of his right knee. The swelling 
had been noticed for six weeks, and was at first 
confined to the calf of his leg, but subsequently 
extended upwards to his knee. The patient was 
certain that he had never received any injury over 
the seat of the enlargement, and he stated that the 
tumour attained its maximum size two or three 
days after he first noticed it. Six ounces of clear 


synovial fluid were drawn off, and shortly afterwards 
the patient was discharged. He was re-admitted 
three months later, saying that the cyst began to 
fill again about a week after he had left the hospital. 
The right leg, measured over the swelling, was now 
3J inches larger than the left, and there were two 
fluctuating tumours on the inner side of the knee, 
each being about the size of half an orange, and 
communicating with its fellow. The swelling was 
again aspirated, and four ounces of synovial fluid, 
containing flakes of mucus, were removed. Four 
months later, after having been re-admitted and 
discharged in the interval, the patient again entered 
the hospital with all the symptoms of general tuber¬ 
culosis. The right knee-joint was then swollen 
but painless. There was a large fluctuating tumour 
over the lower and inner side of the knee, which, 
as before, communicated with a second swelling 
near the upper and front part of the joint. Six 
weeks later, or ten months after the first appearance 
of the cyst, the man died of tubercular phthisis. 

Upon making a dissection of this joint, after the 
post-mortem examination, an irregular cystic swell¬ 
ing was found containing serous fluid, in which 
floated a large number of melon-seed bodies. It 
lay immediately beneath the skin, upon the inner 
side of the joint, and occupied, in part, the posi¬ 
tion of the bursa between the enlargement of 
the bursa lying beneath the insertion of the 
sartorius, as well as of that beneath the popliteus 
muscle. The knee-joint contained no excess of 
fluid. The cartilages were everywhere natural, but 
the ligaments were much frayed and softened, and 
the semi-lunar cartilages were worn away. The 
synovial membrane was thickened, and its fringes 
were enlarged into irregular outgrowths, which 
presented, microscopically, all the appearances of 
tubercular disease. 

Case 8.—A sieve-maker, aged 45, was admitted 
into St. Bartholomew’s Hospital on account of a 
swelling on the inner side of the calf of his left leg. 
He had first noticed the swelling under his knee 
three weeks previously, when it was about the size 
of a small egg. Four days later it had extended 
until it reached the middle of his leg. There was 
no evidence of any disease in the joint. The 
swelling was laid open with a scalpel, and about 
five ounces of synovial fluid escaped. The wound 
was dressed with antiseptic gauze, the limb being 
kept at rest by means of a back splint, and the 
patient was discharged as soon as the wound was 
healed. Sixteen months later he was re-admitted 
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with his knee in a state of acute arthritis. He 
stated that the joint began to swell and became 
painful six months after the tumour had been laid 
open, and that he had been wearing a back splint 
from time to time. His condition, on admission, 
was found to be one of agonising pain, increased 
on the slightest movement of the limb, or even by 
inadvertently shaking the bed. The thigh was 
amputated, and the patient made an excellent 
recovery. An examination of the joint showed it 
to be in a state of acute arthritis of tubercular 
origin. A large cyst, filled with blood-stained 
fluid, was found at the back of the joint, in com¬ 
munication with the bursa, lying between the inner 
head of the gastrocnemius and the semi-membra- 
nosus muscles, and thence by a narrow passage 
with the knee-joint. The shrivelled remains of 
the cyst, which was first tapped, were found as a 
narrow canal, an inch and a half in length, lying 
along the inner border of the gastrocnemius muscle. 
In this case the symptoms of joint-disease did not 
manifest themselves until six months after the 
tapping of the first cyst, and at a period coincident 
with the appearance of the second swelling. 

Case 9.—A porter in the General Post Office, 
aged 34, was admitted into St. Bartholomew’s 
Hospital on account of a painless swelling in the 
neighbourhood of the elbow-joint. The swelling 
was oval in outline, and was situated immediately 
above the internal condyle. It had been observed 
for two years and a half, and was diagnosed by 
Mr. Morrant Baker, under whose care the patient 
was, as a cyst in connection with the joint. The 
swelling was tapped, but it rapidly re-appeared, and 
for a long time afterwards it hardly underwent any 
change. It was noted at the time of tapping that 
there were no obvious signs of joint disease, though 
the forearm could be neither completely flexed nor 
extended. Twenty months later the patient was 
re-admitted to the hospital with a large abscess 
occupying the site of the cyst. This was allowed 
to burst spontaneously, and it was then washed out 
and drained, but the patient gradually lost ground 
until amputation was performed, after which he 
made a good recovery. A dissection of the 
specimen showed that the capsule of the joint 
was distended on both its anterior and posterior 
surfaces, and was much thickened by chronic in¬ 
flammation, whilst the synovial cavity was placed 
in connection with the exterior by two sinuses. 
This case may have been one of hydrops articuli, 
but from the very slow course it ran and because 
the swelling was limited to the inner side of the 
joint, I am inclined to think it began in the bursa 
beneath the triceps, rather than in the synovial 
membrane of the elbow. 

It may be fairly said, that if so many cases have 
come under the observation of a single surgeon in 
a comparatively short time, they cannot be of 
infrequent occurrence. It may be so, but although 


the passive enlargement of bursae is incidentally 
mentioned in most text-books of surgery, I have 
never seen much stress laid upon it from a 
diagnostic standpoint, yet it is evidently of con¬ 
siderable importance both in diagnosis and in 
prognosis. In diagnosis, because effective treat¬ 
ment should be adopted at once; in prognosis, 
because it is clear that unless great care be taken 
the worst results are to be apprehended. The 
treatment to be adopted is that given in the 
successful cases, and it follows directly from the 
pathology. If the passive effusion into the bursa 
be seen before suppuration has occurred, the fluid 
should be let out by means of an incision rather 
than by aspiration. Why, we know not, but we 
do know that in such passive effusions due to 
tubercle, and notably in tubercular peritonitis with 
simple effusion, a cure more often follows after a 
free incision than after a puncture, even though 
the wound heal by first intention. If suppuration 
have occurred the abscess must be opened, 
scraped, thoroughly cleansed, and every effort 
must be made to get it to heal at once. Union 
by first intention is of vital importance in these 
cases, for if it can be secured the patient will in 
all probability escape further trouble. 

Suitable precautions are to be taken at the same 
time to secure physiological rest for the joint, 
whilst the general hygiene of the patient must be 
improved; for it should never be forgotten that 
when the bursae are enlarged in this manner, the 
patient has already passed the threshold of tuber¬ 
cular disease. If the wound fail to heal by first 
intention there is danger lest the slight increase of 
inflammation so produced may hasten the tuber¬ 
cular process, and thus the operation will have 
done more harm than good. It is, perhaps, better 
for this reason not to insert a drainage tube but 
to close the wound in its whole extent. 

I do not know whether such cases are common 
in the practice of others, and I have read this 
account to you for the purpose of eliciting the 
opinions of those surgeons whose experience is 
greater than mine. Rare cases often occur in 
sequences so that the experience of an individual 
may be fallacious when it is taken as the test of a 
rule. It happens on the other hand, that, with 
the spread of surgical knowledge amongst the 
laity, children are brought earlier to the prac¬ 
titioner, and one does not so often see those 
disastrous results of neglected joint disease which 
were not infrequent even ten or twelve years ago. 
It may be, too, that as one’s experience becomes 
more extensive trivial points are noted with greater 
care. Be this as it may, however, the facts 
remain, and the cases form an interesting and an 
instructive series. 


Furunculosis. —Spray with carbolic solution 2 
per cent.— (Pirondi, Med. Rec .) 
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Gentlemen, —The subject I have chosen for 
my lecture to-day is one which is comparatively 
simple, and requires perhaps not very much thought 
to grasp it, but it is one of considerable practical 
importance; it is the recognition of conditions 
which give rise to enlargement of the liver. If I 
were to follow out the whole of that topic it would 
take certainly more than one lecture, because, as 
you are well aware, there are so many conditions 
that cause the liver to enlarge. I do not, there¬ 
fore, propose to enter into the consideration of the 
majority of them; but as it happens that there are 
at present, or recently have been, in my wards 
certain interesting examples of this class, I shall 
select two cases in which the cause of the disease 
can be traced,—cases which, moreover, illustrate 
important points in diagnosis. But before I quote 
them I shall make a few general observations 
upon this somewhat trite subject. 

Amongst the conditions which give rise to 
abdominal intumescence—a term which one uses 
to imply general distension from tumours or other 
causes, in contradistinction to a localized swelling, 
—an enlarged liver, I suppose, takes one of the 
foremost places. The normal size and position 
of this organ, and the direction in which it must 
of necessity grow, since the extent to which the 
diaphragm can be stretched in an upward direction 
is limited, renders it inevitable that an inordinate 
increase in its size will be manifested by an 
increase in the abdominal girth and an alteration 
in the form of that part of the body. One of the 
earliest symptoms, therefore, of which the patient 
is sensible is a tendency to embonpoint , which he 
detects by the fact that his clothes are getting 
rather tight upon him. Yet it may not be that 
this effect will be produced to such an extent as 
to cause discomfort until the organ has attained 
Vol. IV., No. 15 . 


very considerable dimensions; and I have no 
doubt you have often been surprised in taking the 
clinical histories of cases to find that individuals 
can have remained so long in ignorance of this 
remarkable deviation from the normal. There is 
no doubt that the great majority of patients coming 
to us with enlarged livers have had that condition 
for a long time, although their attention has not 
been drawn to it by any particular symptom until, 
perhaps, within a few weeks of coming under our 
notice. This is a matter of common observation 
and practice,—that enlargement of the liver does 
not come under medical observation until it has 
attained a degree which is plain and obvious. 

There are other symptoms associated with the 
discomfort arising from the mere size of the organ 
that may direct attention to the trouble. Thus 
the patient may experience a sense of weight as 
well as fulness in the right hypochondriac region ; 
and in some cases, dependent upon the causes of 
the enlargement, there may be actual pain. It 
might be possible to classify different forms of 
enlargement of the liver into two groups,—those 
which are painful, and those which are painless. 
If that were done in a series of cases it would be 
found, I think, that the painless varieties would 
form the vast majority. Pain is not a symptom of 
enlargement of the liver, from almost any cause, 
I was about to say; it is more a symptom of 
inflammation. When the enlargement is due to 
some inflammatory change, for example, an abscess 
in the liver, or some inflammation over a rapidly 
growing cancer of the liver, then there is pain, but 
in the vast majority of cases of enlargement of the 
liver, from whatever cause, pain is not present. 

Again, on account of the interference with the 
diaphragm the breathing may be affected, so that 
it becomes short; while in other cases the super¬ 
vention of jaundice may be the first indication 
that the liver is concerned in the production of 
these symptoms. Similarly the occurrence of 
ascites, which adds to the general abdominal en¬ 
largement and discomfort, may be the event which 
determines the seeking of medical aid, and it points 
to a difficulty in the hepatic portal circulation due 
to disease. 

The explanation of this undoubted fact that we 
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seldom see cases of enlargement of the liver in 
their earlier stages, and so are unable to watch 
their progress and the gradual increase in the 
organ, must be found in the insidious and gradual 
manner in which the change takes place, the 
slight degree, if any, of general deterioration in 
health which so often accompanies it, and the 
absence of pain or discomfort, or any evidence of 
the liver being at fault. 

The diagnosis of enlargement of the liver is not, 
as a rule, a matter of difficulty. Where difficulties 
are met with at all it is when there is enlargement 
of some organ adjacent to the liver, or some growth 
which is spreading from a part or tissue in the 
neighbourhood, that simulates enlargement of the 
liver itself: so that the first question we ask our¬ 
selves when confronted with a case presenting 
symptoms of increasing fulness in the abdomen 
generally, and the hypochondrium specially, which 
on palpation reveals a distinct and solid swelling 
in that region, is whether that swelling is due to 
the liver or not. As for abdominal palpation, I 
may remind you that, simple as this means of 
physical examination is, it can be performed in a 
right way and a wrong way. It is wrong in pal¬ 
pating the abdomen to do so with the tips of the 
fingers merely, holding them more or less vertical 
to the abdominal surface. By doing it in that way 
you may be utterly at fault. The proper method 
of palpation is to lay the palm of the hand upon 
the surface of the abdomen and gently to press 
the tips of the fingers upon the underlying organ. 
In that way you feel the whole of the resisting 
surface, and are able by means of the fingers to 
detect its outline with accuracy. There are, of 
course, difficulties in abdominal palpation which 
do not depend upon the method employed, but 
upon the condition of the walls of the abdomen, 
such as rigidity of the muscles or the large amount 
of adipose tissue in the walls; but otherwise 
abdominal palpation is not at all a difficult matter. 

The first thing, then, which enables the observer 
to distinguish by palpation between an organ near 
the liver which is in a state of disease and the 
liver itself, is that the liver moves with respiration. 
When the tumour is due to an enlarged kidney 
the respiratory movements have no direct influence 
on it. Again, when the swelling is due to a 
tumour springing from the intestine, stomach, or 
omentum, respiration has no appreciable effect upon 
its position. But in most cases of hepatic enlarge¬ 
ment or hepatic tumour every inspiration, every 


descent of the diaphragm, is accompanied by a 
distinct fall of the tumour. Thus, in people who 
are extremely emaciated, one can sometimes see 
the whole organ move down bodily. Although 
this is a very important diagnostic sign, it is not 
always present, and conditions in which it is absent 
may readily be imagined. When the diaphragm 
is so interfered with by upward enlargement or by 
inflammatory change, as, for instance, in a case of 
abscess, or hydatid cyst, or something which im¬ 
pairs the descent of the diaphragm, we lose the 
value of this mobility as a sign. 

There are not many conditions, so far as I know, 
which we are in the habit of meeting with in the 
region of the liver, that can possibly be mistaken 
for its enlargement. The most important, I think, 
are simple enlargement of the kidney—which may 
be solid or cystic—and faecal accumulations in the 
transverse colon. A great many more will be found 
enumerated in books; but I fancy that in practice 
you will not run much risk of confounding them 
with enlarged liver. The points I have mentioned 
are almost sufficient to distinguish between these 
conditions. As regards faecal tumour, it is a 
cardinal point prior to an examination of the 
abdomen, that we should take care that the 
intestines have been freely evacuated; and if one 
is at all in doubt as to whether a tumour is faecal or 
not, one proceeds to give large enemata in order 
to be quite sure that the large intestine is clear. 

But apart from conditions of other organs 
simulating hepatic enlargement, there are con¬ 
ditions of the liver itself, where the organ, not 
being enlarged yet, occupies such a position that a 
cursory examination may lead one to believe that 
it really is enlarged; I refer to displacement of 
the liver simulating its enlargement from the organ 
being depressed into the abdomen, or compressed 
so that it becomes misshapen. The liver may be 
pushed down by pleural effusion; in which case, 
of course, the pleural effusion being of such extent 
as to effect this displacement, and to simulate 
enlargement of the liver, the diagnosis of the 
condition is very easily made. I need only 
remind you of the general fulness and immobility 
of that side of the chest, the displacement of the 
heart to the left, the absolute dulness over the 
affected side, the absence of vocal fremitus, etc. 
Or the liver may be depressed by emphysema— 
the recognition of which is equally clear. 

Again, there may be an abscess beneath the 
diaphragm pushing down the sliver, a large 
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collection of pus forming what is called a 
subphrenic or subdiaphragmatic abscess. Or 
the liver may be squeezed by tight lacing, so 
that a great part of it comes below the ribs. In 
the course of my experience as pathologist here, I 
met with several cases of deformity ascribable to 
tight lacing—all in females. In more than one of 
them the liver was quite constricted, so that where 
this occurred there was hardly any liver tissue, but 
merely a band of fibrous tissue, with liver tissue 
below it. The Germans have actually given a 
special name to this variety of deformed liver, the 
“ Schnurrleber ,” the liver which has been cut in 
half. More than once the portion of liver so 
detached from the rest of the organ has been 
removed by a surgeon, the first diagnosis being 
that it was an abdominal tumour. One has, 
therefore, to be sure that it is liver that is 
projecting below the ribs; and it is sometimes 
impossible to be certain that it is not a mere 
simulation of enlargement, the liver being really 
depressed or deformed. 

Having arrived at the conclusion that the case 
is one of actual enlargement of the liver, which is 
further confirmed by percussion—noticing that the 
percussion dulness over the tumour in the abdomen 
extends uniformly over the region of the hepatic 
area in the chest, we have to ask ourselves, What 
form of enlargement is it? Now it is possible to 
classify these diseases of the liver in various ways. 
We may classify them according to their rate of 
growth, or according as they are accompanied by 
pain, or jaundice, or ascites; but there is no 
classification which is more simple or of more 
practical use than that so well brought out by 
Dr. Murchison in his well-known work, a work 
which I may remind you was founded entirely 
upon his clinical observations in this hospital. 
That classification was into uniform enlargements 
and irregular enlargements. Now the uniform 
enlargements of the liver constitute the majority. 
In the adult the liver cannot be felt below the 
costal arch in the nipple line; it is felt below the 
xiphoid in the middle line; but if it project 
below the costal arch in the nipple line, and the 
dulness remain at the normal level above, you 
know it to be enlarged. These uniform enlarge¬ 
ments vary then from a degree in which the 
organ is simply two or three fingers’ breadth 
below the costal arch to one in which the organ 
will occupy three-fourths of the abdominal cavity, 
extending right down to the iliac crest. 


The more common forms of uniform enlargement 
are those connected with the circulatory system. Of 
course a comparatively small deviation from the 
normal size of the vessels in the liver must lead to 
a considerable change in the organ as a whole, 
considering how very vascular an organ it is; and 
so we are not surprised that in cases of mitral 
disease the liver is almost invariably enlarged and’ 
1 a condition of chronic venous congestion, 
although that enlargement is not accompanied by 
any overgrowth in the liver substance itself— 
indeed it is accompanied by atrophy—the enlarge¬ 
ment being due to the enormous dilatation of all 
the hepatic venules, so that there is a large, hard 
liver with thick margin—the liver so familiar to us 
clinically and pathologically as the cyanotic or 
nutmeg liver. 

Then there is the enlargement in interstitial 
hepatitis, due to new formation in the organ. Here 
we come upon ground of remarkable interest. 
Dr. Murchison taught that, where the liver 
becomes cirrhotic in the ordinary acceptation of 
the term, where it shrinks and causes portal ob¬ 
struction, where there is a great overgrowth of 
connective tissue within the portal canals and 
wasting of the liver substance, producing eventually 
the well-known “ hob-nail ” liver, the organ was in 
the earlier stages enlarged. His reasoning was, of 
course, as it always was, very good. We have no 
doubt that people who are in the habit of over- 
stimulating their livers by taking alcohol and so 
on, get them congested and enlarged; but the 
question that remains is whether, if we could trace 
certain individuals through their lives, we should 
find that their livers would of necessity shrink and 
be converted into the hob-nail type. There is, I 
am afraid, really not much evidence to prove that. 
There is a form of liver which is cirrhotic and 
which remains large and hard, and there is another 
form in which there is progressive shrinking; and 
I think that, so far as clinical evidence is con¬ 
cerned, we cannot go beyond the fact that there 
is a form of cirrhosis which is atrophic, and another 
form which is hypertrophic. That, I know, has 
been disputed, especially in this country since the 
time it was first advanced by French pathologists, 
and the grounds of its dispute have been histo¬ 
logical; but the clinical grounds, I think, must 
concern us now, and it is here that the distinc¬ 
tion really comes out most strikingly. Professor 
Charcot and his pupil, M. Hanot, were* amongst 
the earliest to point out the differences, both 
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clinical and pathological, between these two forms 
of interstitial hepatitis—the portal cirrhosis and the 
biliary. The clinical distinction might be summed 
up in this: that in one we have ascites as the pre¬ 
dominant feature, that is, in the case of portal 
obstruction; while in the other, where there is 
biliary obstruction, jaundice is the predominant 
•feature. Indeed, the doctrine was taught that the 
cirrhosis in the second case proceeded from 
changes in the bile ducts. Clinically we know 
that there are such cases of jaundice which become 
more and more marked, cases which run a course 
almost malignant, I was going to say, but at least 
in which the patients do not stay long under 
observation before they die; and on post-mortem 
examination there is found, as suspected during 
life, an enormously enlarged liver with a great 
deal of cirrhotic tissue in the substance. On the 
other hand, we know well, and meet with much 
more frequently, the hob-nail liver where ascites 
is the predominant feature and jaundice is only an 
“ epi-phenomenon.” We must, therefore, I think, 
admit such a condition as hypertrophic cirrhosis 
as a distinct disease. 

One other addition I should like to make to that. 
I would say that there is a cirrhosis which, from 
the antecedent history, we may call alcoholic, in 
which the liver is and remains enlarged, and in 
which neither jaundice nor ascites may be a pro¬ 
minent symptom. I am certain we have had cases 
over and over again of that class, and one of these 
I am going to speak about directly. From that I 
would conclude that enlargement of the liver is 
by no* means an uncommon result of interstitial 
hepatitis or cirrhosis. 

Other forms of enlargement are degenerative 
and neoplastic. Of the degenerative forms fatty 
degeneration stands out prominently. In fatty 
liver—fatty infiltration of the liver, as it is called— 
enlargement is the great feature; and the characters 
of a liver so enlarged are also fairly definite. It is 
not so hard or resistant as a liver that is purely 
cirrhotic; its margin is more rounded; and there 
are general conditions present, both in the history 
of the patient’s mode of life, dietetic or other, and 
in the existence of chronic suppurative disease, 
which would bear out your diagnosis. It is a pain¬ 
less enlargement, just as cirrhosis is, and it is not 
infrequently combined with the latter. 

Then there is the waxy liver, a disease, which, I 
think, is becoming less and less common as years 
go by. Waxy disease, as you know, is a peculiar 


degeneration found in people who suffer from 
chronic suppuration or bone disease, and one 
which occurs also in syphilitics. It is almost 
limited to those two conditions. It is supposed to 
depend upon the depraved state of the blood in 
those states. But owing to the progress of surgery, 
cases of long-standing chronic suppurations of that 
kind are by no means so frequent as they used to 
be, and therefore waxy degeneration is not as 
common. However, when it is marked and 
extreme the characters of the liver, which is not 
the only organ to suffer, are also very striking. 
Some of the largest livers seen are such as have 
been the seat of this peculiar degeneration or 
infiltration. Smooth, painless, with sharp margin, 
these are its chief characters; and it is generally 
associated with disease of the spleen and albumin* 
uria from disease of the kidney or intractable 
diarrhoea from implication of the intestine in the 
degenerative change. 

To these degenerative enlargements I should 
add the change which occurs in rickets. Sir 
William Jenner described under the term “ albu¬ 
minoid disease” of the liver and other organs; 
but since that term has been applied to waxy 
disease, I suppose we should not retain it, but 
simply speak of ricketty enlargement which may 
be put in line with the enlargement of the liver 
which occurs in congenital syphilis. 

Passing on we come to the new growths. It is a 
sort of canon that when the liver is affected with 
new growths the enlargement of the organ is irre¬ 
gular ; and one object of my speaking to-day on 
this subject was to show you that that canon is not 
true. It is so in the majority of instances," no 
doubt: but there are cases of malignant disease 
where the liver retains its shape although it attains 
an enormous size; and it is well for us to re¬ 
member this, and not hold too fast to the opinion 
that the case cannot be one of malignant disease 
because the liver is uniformly enlarged. That, I 
believe, is a complete mistake. 

Then, besides malignant disease, there is the 
enlargement of the liver that occurs in leuco- 
cythaemia. Sometimes that is irregular; one can 
feel masses of new growth in it, but quite as often 
it is fairly uniform. I remember well a case 
which I watched for two or three years in which 
the liver, as also the spleen, enlarged uniformly 
until the two organs came to occupy the greater 
part of the abdomen. 

As to irregular enlargements I need only enu- 
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merate the chief of them, those which give rise to 
definite tumours or swellings, such as abscess of 
the liver, or hydatid tumour of the liver, which 
one contrasts in their course, in the one case the 
formation being associated with pain and fever, 
the other being perfectly painless. There is also 
malignant disease of which I show you here a cast, 
a large cancer of the liver with projecting bossy 
masses upon it. Again, there is often irregular en¬ 
largement in syphilis, the syphilitic cirrhosis split¬ 
ting up the organ into large irregular lobes which 
can be felt, or gummata forming definite tumours. 

After that enumeration I must restrict my re¬ 
marks to two of them which I wish to contrast, 
namely, hypertrophic cirrhosis, or rather, enlarged 
liver from interstitial hepatitis, and diffuse malig¬ 
nant disease, the two conditions of which we have 
examples now. 

I shall, following their chronological order, take 
the malignant case first. It is that of a woman, 

Mary M-, aged 65 years, who was admitted on 

December 16th, 1893, to Murray Ward. In her 
family history there was the interesting fact that 
one of her sisters had died from disease of the 
liver when young. She had herself had a slight 
paralytic stroke five years ago; she had been 
“ palsied on the left side of the body,” she said. 
This seems to have been transient enough, as she 
was able to get about again in eight days. Three 
years later, two years before she came in, she had 
her left eyeball excised by Mr. Lang. It was 
found on inquiry that the reason for this excision 
was a new growth from the choroid coat of the 
eye, a sarcoma of the choroid. Otherwise she had 
always enjoyed good health. After that operation 
she remained fairly well, and did not notice that 
there was anything much the matter with her, 
until about two months before admission, that is 
in October last, when she began to ail, feeling 
weak and losing flesh. She had no pain any¬ 
where. There were no dyspeptic symptoms; but 
she noticed that the abdomen was swelling, first 
perceiving this, however, only a fortnight before 
her admission, and, when you see the size to 
which, as indicated in the diagram (see fig. 1), her 
liver had attained when she came in, you will 
recognize the truth of my remark at the outset. 
Here was a case in which the liver had attained 
enormous dimensions, but in which the direct 
Symptoms of its enlargement such as the dis¬ 
comfort due to its presence, dated back only two 
weeks. Once the discomfort was noticed, however, 


she fancied she could notice a daily increase in 
the swelling. 

She was a very emaciated woman with thin, grey 
hair, presenting no special signs in the heart or 
lungs; indeed her symptoms were wholly ab¬ 
dominal. 

The cause of the enlargement of her abdomen 
was pretty manifest. The patient being so thin, 
we could see a large tumour in her abdomen—a 
tumour which moved freely up and down with 

> • 

; Fig. i. ; 



respiration. Its excursions were fully to the extent 
of an inch and a half to two inches, sometimes 
more. We could see the margin of the tumour 
rise and fall with the breathing. On palpation we 
were able to make out its limits very well. We 
found it was a smooth tumour, rather bulging 
towards the front, but with two distinct notches 
on its margin—one an inch to the left of the 
umbilicus, rather oblique, and the other to the 
right of it. There was continuous dulness from 
the fifth interspace down to the anterior superior 
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iliac spine (see fig. 1), from the xiphoid down to 
about an inch below the umbilicus, and in the left 
nipple line to two fingers breadth below the 
costal arch. There was also on the left side of the 
abdomen another swelling globular and smooth, 
projecting from the left flank, and about the size 
of a large orange. The spleen could just be felt 
projecting below the ribs on that side. 

Beyond her emaciation, then, and the discom¬ 
fort of this tumour, the woman did not appear to 
suffer much. The notes, after a week’s stay, 
mention the fact that “ she is feeling very comfort¬ 
able, she sleeps very well, and is free from pain.” 

The tumour was hardly tender at first, but 
seemed to become a little more so afterwards. 

On the 22 nd January the patient complained 
of pain in the left shoulder. On examination we 
found a swelling about the size of a hazel nut over 
the collar-bone that was very tender and was in¬ 
ferred to be a secondary deposit, as, on post 
mortem examination, it proved to be. 

Towards the end of life she became somewhat 
jaundiced, although she was not so on admission. 

Although one suspected the nature of the 
tumour, one did not come to a positive decision 
until examination of the urine brought it forcibly 
before us. It was found that the urine when 
passed got much darker the longer it stood, and 
that is a feature which is peculiar to various kinds 
of pigments in the urine. If a person, for in¬ 
stance, is poisoned by carbolic acid, or salicylic 
acid—poisoned, that is, to such a degree as will 
not produce any serious symptom—the urine will 
become of a dark olive green, and get darker and 
darker as time elapses, after it has been exposed to 
the air. But there is a pathological pigment that 
undergoes the same change—namely, that which 
is found in melanotic tumours, the condition of 
the urine being called melanuria. Sometimes, as 
occurred in a patient here three years ago, the 
urine becomes quite black. The patient passed 
urine quite straw-coloured at first, which in a few 
hours became dark brown, and later on quite 
black. There are some chemical tests (and they 
were applied in the present case) for melanin in 
the urine. Nitric acid added to the urine changes 
the colour to a deep port-wine appearance, and 
this tint disappears when the acid is neutralized by 
ammonia or alkali. A drop or two of a solution 
of perchloride of iron produces an olive green 
precipitate which darkens, and becomes much 
darker the more that is added. On adding caustic 


potash the precipitate is dissolved. Another test 
is the addition of sulphuric acid, which produces a 
black precipitate. These tests were applied by 
Mr. Porteous and Dr. Edwards, who always found 
that the urine reacted to them, although at times 
it did not look melanuric, not having a very dark 
colour. That, together with the history of the 
case, made one absolutely certain that the cause 
of the enlargement of this liver was a melanotic 
growth. There had been a sarcoma of the 
choroid, in which situation sarcomas are almost 
invariably melanotic. At any rate, we know that 
the choroid is the seat for melanotic sarcoma. 
That was two years ago. But even at that time 
she must have had the seeds of melanotic sarcoma 
in the liver. We now and again examined her 
blood to discover whether melanin granules were 
present in it, but with no great success. In the 
previous case referred to these were undoubtedly 


made out. 

Our diagnosis, then, was clear; it was a diffuse 
uniform enlargement of the liver due to infiltration 
with melanotic sarcoma tissue. But then came 
the question, What was the cause of the other 
tumour? That one could only guess at. From 
its situation and character I thought it was a dis¬ 
tended kidney; that there was hydronephrosis, 
possibly from some enlarged glands, which, press¬ 
ing on the ureter, prevented the escape of urine. 
On the right side of the diagram it will be seen 
that the liver is as it were prolonged by the 
enlargement down towards the iliac crest, and this 
turned out to be due to a similar enlargement of 
the right kidney. 

After death—for the patient rather rapidly began 
to sink in the middle of January, and died on the 
2nd of February without any other special symp¬ 
toms arising—we found this enormous liver (of 
which I here show you a small piece), weighing 
131 ounces, uniformly enlarged and so black that 
it looks like a piece of lung. On microscopic 
examination the growth was found to be a spindle- 
celled sarcoma. The head and brain were exa¬ 
mined. No trace of recurrence was found in the 
left orbit; the left optic nerve was distinctly 
atrophied. Nothing seems to have been observed 
in the brain calling for special note, such as any 
cyst which might have explained the slight attack 
of hemiplegia. There was also a secondary mela¬ 
notic growth in the left clavicle, the centre of 
which was infiltrated and quite black. There 
were numerous nodules of new growth in the 
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lungs, chiefly on the surface, but also in the sub¬ 
stance. In the heart there were small black 
patches on the surface of the left ventricle, and 
a few small nodules of pigmented new growth 
beneath the endocardium of the left ventricle. 
The thyroid was natural. On opening the abdo¬ 
men its upper two-thirds were found to be occu¬ 
pied by the large black liver which had a smooth 
surface. The omentum was pinkish and faintly 
coloured with small nodules of new growth, none 
of which showed pigmentation. On section the 
liver was of a black appearance, interspersed with 
white nodules. It is usual to find pale non- 
pigmented sarcomata side by side with the mela¬ 
notic. There were melanotic patches in the 
stomach and a few pigmented nodules in the 
intestine, and also in the lumbar glands about 
the aorta. Each kidney was the seat of a large 
hydronephrotic sac, but no clear evidence of the 
cause of this double hydronephrosis was obtained. 

Melanotic sarcoma is one of the most malignant 
types and one of the most widely disseminated. 

The second case was that of Robert T-, 

aged 55 , a painter, although for the greater part 
of his life he had been a butler. When admitted 
on the 24th of May, he said that four years ago he 
had a bad cough, and had not been the same 
man ever since, and that he was getting rather 
thinner. He admitted that, having, as a butler, 
unrestrained access to alcohol, he had indulged in 
it rather freely. Three weeks before coming to us 
he had been to another hospital and was found 
to have some affection of his liver. He remained 
there for two or three weeks and then left, but 
came here almost immediately afterwards. On 
admission we found him somewhat emaciated, 
with a slight icteric tinge in his conjunctiva, 
dilated venules on his cheeks, and a marked 
swelling of his abdomen due to enlargement of 
the liver. The jaundice persisted for some days. 
The hepatic enlargement was painless. It had 
been noticed that the liver was apparently not 
quite uniformly enlarged; it seemed, at any rate, 
more prominent in the middle line, in which 
situation a sense of fluctuation was felt on palpa¬ 
tion. When you meet with a patient whose liver 
has been for some time enlarged, although he 
has not noticed it, and in which there is a 
fluctuating swelling, the inference is natural that 
he probably has a hydatid cyst. It was, at any 
rate, a pardonable mistake to make, in the present 
case, and it was justifiable to explore the swelling 


for fluid. An aspirator was inserted at the 
prominent part of the liver with an absolutely 
negative result, no fluid whatever, except a drop 
of blood, coming away. Perhaps I ought to have 
learned wisdom from a previous case which oc¬ 
curred ten or fifteen years ago in Cleveland 
Street Asylum, where a similar exploration was 
practised under almost precisely similar conditions, 
with the same result, and where subsequently we 



had an opportunity of seeing what was the con¬ 
dition. The cases are quite analogous. The 
patient has not suffered in health since he came 
in; he has a good appetite; his organs seem to 
have acted very well; he has had one or two 
slight attacks of diarrhoea, but his jaundice has 
disappeared. He has still the same worn and 
emaciated look, his liver has remained stationary, 
being the same smooth, painless, enlarged organ 
it was. 
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As there was no hydatid the diagnosis we felt 
compelled to arrive at, even at the risk of im¬ 
pugning the man’s character for sobriety, was that 
he really is the victim of chronic interstitial he¬ 
patitis of the enlarged form. He has, in fact, 
cirrhosis of his liver; but, more than that, it is 
also fatty; and we well know that indulgence in 
some forms of alcoholic drink is likely to produce 
a fatty infiltration of the liver as well as cirrhosis. 
In the case I have mentioned we had the oppor¬ 
tunity, some weeks afterwards, of seeing the liver 
that was fruitlessly punctured, as the man died 
from some intercurrent malady. It was an 
enormous liver, but the swelling was simply a 
fatty portion rather more prominent than the rest. 
A fluctuating swelling on the liver, then, is not 
necessarily a cyst, but may be a portion of the 
organ in an extreme degree of fatty change. 

The prognosis is, therefore, very different here 
from what it was in the first case. At the first 
hospital he entered, it was thought to be malignant 
disease of the liver, but we, who have had the 
opportunity of watching the case longer, think it is 
merely cirrhotic and fatty. 

Had time permitted, I should have liked to 
have detailed a case which occurred in 1871, 
where, from primary disease of the liver in a 
woman, the organ weighed 300 oz., and micro¬ 
scopic examination seemed to indicate that it was 
infiltrated, not only with the elements of carcinoma, 
but also with a large abundance of spindle-celled 
growth, so that I at first thought we had a com¬ 
bination of carcinoma and sarcoma. The specimen 
was shown at the Pathological Society, and the 
Morbid Growths Committee declared it to be one 
of cancer with cirrhosis of the liver; and as rapidly 
growing cancer will produce cirrhosis their diag¬ 
nosis is doubtless the true explanation of the most 
extreme form of diffuse neoplasm it has been my 
lot to see. 


Treatment of Blennorrhagio Urethritis in the 
Female: 

M. Jullien, of Paris, has employed ichthyol with 
success in this affection. He applies it by means 
of a metallic stem, the extremity of which is 
wrapped with cotton previously soaked in ichthyol. 
He passes and repasses the instrument into the 
urethra with a certain degree of force. He also 
uses ichthyol to kill the gonococcus in the vagina 
or uterus .—(Universal Med. Joum .) 


A CLINICAL LECTURE 

UPON 

THE ANATOMY AND SURGERY 
OF A CASE OF 
LEFT INGUINAL COLOTOMY. 

Delivered at St. Thomas's Hospital, May 24, 1894, by 
WILLIAM ANDERSON, F.R.O.S., 
Surgeon to and Joint Lecturer on Anatomy at the Hospital. 


The case of carcinoma recti, upon which I 
operated on the 28th of last month, was in most 
respects a typical one of its kind, and on that 
account will serve the better for clinical illustra¬ 
tion. 

I ought, perhaps, to apologize to an audience 
that has passed its second college examination 
for offering any preliminary remarks upon the 
anatomy of the sigmoid flexure, but I know how 
swiftly the mental photographs taken in the dis¬ 
secting-room will blur into mere mist unless they 
are fixed by a later process—their direct application 
to surgical facts and practice. There are, too, a 
few points not universally understood in connec¬ 
tion with this special region of anatomical obser¬ 
vation. Were we asked to define the extent of 
the sigmoid flexure, we should probably say that 
it begins above at the iliac crest, where it is con¬ 
tinuous with the descending colon, and it ends 
below in the rectum at the left sacro iliac symphysis. 
This has a certain air of precision, but it is open 
to two objections. In the first place, the line of 
the sacro-iliac joint is nearly three inches in length, 
and would hence be a very unsatisfactory land¬ 
mark. Secondly, the so-called first stage of the 
rectum is in no way marked off from the “ sigmoid 
flexure,” and its nomenclature, as preserved in 
most of our text-books, is both unscientific and 
unpractical. We are indebted to Mr. Treves for 
the first effort to rectify this defect, and it is to be 
hoped that his suggestion to include under a 
single name the whole of the pelvic portion of the 
large intestine, from the iliac crest to the third 
piece of the sacrum—that is, the portion which is 
connected to the iliac fossa and upper part of the 
sacrum by a mesentery—will soon be adopted by all 
anatomists. He proposes the term “ omega loop” 
as a designation, but perhaps the title “pelvic 
flexure” would be preferable, as the “omega” 


Digitized by 


Google 



The Clinical Journal, Ac.] MR. ANDERSON—LEFT INGUINAL COLOTOMY. 


[Aug. 8,1894. 241 


curve is one artificially produced by spreading out 
the intestine in the course of a dissection: more¬ 
over, there is* already a perfectly natural “ omega 
loop” in the transverse colon with its adjacent 
flexures, and it is upon this that the title should 
be bestowed if it be retained at all. The term 
“rectum” would then be limited to the mesial 
and comparatively straight portion of intestine 
fastened down to the front of the lower part of the 
sacrum and to the coccyx, the so-called “ second 
stage,” while the “third stage” might be fitly 
called the “anal canal,” as proposed by Prof. 
Symington. 

The “ pelvic flexure ,” so defined, has an average 
length of about 18 inches, but varies within wide 
limits—from 6 to 27 inches, according to Mr. 
Treves’s researches. It is thick walled, sacculated, 
and presenting appendices epiploic© like the rest 
of the colon, and it is completely invested by 
peritoneum except at an interval coinciding with 
one of the longitudinal bands, where the two 
mesenteric laminae separate before embracing the 
tube. The line of mesenteric attachment will be 
found extending from the inner lip of the iliac 
crest, a little behind the mid-point, between the 
anterior and posterior superior spines, and runs 
obliquely downwards and inwards as far as the 
middle of the sacrum, where it ends. 

The development of the mesentery varies 
greatly in different subjects. In rare instances 
there is no pelvic meso-colon, the bowel being 
fixed to the iliac fossa and sacrum in the same 
manner as the descending colon is attached to the 
posterior abdominal wall. This was probably so 
in a case upon which I operated three weeks ago, 
when a coil of large intestine, covered only on its 
abdominal side with peritoneum, had found its 
way into the sac of a direct left inguinal hernia. 
Usually, however, the mesentery is well defined, 
attaining on the average a length of three inches, 
but in some cases considerably exceeding this 
measurement These variations of length concern 
us very decidedly, because, if the mesentery be 
much shorter than the average, the bowel will not 
be seen in the usual position on making an abdo¬ 
minal section, and when found it cannot be 
brought up to a parietal incision, in which case 
the inguinal operation must be abandoned. On 
the other hand, if the length be excessive the 
course of the loop of intestine may be greatly 
modified, a portion perhaps finding its way far 
into the right half of the pelvis, or becoming 


twisted upon itself in such wise that when it is 
brought to the surface the ends of the segment to 
be opened will be reversed and the faecal evacua¬ 
tion will come from below instead of from above. 
This latter condition, found in no less than seven 
out of fifty cases operated upon by Mr. Herbert 
Allingham, deserves careful consideration, and 
bears strongly upon the proceeding advocated by 
Mr. Paul of closing and dropping into the perito¬ 
neal cavity the distal end of the loop, while the 
proximal end is drawn outwards and fixed in situ. 
It requires little effort of imagination to conjecture 
what would happen were a twist in the gut to lead 
to the return of the proximal instead of the distal 
segment. 

The course and position of the pelvic flexure 
are variable, not only in different subjects, but to 
some extent even in the same person at different 
times. The most common arrangement, however, 
is that shown in the models of Prof. His, that are 
before you. From these it will be seen that the 
typical flexure may be divided into an iliac 
false pelvic portion—the operative segment—in the 
left iliac fossa, and a true pelvic portion, lying 
below the plane of the pelvic inlet. The first 
portion usually runs forwards and downwards 
along the inner lip of the iliac crest, in close rela¬ 
tion to the anterior superior iliac spine, and along 
the upper half or two-thirds of Poupart’s ligament, 
and then dips sharply backwards into the true 
pelvis. It generally comes into contact with the 
muscular walls of the abdomen a little internal to 
the anterior superior iliac spine, and for a variable 
distance above and below this point in the line of 
the iliac crest and Poupart’s ligament. In many 
instances, however, and especially when the 
mesentery is short, the colon is completely over¬ 
lapped by the small intestines, and can only be 
found by displacing these. 

The second or true pelvic portion of the flexure 
runs backwards nearly at right angles to the last, 
crosses the inner aspect of the ureter, and, lying 
upon the left side of the upper surface of the 
bladder, extends into the recto-vesical pouch, where 
it becomes twisted sharply upon itself and turns 
.forward for three or four inches still upon the 
bladder, till it comes into contact with coils of 
small intestine, then recurving a second time it 
runs back towards the hollow of the sacrum and 
becomes continuous with the rectum (“ second 


stage ”). The coil so formed may be really S-like. 
From this it will be seen that the true pelvic 
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segment, when in its usual place, is represented by 
a sigmoid coil that is in contact below with the 
bladder, and in the female with the uterus and left 
broad ligament; in front and on the right side with 
the small intestines; on the left with the left ureter, 
obturator internus, and pyriformis (its rectal coil lies 
opposite the left great sciatic notch); and behind 
with the “ second stage ” of the rectum. It will 
hence vary in position in the same individual, not 
only under different degrees of distension, but also 
in association with alterations in the size of the 
bladder, uterus (in Braune’s section, plate 2, it is 


are eligible for irremovable obstructions of the 
more distal portion of the large intestine, but the 
essential difference between the two is that the 
peritoneal cavity is opened in the one and not 
in the other. Now, it is certain that an operation 
which involves the possibility of contamination of 
the peritoneum by faecal matter, to say nothing of 
the small but still measurable possibility of direct 
infection by exposure, or contact with hands, instru¬ 
ments, etc., should possess certain prospective ad¬ 
vantages over the extra-peritoneal method, or its 
adoption would scarcely be justified. These 


DIAGRAM SHOWING COURSE OF PELVIC FLEXURE OF COLON. 



displaced upwards by the pregnant uterus), and 
rectum; and if diseased it may contract adhesions 
to any of these parts. When empty it is generally 
confined to the left half of the pelvis, but in dis¬ 
tension, and sometimes under other circumstances, 
it may encroach more or less upon the right half of 
the body; and if very long it may become displaced 
into the iliac fossa, and might even present itself at 
or near the incision for an inguinal colotomy. 

We may now pass to the consideration of left 
inguinal colotomy and its relation to the rival pro¬ 
cedure of left lumbar colotomy. Both operations 


advantages appear to be, firstly , the facility with 
which the colon may usually be found, the bowel 
often presenting at the wound, and in the majority 
of other cases being readily brought to the sur¬ 
face; secondly , the more convenient position of 
the artificial anus; and, thirdly , the opportunity 
afforded for exploration of the cause, situation, 
and extent of the obstruction. It is, however, 
unsuitable for cases in which the distension is great 
and urgent—that is, for those in which an imme¬ 
diate or early evacuation of the bowel is de¬ 
manded ; the safety of the operation depends largely 
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upon the practicability of shutting off the peritoneal 
cavity by securing adhesion between the segment 
of the gut to be operated upon and the margins of 
the parietal incision. If this adhesion be absent 
immediate infection may occur when the gut is 
opened, or if the opening be made while the adhe¬ 
sion is recent and feeble there is still danger it 
may be broken down by any strong contraction of 
the abdominal walls, as in vomiting or coughing, 
and a hernia of intestine or omentum brought into 
contact with the artificial anus. This unfortunate 
accident I have seen in one case, and the patient 
died from peritonitis. 

The lumbar operation , on the other hand, will 
hold its ground as the more eligible procedure, 
firstly , in cases where there is evidence of a large 
faecal accumulation in the lower bowel and early 
relief is essential, and it is well to remember that 
although a meso-colon has been demonstrated in 
about a third of the ordinary subjects examined in 
the post-mortem or dissecting room, this is rarely 
found by the surgeon in lumbar colotomy, because 
a short serous duplication becomes opened up 
during the distension of the gut which calls for the 
operation, and more or less of the muscular coat is 
then brought into relation with the abdominal 
parietes; secondly , a lumbar colotomy may be 
called for as a sequel to the inguinal incision 
when the sigmoid flexure cannot be drawn into 
the wound; and thirdly , the operation may be 
preferable where the existence of severe cough or 
vomiting makes it impossible to keep the ab¬ 
dominal walls at rest. 

Both plans are hence of value, and the surgeon 
has only to choose that which appears to be the 
more suitable for the conditions with which he has 
to deal. The relative risks of the two cannot as 
yet be exactly formulated, but in experienced hands, 
with strict observance of antiseptic precautions, 
the mortality of either will probably not exceed 
4 per cent. 

The facts of a case upon which you saw me 
operate I will read from the careful notes of my 
dresser, Mr. Candler. 

The patient, a married woman, aged 50, was 
admitted into Elizabeth Ward on the 14 th of last 
month. Her intestinal symptoms began seven 
months ago with an attack of diarrhoea, and she 
has since been subject to alternating attacks of 
constipation and looseness, with occasional fits 
of tenesmus. The motions had been fluid and 
offensive, sometimes containing small scybala, but 


never mixed with blood. Great weakness, with 
rapid loss of flesh, set in about six weeks before 
she entered the hospital, but there had been little 
pain or functional disturbance. When admitted 
she was an emaciated woman looking ten or fifteen 
years older than her actual age. The abdomen 
was not distended, and external palpation was 
negative; but on examining the interior of the 
rectum a growth could be felt about two inches 
above the sphincter, infiltrating the whole circum¬ 
ference of the gut and extending upwards for an 
indefinite distance, almost obliterating the passage. 
The mass was hard and moderately fixed, but not 
very tender, and not bleeding on manipulation. 

The temperature was normal, the appetite and 
digestion were fair, and there was little pain. She 
was, however, extremely weak, and her strength 
appeared to be failing day by day. 

Four days later she passed a fluid motion con¬ 
taining a small pellet of solid faeces about the size 
of a haricot bean. This proved that the canal of 
the gut was more pervious than the digital ex¬ 
amination had indicated. The growth was diag¬ 
nosed as a carcinoma, but its fixation and the 
uncertainty as to the level it had attained in the 
upward direction negatived any attempt at excision. 
The patient was hence recommended to undergo 
an inguinal colotomy. The operation was per¬ 
formed on the 28th of April. An oblique incision 
was made an inch and-a half to the inner side of 
the anterior superior iliac spine, and extending up¬ 
wards and downwards from this point for a distance 
of two inches and a half in a direction parallel to 
Poupart’s ligament. The peritoneum having been 
opened a coil of small intestine appeared at the 
wound, and this being displaced upwards the 
sigmoid flexure was found in the iliac fossa, and 
was brought to the surface. The gut was but 
moderately distended, the mesentery was of me¬ 
dium length, and there was no tendency to pro¬ 
lapse beyond the degree necessary for the purpose 
of operation. The edges of the parietal perito¬ 
neum and skin were now stitched together at each 
lip of the incision, in order to present as large 
a serous surface as possible to the loop of intestine 
to be fixed in place. The bowel was then drawn 
out till the mesentery of the central portion of the 
loop was on a level with the margin of the wound. 
A stitch of stout silk was passed through the 
outer edge of the parietal incision, through the 
mesentery, through the opposite side of the wound, 


and then back again in a parallel route at about a 
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quarter of an inch distance. The two free ends of 
the ligature were drawn upon until the middle of 
the wound was in close approximation with the 
gut and mesentery, and the knot was tied Finally, 
a few marginal stitches were passed through the 
serous and muscular coat of the bowel at intervals, 
and connected with the opposed margin of the 
wound in such a way as to fix the whole of the 
protruding intestine in situ. 

The wound and gut were freely dusted with 
iodoform, covered with green protective, and 
dressed with iodoform gauze and salicylic wool. 

All went on satisfactorily, the patient was free 
from pain and sickness, the temperature remained 
normal, and on the fourth day a fluid motion 
passed per anum without causing any disturbance 
of the wound. On May the 3rd, the fifth day, the 
second stage of the operation was carried out. 
The protruding loop of bowel was excised with ' 
scissors, leaving two openings, the lower leading to 
the rectum, the upper to the descending colon. 
The serous and muscular coats appeared to be 
insensitive during section, but the patient com¬ 
plained of slight pain when the mucous membrane 
was cut. Some small vessels required ligature. 
No anaesthetic was required. 

The subsequent progress was satisfactory. The 
administration of a dose of castor oil on the fifth 
day produced a large motion, and after some old 
scybala had been washed out of the distal segment 
of the gut this part of the canal could be freely 
irrigated by a stream of boracic lotion, the fluid 
escaping from the anus. The patient's health and 
strength greatly improved, and she was discharged 
on the 20th of May, seventeen days after the com¬ 
pletion of the operation. 

Several points are suggested for consideration 
by this case. As to symptoms it is to be noticed 
that the indications of intestinal obstruction were 
of little severity. In fact there was no actual ob¬ 
struction, and the morbid indications, apart from 
those revealed by local examination, might have 
been explained in a variety of ways. 

The failure of strength appeared in this as in 
many other instances to be greater than could be 
accounted by the extent of the growth, and was 
probably due in large part to septic poisoning 
from contact of pus and faecal matter with the 
ulcerated surface of the diseased intestine. The 
rapidly beneficial effect of the operation, and of 
the subsequent irrigation of the distal segment of 
the gut can scarcely be explained in any other way. 


As to operation we have seen that the incision 
was made parallel to the fibres of the external 
oblique aponeurosis, and over the usual course of 
the false pelvic stage of the flexure. The ad¬ 
vantages of this are obvious. The required portion 
of the bowel is usually visible and always ac¬ 
cessible, the aperture is favourably placed in 
respect to antisepsis, and the fasciculi of the 
external oblique will ultimately exercise a certain 
sphincteric power over the artificial anus. 

The coil did not immediately present in this 
case, but it was easily found by passing the finger 
into the iliac fossa, and recognized by its thick 
sacculated walls, and its appendices epiploicae. 

The loop when pulled out was found quite free 
from tendency to further protrusion. Had the 
mesentery been very long the chance of subse¬ 
quent prolapse could have been prevented by 
passing the gut downwards into the pelvis until the 
mesentery became taut. Mr. H. Allingham has in 
several instances excised large portions of pro¬ 
truding intestine to secure the same end, but the 
practice is not justified on the score of expediency 
and must certainly add something to the danger 
of the operation. 

The plan of uniting the margins of the incision 
to the mesentery by a suture, probably secures 
better adaptation of wound to bowel than any 
other method, and is quite effectual in preventing 
the retraction of the extruded loop. 

The interval between the first and second stages 
of the colotomy, will, of course, vary with the 
local and general conditions, but a delay of four 
or five days, when permissible, secures greater 
firmness of the adhesions which are to exclude the 
peritoneal cavity; and we have seen that a free 
action of the bowels took place in the course of 
the interval without disturbing the parts under 
operation. 

The excision of the extruded loop has been 
practised by my colleague, Mr. Pitts, in three or 
four instances. As shown by this case, it is 
practically painless and may be performed without 
an anaesthetic. The advantages gained by the 
maintenance of separate proximal and distal bowel 
apertures at the seat of operation are that the mis¬ 
direction of any portion of the faeces into the 
diseased segment is effectually prevented, and the 
periodical irrigation of the cancerous surface 
through the lower opening relieves the patient 
from a source of septic poisoning, and in all pro¬ 
bability, retards the fatal progress of the malady. 
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A DEMONSTRATION 

ON TWO CASES OF 

HERPES OPHTHALMICUS 
ASSOCIATED WITH PARALYSIS 
OF OCULAR MUSCLES. 

Given at the Royal London Ophthalmic Hospital, 
Moorfields, June 14, 1894, 

By A. QUARRY SILOOOK, 

M.D., B.B. Liond., F.R.O.S. 

Surgeon to St. Mary’s and the Royal London Ophthalmic 
Hospitals. 

Gentlemen, —The two cases before you are 
of unusual interest; I, therefore, thought it worth 
while to demonstrate to you and comment upon 
the clinical features attaching to each case. 

The first patient, aged 58, was admitted to the 
hospital on the 8th of May. You notice that, 
scattered over the right half of the forehead and 
scalp, are numerous depressed scars, still some¬ 
what congested; the area of scarring, sharply 
demarcated by the middle line, extends backwards 
on to the vertex, outwards into the temporal fossa; 
notice also one or two scars on the side of the 
nose and face, and on the upper eyelid. This 
region corresponds with that to which the cuta¬ 
neous branches of the first or ophthalmic division 
of the fifth nerve of the same side are distributed, 
in the scalp, in the eyelid, and at the side of the 
nose. You see, too, that he has partial ptosis of 
the right upper lid, and when I raise the drooping 
lid, that the movements of the globe are restricted 
in various directions. It is quite clear that there 
is a paresis of some of the muscles supplied by 
the third and the sixth nerves, probably the fourth 
nerve (superior oblique muscle) also. The sensi¬ 
bility of the conjunctiva and the cornea is dulled; 
when I touch the cornea with the tip of my finger 
there is no reflex movement of the lids; likewise, 
we find a loss of sensibility of the scalp over a 
region corresponding to that of the site of the 
scarring. There is no doubt whatever that this 
scarring is the result of an attack of herpetic 
dermatitis: herpes ophthalmicus, or zona ophthal¬ 
micus, as the affection is called when the area of 
eruption follows that of the cutaneous distribution 
of the ophthalmic nerve. The episcleral vessels 
of the right eye are considerably injected, especially 


near the outer canthus; the cornea is quite bright; 
the pupil is 2 £ to 3 mm, in diameter, and sluggish 
in its reactions: otherwise the eye is quite healthy, 
but myopic. 

The man’s condition, on admission, did not 
materially differ from that which now obtains, 
but the ptosis was more marked and the ocular 
movements more impaired, whilst the cornea and 
conjunctiva were completely anaesthetic. 

The history of the case previously to admission 
is this: —“ There was nothing abnormal in the 
condition of his right eye until five weeks ago, 
when he had an attack of herpes. The eyelid, 
and the side of the face as far as the lower lip, 
were much swollen when he had this eruption, 
the swelling of the left half of the head ex¬ 
tending as far backwards as the occiput. The 
right eye has been closed for five weeks. When 
he came in his temperature was 99.2. He has 
always had excellent health.” 

Very curiously, the second patient I show you 
was admitted on May 24th, and came to the hospital 
about the same time as the first, presenting a set 
of symptoms closely analogous to those we have 
seen in that case. He is 79 years of age. There 
is an extensive area of herpetic scarring on the 
left side of the head, extending backwards nearly 
to the lambdoid suture, inwards to the middle line, 
forwards on to the left upper eyelid, and outwards 
to the level of the top of the auricle, whilst a few 
scars are present on the side of the nose; in fact, 
the scarring closely follows the distribution of the 
cutaneous branches of the first division of the fifth 
nerve, as in the first case. Observe the complete 
ophthalmoplegia externa of the left eye, and com¬ 
plete ptosis of the corresponding upper lid. The 
left cornea is quite anaesthetic. There is a certain 
degree of proptosis of the left eye, a condition 
most readily recognized by standing behind the 
patient and looking over the forehead, then the 
left cornea is seen to lie anteriorly to the right. 
The upper lid of the affected side is somewhat 
oedematous and congested. When the patient 
came to the hospital the anterior chamber of the 
left eye contained blood—the condition called hy- 
phaema—the cornea was hazy. The vitreous, too, 
was infiltrated with blood, for no fundus details 
could be made out. The globe was tender on 
pressure, and its tension was greatly increased; 
and, although now a little softer, it is still harder 
than the other. As in the other case, there is a 


certain degree of anaethesia of the scarred scalp. 
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Dr. H. Head, who has been making researches on 
disturbances of sensation with reference to the pain 
of visceral disease, examined the case the other day, 
and thought, I believe, that the loss of sensibility 
was rather more marked over the scars of the 
herpes than over the skin which had not been 
affected—that the loss of sensibility was, in fact, 
due rather to the herpetic inflammation and 
scarring than to a nerve change. 

The following is the history in this case :—“ The 
patient had been well until three weeks previously 
to admission. At that time spots came out ( like 
blisters ’ on the left side of the forehead and head. 
Since that time he has suffered great pain in the 
head, the left eyelid has drooped, and the eye has 
been immovable. He has usually had good health. 
Five years ago he underwent an operation for 
piles, and since that he has suffered from noises in 
the head.” 

The affected eye has distinctly improved: when 
he came in the vision amounted only to a bare per¬ 
ception of light; when he went out it had increased 
to a recognition of figures at 2\ ft., a very con¬ 
siderable improvement indeed, without doubt due 
to the absorption of the effused blood. The last 
note before he went out (June 3rd) runs, “The 
patient sits about all day, either groaning or speak¬ 
ing. He will not remain in bed at all during the 
night. The general condition remains about the 
same. There is no obvious disease in the vis¬ 
cera, all being apparently quite healthy. He 
suffers from pain in his head, complains of noises 
in his head, and has sleeplessness.” 

Whilst in the hospital, and subsequently as an 
out-patient, he took iodide of potassium. When 
he came back to see me the other day we thought 
that the other eye, the right, was becoming 
affected—a very important point. It seems as if 
the upward movement of the globe was limited, 
possibly the superior rectus being at fault, other¬ 
wise the eye is normal. 

In trying to account for the symptoms in the 
two cases, namely, co-existing lesions of the third, 
fourth, and sixth nerves, and of the first division 
of the fifth, our attention is drawn to sites in 
which these nerves lie in juxtaposition, for instance, 
in the sphenoidal fissure, and in the outer wall 
of the cavernous sinus. We found no evidence 
of syphilis in the first patient’s case, but, I may 
say, we at once put him on iodide of potassium 
on the supposition that the lesion might be due to 
some syphilitic lesion in one of these situations, 


than a mere irritation 
noidal fissure or wall 
induce these changes, 
the proptosis and the 


and undoubtedly he has greatly improved. The 
ptosis is now less marked, the injection of the 
episcleral veins is less, and there are signs of 
returning sensibility of the cornea and conjunctiva, 
although the movements of the globe have as yet 
but slightly improved. 

The second case differs from the first in the 
completeness of the ophthalmoplegia externa, in 
the presence of the proptosis oculi, and the intra¬ 
ocular haemorrhage and greatly increased tension. 
Obviously something else must have occurred 
of the nerves in the sphe- 
of the cavernous sinus to 
I should think probably 
haemorrhage into the eye 
were induced by thrombosis or obstruction of the 
ophthalmic vein, and that the haemorrhage into 
the vitreous of which the hyphaema or haemorrhage 
into the anterior chamber was a part, brought about 
the increase of the intra-ocular tension. A tumour 
or aneurism of the cavernous sinus, or a syphilitic 
growth affecting its walls, might by implicating the 
nerves running through it, give rise to the asso¬ 
ciated lesions in the first case, and a like supposition 
would suffice to explain those of the second case, 
if we imagine that the ophthalmic vein to be 
thrombosed or blocked. Now, this vein does 
become blocked by thrombus in the cavernous 
sinus thrombosis, and in this event the other 
eye is apt sooner or later to become affected 
owing to the extension of the thrombosis to the other 
sinus—therefore I was watchful for any sign of 
ocular palsy or congestion and oedema of the lids 
on the right side. You must remember that a 
syphilitic periostitis affecting the sphenoidal fissure 
might also compress the vein as well as the nerves 
which pass through it, and thus induce the train 
of symptoms manifested. The iodide of potassium 
does not seem to have done any good for the 
second patient in so far as his general condition is 
concerned, and we are unable to say whether 
syphilis has had anything to do with his troubles 
or not. 

The herpes may be set down to some nerve 
condition, either inflammatory or of an irritative 
nature, and depending upon some one or other 
of the conditions mentioned. 

The only other supposition in these two cases, I 
think, is that the disease is central in origin. Of 
course the nuclei of the third and fourth nerves, 
and the descending fibres of the sensory nucleus 
of the fifth nerve do lie pretty closely together 
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in the mesencephalon, but I fail to see how 
we could hold to such a hypothesis in either case. 
Especially does it seem unlikely in the second 
case, because it is perfectly clear that the proptosis 
and intra ocular changes are not a mere accident 
in the case, and no central explanation of them is 
tenable. In the first case, had the lesion been 
nuclear, looking to its acute onset, one would have 
expected to have had graver and more widespread 
central symptoms by this time; but as a matter of 
fact, the whole condition seems to be entirely a 
local one, and to be clearing up. 

A third case presented itself at the hospital also 
about the same time as these—that of a man with 
incomplete ophthalmoplegia externa, ptosis, anaes¬ 
thesia of the cornea and conjunctiva, and some 
scars about the forehead, which we thought due to 
herpes, but the patient being in a very dirty 
state, we could not be quite sure of this. He has, 
however, decamped, so that I cannot show him 
here to-day. 

Herpes ophthalmicus has been a favourite 
subject for discourse; the case literature of the 
subject is prodigious. The eruption has been 
found to be associated with many other lesions, 
for instance, with general febrile states, and such 
general conditions as herpes of other regions may 
be conjoined with: it has been associated locally 
with atrophy of the optic nerves, with paralysis of 
accommodation, with paralysis of the third or 
fourth or the sixth nerves. So that these cases 
are not quite unique; but still, the particular 
conjunction of symptoms which they display is so 
uncommon, that I have never seen it before, nor 
have those of my colleagues who have examined 
them, and their experience is greater than mine. 
In one recorded case,* I find herpes ophthalmicus 
was accompanied by retinal haemorrhages; but the 
author does not ascribe these to thrombosis of the 
ophthalmic vein, for there was, he states, no 
evidence of such a condition. He points out 
that the retinal haemorrhage occurred during the 
development of the herpetic inflammation; and 
regarding both the zona and its determining 
neuritis as de nature infective , he thinks such 
accidents should be considered on the one hand in 
relation to the ganglionic and peripheral neuritis, 
found post mortem in several cases of zona, and 
on the other to the retinal apoplexy, sometimes 
observed in various maladies infctieuses . In 


*Haltenotif, “ Annals d’Oculistique,” 1893. 


another case, of almost classical interest, described 
some years ago, the herpes ophthalmicus was 
associated with thrombosis of the ophthalmic 
vein, and with abscesses in the orbit; in this 
particular case there had been, as post-mortem 
examinations showed, a haemorrhagic neuritis of the 
Gasserian ganglion. The thrombosis of the oph¬ 
thalmic vein was regarded as being the result of 
infection from the inflamed and septic scalp: 
the zona was supposed by the author (O. Wyss) to 
have been determined by the inflammation affecting 
the ganglion, and the first division of the fifth. 

The notes of those cases from which I have 
largely quoted, were taken by our House-surgeon, 
Mr. Charles Devereux Marshall, F.R.C.S. 


THERAPEUTICAL NOTES AND FORMULAS. 


Ophthalmia Neonatorum. — Augustus P. 
Clarke (“ Journal of the American Medical Asso¬ 
ciation”) considers one of the most important indi¬ 
cations in the treatment of ophthalmia neonatorum 
the removal at short but regular intervals, of the 
purulent secretion, either by syringing or by pro¬ 
longed irrigation through some of the well-recog¬ 
nized varieties of irrigators. Great care should be 
taken that no violence is done to the epithelium or 
to the soft structures. 

Various solutions are discussed, and, in addition 
to the regulation treatment, he has occasionally 
found benefit from the following prescription: 

Bichloride of mercury ... gr.j 

Ammonium chloride ... gr.vj 

Water .3xvj 

In his experience he has occasionally had good 
results with mild chloride of mercury dusted be¬ 
tween the eyelids after the eyes have been cleansed. 
He has also used iodoform in the same way. 
Panas’s solution is also recommended according 
to the following formula: 

Biniodide of mercury ... 1 part 

Absolute alcohol. 4°° parts 

Distilled water, re-sterilized 20,000 parts 

(The Therapeutic Gazette .) 


Pityriasis Versicolor. —One friction with es¬ 
sence of turpentine will effect cure if clothing is 
disinfected.— (Hericourt, Med . Rec.) 
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Treatment of Acute Metritis.— The following 
treatment of acute metritis is given in the Revue 
Obstetricale et Gynecologique . Absolute rest, 
laudanum fomentations upon the stomach, frequent 
hot irrigations with emollient and slightly aromatic 
liquids. The following represents an excellent 
formula: 

R Chloral \ 

Naphthol > of each 3iij 
Alcohol J 

Water . 5 viij 

In case of any severe pain, blisters applied to 
the abdominal surface gives relief, or in milder 
cases these may be replaced by compresses 
sprinkled with turpentine or alcohol and covered 
with oiled silk. Scarification and leeches applied 
to the os are absolutely useless during the acute 
stage. 


Nitrate of Silver in Hydatid Cysts: 

Dr. J. Bermeco, of Madrid, recommends that 
when an hydatid cyst contains a clear and trans¬ 
parent fluid, about a third or less of the contents 
of the sac be removed, and an injection be made 
of a solution of nitrate of silver, one to five per 
cent., the quantity being about equal to the 
amount of fluid evacuated. The nitrate of silver, 
by precipitating the chloride of sodium contained 
in the cystic fluid, modifies it and acts probably 
as a parasiticide; in any case it favours absorp¬ 
tion of the fluid, which disappears in twenty-four 
hours.— (Universal Med. Journ.) 


Radical Cure of Epithelial Cancer of the 
Skin: 

Dr. Gavino has obtained a cure in these cases 
by the following mixture: Fuming nitric acid, 
21 drachms; bichloride of mercury, 1 drachm; 
berzelius paper, q.s. ad consist, sirup. The 
remedy is applied with a cotton forceps, repeating 
the cauterization in ten or twelve days. This will 
be sufficient to cause the largest tumour to fall off, 
when cicatrization soon takes place. 

(Universal Med. Journ .) 


Syncope. —Inclination of the head downward 
and backward, transfusion of blood, subcutaneous 
injection of a solution of common salt, electriza¬ 
tion of the phrenic nerve, artificial respiration, when 
respiration also is affected at the same time as the 
heart.— (Bobrof, Med. Ree.) 


Alopecia Areata: 

Chrysarobin. ... §j 

Colopehan . 3iJ 

Cera flava . §i£ 

Olive oil . §j 

Apply with friction at night, and remove the 
remedy in the morning, applying again at night. 
(Monatschefte fur Praktische Dermatologie.) 


Formula for the Administration of Iodide 
of Potassium. —Fournier suggests the following 
formula for the administration of iodide of potas¬ 
sium : 

R Iodide of potassium ... 3vj 

Anisette. §ij 

Simple syrup ... ad §vj 
A dessertspoonful three times a day. 


Rosenheim’s Solution 

for Lavage of 

Stomach: 


Borax 

. 3 *j 

Creolin 

. gr Ar 

Salicylic acid 

. gr.xviij 

Thymol 

. gr.iv 


Use with a syphon tube after clear water lavage, 
once a day for disinfection. 

(Journal of the Amer. Med. Assoc.) 


Chronic Gonorrhoea:— 

R Hydrarg. ox. flav. ... gr.iv 

Lanoline 

Vaseline alba ... aa 5 SS 
Ol. olivae, q. s. 

Apply to urethra by means of flexible French 
bougie of suitable size.— (Marcus, Med. Rec.) 


Dysentery. —Milk diet, and one of the following 
pills every two hours. 

R Calomel . 60 centig. 

Powder ipecac. ... 40 „ 

Extract opium ... 5 „ 

(Magkt, Med. Rec.) 


PUBLISHER'S ANNOUNCEMENT. 


As the “Clinical Journal” has a wide circulation 
amongst Practitioner? and Students, advertisements can 
be received for Assistants, Partnerships, Transfers of 
Practices, etc. Terms, 2s. 6d. for each insertion of four 
lines or under, and 6d. for each extra line. 

Edward Knight, Publisher, 

18, Middle Street, Aldersgate, London, E.C. 


Digitized by 


Google 



THE CLINICAL JOURNAL, 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE, CLINICAL REPORTER, 

CLINICAL CHRONICLE AND CLINICAL REVIEW. 

WEDNESDAY, AUGUST 15, 1894. __ 


A CLINICAL LECTURE 

ON 

SUPPRESSION OF URINE. 

Delivered at St. Bartholomew’s Hospital, June 29, 1894, by 
SIR DYCE DUCKWORTH, M.D., LL.D., 
Physician to the Hospital; 

Hon. Physician to H.R.H. the Prince of Wales. 

Gentlemen, —I propose to call jour attention 
to-day to a case of considerable interest which 
was in Elizabeth Ward last week, and that case 
will lead me to discuss with you the subject of 
what is known as “ suppression of urine.” 

Several names have been applied to this con¬ 
dition : anuria, ischuria, and—a rather older name 
—ischuria renalis. All of these signify sup¬ 
pression of urine; in other words, a condition in 
which the kidney ceases to perform its ordinary 
functions. Although this condition of cessation 
of the function of the kidney must long have 
existed, yet early records in medicine tell 
exceedingly little about it, and it is only within 
comparatively modern times that we have acquired 
any accurate knowledge of the conditions which 
lead to stoppage of renal function. 

You will, of course, understand at once the 
difference between the condition in which the 
kidney no longer secretes urine, and in which, 
therefore, the patient can pass none, and the 
other condition known as retention of urine, in 
which the kidney goes on performing its function, 
secreting urine which trickles down drop by drop 
along each ureter into the bladder, but which, 
having reached that viscus, cannot get out of 
it, and is retained there. In neither case does 
the patient pass any water—in the first case because 
there is none to pass, and in the second case because 
what is formed cannot get out of the bladder where 
it accumulates. It so happens that quite lately we 
have had two cases of retention of urine, one in 
Elizabeth, and one in John Ward. The subject of 
retention of urine naturally falls to the care of the 
surgeon; the physician has nothing to do with it; 
it is his business to detect it, of course, because 
he meets with it from time to time. It is found 
Von. IY. No. 16 . 


sometimes, for instance, in patients suffering from 
fever who are in a state of insensibility. It is most 
commonly to be met with in typhus, and some¬ 
times it is found in enteric fever. When the 
patient is in a condition of stupor, his sensorium 
is dull, and no longer perceives needs and distant 
irritations; and, amongst other things, the bladder 
fills, and the patient is not conscious of it. 

I had a patient in John Ward this week who, on 
examination, was found to have a large tumour in 
the hypogastrium, reaching up to within a couple 
of inches of the umbilicus. It was obviously a 
distended bladder. We found that the man had 
passed his water five hours previously, and on 
simply sending him to the lavatory, he immediately 
passed over a pint of urine, and his hypogastric 
tumour disappeared. It is not usual to find a 
large hypogastric tumour after only five hours’ 
retention; but I suppose that man has arrived at 
a time of life—just over 60 years of age—when the 
prostate gland, or muscle, is somewhat enlarged, 
and so delays the passage of urine, this condition 
leading very often to bladder-troubles. This man 
also suffered from chronic nephritis. 

The other case of retention was that of a girl 15 
or 16 years of age, who was obviously suffering 
from hysteria. She went, we were told, all day, 
sometimes much longer, without passing any water 
at all. When you hear, in the case of a young girl 
who is obviously healthy and properly formed, a 
story like that, you should at once think of hysteria, 
and believe that in all probability there is some fraud 
in the case, that the patient is deceiving you— 
sometimes very cleverly—deceiving sometimes even 
skilled nurses and watchful attendants, that, in 
short, the patient finds means to empty her bladder, 
and would like you to believe that she is passing 
no urine at all, and that her condition requires 
sympathetic attention. On one occasion we found 
this girl’s bladder full, and very much distended ; 
and by simply ordering her to empty it, the natural 
process took place, and there was no further diffi¬ 
culty. She saw we knew what was the matter, and 
a little firm discipline completed her recovery. 

Of course, there are cases of retention in which 
the patients pass no water; but those we consider 
to-day, are of a mqch more serious and grave kind, 
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cases in which the kidney ceases to secrete. A 
case of this nature was admitted a week ago to-day 
—that of a woman, aged 39, a housewife, with the 
following history: “ Patient has been ailing since 
June 10th with general pains, headache, vomiting, 
and cough. Such urine as she passes—and she 
says that is normal in amount—she describes as 
dark in colour and thick. No urine has been 
passed since the 14th inst. ” (She was admitted on 
the 21st into a surgical ward, where she lay for a 
day; but on the 22nd she was removed to 
Elizabeth Ward.) From that date (the 14th) she 
appears to have vomited several times a day. She 
mentions that she has had twitchings on falling 
asleep. On admission an enema was administered; 
a catheter had been passed before admission, and 
the bladder was found empty. At midnight the 
patient had only passed a drachm of urine, which 
was of a pale colour. The abdomen was com¬ 
paratively resonant down to the pubes. She had 
vomited about three ounces of a greenish fluid; 
and was complaining of pain in the back, chiefly 
in the left loin, which the application of a large 
poultice had relieved. Her family history is not 
interesting or remarkable. There is no personal 
history of rheumatism or gout; two of her sisters 
and one brother are said to have died of phthisis. 
Her appearance is that of a healthy woman. She 
is very stout (and I call your attention to that 
because, as we shall see later, suppression of urine 
is more apt to occur in stout than in thin people). 
She is rather pale and anaemic. The patient 
looked comfortable, not at all distressed; and had 
had no convulsions of any kind. She sweated 
rather freely. Physical examination of the chest 
showed that the lungs and heart were healthy. 
The walls of the abdomen were flaccid, and no 
tumour could be felt anywhere. . Per vaginam the 
uterus was freely movable, and no swelling could 
be felt. By the rectum everything felt natural. 
The extremities were also natural. 

We had, then, to deal with a case of suppression 
of urine, in which, for some reason or other, 
the kidneys had ceased to act. The history did 
not help us, and therefore, as must always happen 
in such cases, we had to fall back on a considera¬ 
tion of the general causes of such a complaint. 

The most common cause is suppression brought 
about by obstruction to the passage of urine along 
one or other ureter. Another is where the kidney 
ceases to act in consequence of extreme engorge¬ 
ment, what is called congestive suppression, and 


that happens under several conditions. First of 
all we have to think of it as happening in acute 
Bright’s disease, acute desquamative, or tubular, 
nephritis in its most acute form, when the kidney 
stops work because it is engorged and greatly in¬ 
flamed, and therefore ceases, or almost ceases, to 
secrete urine; a few drops, a drachm or two perhaps, 
being occasionally passed, and that laden with 
blood, and, of course, with albumen, indicating 
the state which prevails. 

Sudden cessation of the function of the kidney 
is also met with in certain cases of poisoning. 
Large doses of turpentine, poisonous doses, will 
lead to suppression of the function of the kidney. 
Large doses of irritant acid poisons, too, will, as it 
were, by a sort of shock, check the action of the 
kidney. Corrosive sublimate in large doses has 
also been known to do this. 

One of the most characteristic and serious 
symptoms in severe Asiatic cholera is the sup¬ 
pression of urine that comes on in the stage of 
collapse; and one of the most hopeful signs of a 
patient’s recovery from that disease is the resump¬ 
tion of function and the excretion of urine by the 
kidney. 

Again, violent shock, as, for instance, from a 
blow on the loins or abdomen, has been known to 
produce sudden stoppage of secretion of urine. 

Enteritis, too, or inflammation of the bowels, 
will cause suppression of urine; as will also peri¬ 
tonitis with collapse,—which means approaching 
death. In such a condition when the patient is 
collapsed and has frigid extremities, the kidneys 
very often cease to secrete. 

These are all causes of suppression which may 
be very readily recognized by the other associated 
clinical symptoms; but none of these, of course, 
come into such a case as we have before us 
now. The patient apparently had been in good 
health with nothing much to complain of, but from 
a certain date ceased to secrete urine; the bladder 
was empty; what was the cause? We had no 
reason to believe from her history that she had 
suffered from Bright’s disease. Pay special at¬ 
tention to this point, which, as we shall see, is 
one of importance. She had not the look of a 
person who was the subject of it She had no 
dropsy; there had been no exposure; there was 
nothing to lead us to suppose that her kidneys 
were engorged and had therefore ceased to per¬ 
form their function. 

Getting rid of that view of the case we come to 
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the next most common cause of the condition, 
which is a blockage of the ureters; in other words, 
the commonest cause of anuria is renal calculus. 
Obviously, to produce stoppage of urine it would 
not be sufficient merely to block one ureter; both 
ureters must be blocked, otherwise, provided the 
other kidney remains sound and performs its func¬ 
tions, the urine secreted by it will have free passage 
along the ureter into the bladder. Therefore, in 
such a case as this, if you believe that renal cal¬ 
culus is the fault, you have to begin by assuming 
that one kidney has long been useless, or that one 
ureter has long been blocked, and that from some 
cause or other the remaining ureter has become 
obstructed, and therefore no urine secreted can 
reach the bladder. Having considered this case 
very carefully, and asked Mr. Langton to see it 
with me, we came to the conclusion that the great 
probability was that one of this woman’s kidneys 
had long ceased to perform its functions, that she 
had been living, for some time probably, with only 
one kidney, and that from some obstruction, pos¬ 
sibly from a calculus, the remaining ureter had 
become blocked so that no urine could reach the 
bladder. 

This condition of things having gone on for 
eight days with no prospect of improvement, 
having satisfied ourselves that there was no pal¬ 
pable obstruction anywhere in the line of either 
ureter, and as, so far as we could feel, there 
was no tumour of either kidney, no disease about 
the pelvis which could by any possibility compress 
the ureters, no new growths in the bladder or 
rectum, and no disturbance of the mechanism of 
the uterus, such as retroflexion or retroversion, it 
was decided that the abdomen should be opened, 
and the right kidney with its pelvis and ureter as 
far as possible examined. This was accordingly 
done. A few hours after the consultation,—at 
6.30 last Friday,—an oblique incision from the 
last rib on the right side downwards and forwards 
to the crest of the ilium was made by Mr. Langton. 
The kidney was found to be higher up than 
normal; the fat around it and also the connective 
tissue were unduly adherent to the capsule proper 
of the kidney; the ureter was traced down with the 
finger to the brim of the pelvis, but nothing abnor¬ 
mal was found, and there was no hydronephrosis, 
which means, as you know, a condition of disten¬ 
sion of the ureter and of the pelvis of the kidney 
by secretion of fluid which cannot get on, the con¬ 
tinuance of the pressure leading to distension of 


the cavity of the pelvis of the kidney with conse¬ 
quent absorption of the pyramids and cortex, so 
that, at last, the kidney becomes a mere shell, or 
tough-walled bladder, if time enough be given for 
the process to be completed. The kidney was 
punctured at different places with long needles to 
ascertain if calculi were embedded in its substance, 
but with negative result. This right kidney ap¬ 
peared to be perfectly capable of performing its 
functions, and no evidence was found of any 
obstruction of the ureter belonging to it. It was 
therefore thought advisable to do no more, but to 
close the wound and not interfere with, or search 
for, the left kidney, the more so as no tumour 
was felt there. A large drainage tube was accord¬ 
ingly inserted, the incision closed with an inter¬ 
rupted suture, and an antiseptic dressing applied. 
The patient was very ill after the operation, but 
she rallied to some extent. She died, however, 
the next (Saturday) morning, about half-past three, 
after having had some convulsions. 

The patient had vomited from time to time 
after admission, and the matter brought up being 
carefully examined, was found to contain a con¬ 
siderable quantity of urea,—a very important feature 
of the case. The vomited matter was also bilious. 
The presence of the urea afforded very plain 
evidence that the kidney was not excreting that 
substance, which therefore, being retained in the 
blood and circulation, was finding vicarious outlet 
by the mucous membrane of the stomach. The 
patient also perspired a good deal, and in that way 
also, no doubt, lost an additional quantity of urea. 

The necropsy was exceedingly interesting; but 
the results were not what we expected them to be. 
I determined before the post-mortem examination 
was made that I should make this case the 
subject of my lecture to-day, and thought I should 
have a very complete story to tell you, and be 
able to show that we had made a very accurate 
diagnosis. The post-mortem examination, how¬ 
ever, showed that we were wrong. In these 
circumstances one’s natural instinct would have 
been to say “ That is unfortunate. This will not 
make so interesting a lecture as we expected; we 
can therefore pass it by and take up another 
subject.” That would be a rather unworthy and 
cowardly course to pursue, because the right way 
of practice is to face difficulties as they arise, to 
do your best, and if you make a mistake to be 
impressed by it and learn from it so that you may 
do better next time. As a late American Minister 
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to this country once eloquently said, “ The man 
who makes no mistakes generally succeeds in 
making nothing.” 

The post-mortem examination revealed that in 
this woman the kidneys were each in their proper 
position, of natural size, and quite devoid of 
calculi; that the ureters were perfectly free and 
patent from the pelvis of the kidney to the base 
of the bladder, so that water could be forced, 
and fine probes passed, along them; that there 
were no indications of any calculi having ever 
been present; that there were no signs of any 
new growth in the pelvis, of twists or kinks in 
the ureters, or of any mechanical pressure upon 
them. We were, therefore, led to believe that 
this case of anuria, was due to some inherent 
fault in the kidneys themselves. The woman had 
taken no poison, had received no blow, was not 
in a state of collapse, and we had had no reason 
to believe that she had been the subject of 
Bright’s disease. Of course, we are quite ignorant 
of the state of her urine before she was taken ill 
on the 14th instant. But a closer examination of 
the kidneys showed that the capsules of the 
kidneys were adherent in great part to the cortex. 
Take note that in a case of acute Bright’s disease 
with suppression—that is, congestive suppression 
—of urine, the kidney will be engorged, large, 
and swollen, so that, when you bisect it in the 
ordinary way with the knife, the gland is ready to 
slip out of its capsule; but in a' kidney that has 
been the seat of long continued nephritis, either 
tubular or interstitial, so that there is chronic 
thickening and adhesion going on, binding all the 
parts of the kidney together, and leading to more 
or less firm adhesions between the capsule and 
the connective tissue-stroma which permeates the 
kidney, so far from slipping out of its capsule, the 
capsule sticks firmly and requires to be torn 
forcibly with the thumb-nail or forceps, and even 
then tears in layers or with shreds of the cortical 
substance adherent here and there. Any kidney 
in which that happens cannot be pronounced 
sound; the more dense the adhesions, the more 
unsound the kidney. 

Unfortunately the weather had begun to get 
warm, and forty-eight hours had elapsed since 
death, so that the kidneys and other organs had 
become decomposed; but parts of them have been 
removed for careful examination, and too little 
time has elapsed for us to know the result of a 
histological examination. We may be sure, how¬ 


ever, that this poor woman had been the victim of 
unsound kidneys which had struck work. Here 
we have a case of suppression of the urine, 
renal ischuria, the like of which is not described 
in the text-books, or commonly recognized. It 
is, therefore, a most important case to bring 
forward, so that we may realize that a condition 
of chronic Bright’s disease may sometimes produce 
this symptom. The kidney, I think, would best 
be described as an example of mixed Bright’s 
disease in which chronic nephritis, partly paren¬ 
chymatous and partly interstitial, is going on, the 
general condition being one of shrinkage and 
granulation. It is something new for us to realize 
that kidneys in that condition may suddenly cease 
work, and simulate the commoner class of cases 
in which the suppression occurs from calculus in 
the solitary free ureter. 

“The post-mortem appearances,” says the re¬ 
port, “were those of a fatty kidney.” I should 
not myself be inclined to say so. The kidneys 
were dark. But it is always difficult to say what 
the exact condition is merely from the naked eye 
inspection, especially when decomposition has set 
in. The kidneys lie at the back of the body, 
and, with the adrenal bodies, are apt to decompose 
quickly, since the blood gravitates there, dis¬ 
colouring the parts and, with long retained warmth, 
favours early changes. I have the parts here, 
and you may also see how completely free from 
all pelvic disease the woman was, with nothing 
mechanical to account for the condition. 

The point, then, in the case, is that kidneys in 
a state of chronic nephritis may, under some 
conditions, strike work, and cease to secrete, 
although the pelvis, the ureters, and the passages 
into the bladder may be normal and patent; and 
that is not among things that are generally known. 

I may tell you some of the symptoms in cases 
of this kind that are very remarkable. You would 
expect, of course, under these conditions, that the 
patient would suffer from what is commonly known 
as “ uraemia.” It is a curious fact that anuria or 
suppression of the urine and uraemic symptoms, 
as commonly recognized, do not go together. 
The fact is, that patients who cease to secrete any 
urine at all, whose bladders continue empty from 
day to day, go on looking uncommonly well, so 
that you would not think there was anything the 
matter with them. Their minds are quite tranquil, 


the pulse is quiet, and their temperatures not 


only 


natural but subnormal. 
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time this woman was in hospital her temperature 
never reached 98°. Her temperature, pulse, and 
general condition perfectly tallied with the com¬ 
moner, more ordinarily recognized, features of 
suppression of urine; there was no fever, np ac¬ 
celeration of pulse, and perfect tranquillity of 
mind. Day after day, however, these patients get 
weaker. Vomiting is not usual. But in this case 
there was vomiting, and the ejecta were, as I have 
said, bilious, and also contained a considerable 
quantity of urea. In this condition the respiration 
becomes rather slow, and somewhat panting; the 
mouth dry, and the tongue raspy; some restless¬ 
ness may come on and some drowsiness, but, as a 
rule, no convulsions, and no coma and no dropsy 
occur, and the mind is perfectly clear. The 
patient takes food sometimes fairly well, and looks 
to any ordinary person as if nothing was wrong. 
By and by, some nervous symptoms appear, 
drowsiness being one; but more characteristic is 
the occurrence of twitchings and jerkings in the 
fingers or face. Most cases present this feature, 
and this poor woman herself mentioned that she 
had felt herself twitching and jerking in her sleep. 
Death generally occurs, if no relief comes, at the 
end of a week or ten days, but some cases have 
gone on longer. One case is on record, where, 
for twenty-five days, the patient had total sup¬ 
pression of urine, or what was practically total 
suppression, as the passage of a drachm, or an 
ounce or two, in the course of a fortnight 
practically amounts to nothing. The most re¬ 
markable instance I remember is one described by 
Sir James Paget, which went on for twenty-one 
days before death ensued. That patient continued 
apparently perfectly well and comfortable, but at 
last twitchings occurred, gradual weakness in¬ 
creased, and on the twenty-first day death occurred 
without any passage of urine having occurred. 

In the presence of such symptoms, then, the 
absence of fever and the total suppression of 
urine, you make your diagnosis. But having done 
so you have only answered the first question in 
clinical medicine, “What is the matter?” The 
second immediately arises, “ What good can you 
do?” It is interesting to study pathology and 
disease, but we only do that in order to be able 
to do people good. We want to know how 
to treat people in this unfortunate condition. 
Remembering that renal calculi have to answer 
for most cases, you ought to think of that; and in 
many cases the diagnosis is fairly easy. There is 


a history of calculi; the patient has had great 
pain, renal colic, and has passed, perhaps, one or 
more stones from one or other ureter. One of 
these may have become blocked, and so led to 
hydronephrosis. That is to say, there will be en¬ 
largement of the ureter above the obstruction with 
distension of the pelvis of the kidney, so that a 
tumour will be found in one or other loin with all 
the characters of a tumour of the kidney, as shown 
by its position, and its relation to the colon. Hav¬ 
ing found a renal tumour, ascertained a history of 
renal colic, and being face to face with symptoms 
of total suppression of urine, you may be sure 
that a calculus has existed in the other kidney, 
come down the ureter, and led to blockage. One 
kidney may become obsolete in a patient, but as 
long as the other remains perfectly sound, he may 
go on perfectly well, that healthy kidney enlarging 
and carrying on the renal functions; but the 
patient’s life hangs on that one kidney, and a 
single calculus emerging from it may prove fatal. 

Having judged that a calculus has blocked the 
remaining ureter, many measures may be tried. 
Good results have followed kneading the abdo¬ 
men so as to encourage the onward passage of the 
stone or its passage back to the pelvis of the 
kidney, or holding the patient upside down. The 
patient feels something move, and then has free 
passage of urine, so that the anuria terminates for 
a time. I told you that fat people were specially 
prone to obstruction and suppression of urine. 
That simply depends upon the fact that fat people 
are more liable than others to suffer from renal 
calculi. 

Stone in the kidney may exist without the 
occurrence of any symptoms. It is hard to be¬ 
lieve that, but it is a clinical fact. One or more 
calculi may be present, and, remaining still and 
embedded in the organ, produce no pain, but once 
they begin to travel or shift their position there 
comes pain. There may, indeed, be a fixed dull 
pain with calculi; but once they move irritating 
shooting pain occurs, and when they reach the 
ureter all the terrible pains of renal colic com¬ 
mence, which nothing but opium will help even 
the strongest man to bear. 

Those calculi cause the most pain which are 
the most rough. The type called the “ mulberry 
calculi,” some of them resembling brambles, and 
especially if they are at all spiculated or pointed, 
naturally irritate the pelvis mucous membrane, 
make it bleed, and give tgjspvere They 
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commonly consist of oxalate of calcium. Uric 
acid calculi are generally rounded, and not apt to 
produce the severest pain, but this may be bad 
enough. Position, then, may help you to get the 
calculus on or back into the kidney. Change of 
posture, such as walking up and down stairs, has 
been recommended to encourage movement of the 
calculus; but now, in these days of modern sur¬ 
gery, when it is not thought a very serious matter 
to open the abdomen, the physician at once 
summons surgical aid, the abdomen is opened, the 
defect is looked for, and in many cases found. 
The kidney is cut down upon, the cause of the 
obstruction is found. Of course it is not possible 
to follow the ureter all the way down into the 
bladder, but for a great part of its course it may 
be felt. Very often the calculus may be far down 
beyond the reach of the finger. That is unfortu¬ 
nate. It affords nowadays many chances for the 
patient’s life to have the kidney explored, and 
" needled,” as it is called, so as to ascertain the 
presence of calculi. 

A difficulty, of course, arises as to the general 
treatment of the patient. Supposing the operation 
is successful, all goes well; but during the time 
that you are waiting for a turn for good to come, 
how will you diet the patient, and can any medi¬ 
cines do him good ? Renal calculi themselves, 
when they keep their places, are not difficult to 
deal with. You send your patient to some spa. 
Such a place as Bath in this country is very good 
for the purpose, but a great prestige attaches to 
Contrex^ville, in the Vosges, France, where many 
people who can afford it are sent, and it is remark¬ 
able how they get rid of them. People, too, who 
go there for treatment of gout and other troubles, 
without a suspicion of calculi in their kidneys, 
quite unexpectedly pass calculi. As soon as you 
have diagnosed renal calculus then, do all you can 
to get them dissolved out and removed by such 
means as I have just mentioned 

The diet, of course, in such a case must be 
exceedingly simple. In this instance there was 
some trouble in this respect, as the woman had 
vomiting to such an extent. We could do little 
better than give her small quantities of iced food. 
But the trouble was to treat her restlessness and 
to know what to do, especially after she had been 
operated on, because a patient who is not secreting 
urine is not one to whom you can administer 
opium with any advantage, or, indeed, without 
grave risk. But other drugs are available in such 


cases, especially henbane and cannabis indica. 
We used both of these. 

Of course, if the patient has a hydronephrosis, 
the surgeon knows which side he would have to 
operate on. In this case it was mere guesswork 
as to which kidney should be cut down upon. 
Some points in the case led us to believe it was 
the right kidney that was at fault, and that was 
attacked. 

Here, again, the physician calls in the surgeon 
to help him in his work. Some amongst us are, 
therefore, beginning to think that medicine is 
becoming a subordinate part of our profession, 
and that when anything serious occurs the surgeon 
has to be called in. Is that the case? It is 
a fact that the surgeon is now required to do 
things which he certainly could not do five and 
twenty years ago—which he did not then dare to 
attempt. He has become more bold because he 
has acquired more knowledge, and can operate 
with impunity where formerly he operated with 
much danger when he did so at all. But surely 
the fact that the physician has recognized cases 
here and there requiring surgical interference, and 
has not hesitated for one moment to call in the 
surgeon and take the benefit of his skill, is highly 
creditable to him, as indicating that he appre¬ 
ciates the exact nature of the case, and knows 
what is best to be done for it. If he were surgeon 
as well as physician I suppose he would imme¬ 
diately proceed to operate himself; but in the 
natural division of labour in hospital practice that 
is not possible; and moreover, in a great institu¬ 
tion like this the patient gets the benefit of expe¬ 
rienced surgical skill. It all comes to this, that 
our work in life is to get our patients well, and 
anything that secures that end it is our duty to 
follow. The first consideration in medical practice 
is always the highest welfare of the patient. 

[Since this lecture was delivered, portions of 
the kidneys have been microscopically examined 
by Dr. Herringbam. He reports that there was 
no evidence of chronic interstitial change, but that 
there were extreme parenchymatous changes, most 
marked in the middle zone of the cortex. The 
latter, he thinks, were not improbably due to de¬ 
composition. I must, however, refer to the fact of 
the capsular adhesions which existed in this case, 
and these, I am always disposed to believe, indi¬ 
cate some degree of interstitial nephritis. The 
exact condition of the kidneys in this case must, 
therefore, remain uncertain.] b y C 
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CANCER OF THE COLON AND ITS 
TREATMENT.* 

By J. BLAND SUTTON, F.R.C.S.Eng., 
Assistant-Surgeon to the Middlesex Hospital. 

At the time your secretary invited me to read 
a paper before the Society, it so happened that I 
had (by one of those strange coincidences which 
not infrequently occur in practice) been called 
upon to deal with six cases of intestinal obstruc¬ 
tion dependent on cancer of the colon, in the 
course of the same number of weeks. As the 
diagnosis and treatment of this condition is one 
which has exercised my mind a good deal, I 
determined to select it as the subject of my paper 
this evening. 

It is a good thing occasionally to write on a defi¬ 
nite subject. Most of us, I presume, after operating 
a number of times for a particular affection, follow 
a definite method, which we learn from experience 
gives the best results, and it certainly does us good 
to formulate the facts on which our method is 
based and submit them for criticism. 

One of the distinguishing features in the clinical 
aspect of colic cancer is conjecture. The diagnosis 
is undeniably conjectural; knowledge of the 
precise situation of the tumour is conjectural; 
and the prognosis is extremely conjectural. All 
this uncertainty is due to the circumstance that 
cancer of the colon rarely declares itself until it 
has produced manifest obstruction of the bowel; 
this fact explains our ignorance of the early stages 
of this disease, for opportunities of studying the 
characters of such tumours only occur late in its 
course. 

The evidence furnished by morbid histology 
shows that the disease starts in the Lieberkiihnian 
follicles, and that so far as microscopical investiga¬ 
tion at present assists us, there is but one species. 
So far as the effect on the colon is concerned 
it is necessary to recognize two varieties. In one 
variety the cancer is limited to a very narrow 
extent of the gut, and as it infiltrates the muscular 
coat in a circular manner, so constricts and narrows 
the lumen of the intestine that, when examined from 
the outside, it looks as if it had been constricted 
by a ligature or a narrow piece of tape. When 
seen from within, the mucous membrane assumes 
the appearance of a perforated diaphragm, varying 

• A Paper communicated to the Harveian Society, May 
3rd, 1894. 


in thickness from 1 to 3 centimetres, and the 
central perforation may have a diameter of 5 to 10 
millimetres, sometimes it is so small as to barely 
admit a probe. 

In the second variety the cancer forms a pro¬ 
tuberant mass, varying in size from a bantam’s 
egg to that of a fist, or even larger. The tumour 
projects into the lumen of the colon and involves 
its whole circumference, forming a thick obstruc¬ 
tion traversed merely by a central, narrow, and 
usually sinuous channel. The disease infiltrates 
the muscular coat, invades the subserous tissue, 
but the integrity of the peritoneal covering is pre¬ 
served until quite the late stages of the disease. 

These two varieties of colic cancer, as has 
already been mentioned, are identical in their 
minute structure, each presenting distorted in¬ 
testinal glands stuffed with cells. Although they 
are alike in structure, the course of the disease and 
its mechanical effects differ in each. 

So far as I have been able to study the subject 
the constricting variety is the less malignant, gives 
better results after treatment, and is more commonly 
met with after midlife. The tuberose variety is 
more common before midlife, and is the variety 
met with in those unusual cases occurring in in¬ 
dividuals between 30 and 40. 

The appreciation of the modes by which cancer 
blockades the colon, and the manner in which it 
causes death, are of great importance from the 
clinical standpoint. It has already been mentioned 
that cancer of the colon causes no symptoms until 
it so narrows the lumen of the gut as to produce 
obstruction, the signs of which are usually so clear 
that they are as obvious to the patient as to the 
surgeon. 

On interrogating these patients, we usually find 
that they have, perhaps for weeks, suffered from 
frequent actions of the bowels, the stools being 
thin and watery; at the same time the belly has 
been slowly increasing in size. Occasionally the 
flow of faeces stops for several days, perhaps not 
even gas escapes, then the spurious diarrhoea returns. 
When these symptoms have been in existence 
several weeks there is often a sickly odour of the 
breath, sometimes vomiting, the ejected matter 
exhaling a faecal odour. Sometimes a peculiar 
mental condition, due to the poisonous effects of 
intestinal gases, complicates the case. 

A study of the cancerous gut explains these 
signs:—When an obstructed colon is bisected in 
its long axis, its lumen will bg found as a narrow 
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tortuous channel, in many specimens barely ad¬ 
mitting a probe; hence the colon on the proximal 
side of the tumour, in consequence of the 
obstruction to the passage of faeces, becomes 
enormously dilated with fluid faeces which slowly 
trickle through the narrow channel, but the trick¬ 
ling may be arrested at any moment by solid 
particles, such as a fruit-stone or even a grape- 
stone becoming impacted in the channel. This 
impaction will gradually relieve itself and the 
current be re-established. On exceptional occa¬ 
sions, after many days of complete obstruction, 
the central parts of the tumour slough and the 
blockade is raised temporarily, and, in some cases, 
the hole in the tumour is of such dimensions that 
the obstruction is permanently relieved. Slough¬ 
ing of the tumour, under the above conditions, is 
followed by a free flow of faeces, and the amount 
discharged is sometimes so large as to be almost 
beyond belief. 

The free discharge of pent-up faeces in this 
manner, as well as after colotomy, seems to throw 
the patients into a peculiar lethargic condition, the 
breath has a curious faecal odour, and intervals of 
restlessness alternate with lethargy almost border¬ 
ing on coma. During the restless periods, the 
patients are subject to strange notions; they can 
scarcely be called delusions. These conditions 
may last for three or four days, then gradually pass 
away, but often they end in death. These symp¬ 
toms are, doubtless, due to absorption of intestinal 
gases. 

Causes of death . In cases not submitted to 
operative interference, death occurs from the 
effects of obstruction, or from sloughing of the 
tumour. The immediate cause of death in many 
cases is perforation and extravasation* of faeces into 
the peritoneal cavity. Perforation may occur at 
the margin of the cancer, or be due to a stercoral 
ulcer of the caecum. Death follows very rapidly 
upon intra-peritoneal perforation. On two occa¬ 
sions I have made arrangements in the evening 
for performing colotomy the following morning on 
patients with cancerous obstruction of the colon. 
During the night they were seized with sudden 
abdominal pain, and died in two hours. At the 
subsequent examination perforation and extravasa¬ 
tion of faeces into the peritoneal cavity was found. 

When perforation takes place behind the peri¬ 
toneum of the ascending or descending colon, 
faeces and intestinal gases escape and find their 
way into the intermuscular planes of the anterior 


abdominal wall, which becomes emphysematous 
from this cause, the tissues undergo gangrene and 
slough. Fortunately such cases are rare. It is 
not my intention to discuss all the methods by 
which colic cancer causes death, but merely to 
indicate the common modes. 

Diagnosis . The signs of cancer of the colon 
are mainly those of chronic intestinal obstruction, 
and are very closely simulated'by other conditions 
which produce chronic obstruction of the bowels; 
nevertheless it is often possible, by careful reflec¬ 
tion, in the majority of cases to arrive at a correct 
conclusion. 

Although the diagnosis of colic cancer may be 
made without much difficulty, the localization of 
the tumour is always very doubtful. The fact that 
the lower the seat of obstruction, the more chronic 
the symptoms, affords some help, and the statis¬ 
tical fact that cancer is more common in the 
sigmoid flexure than in the other parts of the 
colon collectively. But facts of this kind are of 
little real help in surgical action. The most im¬ 
portant physical sign is the detection of a tumour 
through the abdominal wall, rectum, or vagina. 
The localization of a tumour of the colon by pal¬ 
pation of the abdomen during an attack of intes¬ 
tinal obstruction is a rare event: the ascending 
and descending colon lie deep in the loins, and 
they are very inaccessible when there is much 
distension of the small intestine. In the constrict¬ 
ing variety of colic cancer the tumour, even with a 
lax abdominal wall, would be inappreciable. 

Treatment . When a surgeon comes face to face 
with a case of intestinal obstruction in which the 
clinical features are indicative of cancer of the 
colon, and the condition of the patient is favour¬ 
able for surgical intervention, it becomes his duty 
to form an artificial anus for the evacuation of the 
faeces. The chief difficulty lies in the localization 
of the tumour. It may be confidently stated that 
there is no operation which affords so much satis¬ 
faction and gives so much relief as a timely 
colotomy, and no operation is so unsatisfactory 
as a “ chance colotomy.” By this I mean a colo¬ 
tomy performed in ignorance of the nature and 
seat of obstruction, and carried out on the left loin 
in the hope or chance of being above the obstruc¬ 
tion. It would ill become me to relate cases in 
which surgeons have performed chance colotomies 
without giving relief, or cases in which the opera¬ 
tion was subsequently proved to be unnecessary; 
but they have led me to adopt the following 
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methods, which may be explained in a few 
words:— 

The patient is anaesthetized, and an incision two 
and a half inches long is made in the linea alba, 
between the umbilicus and symphysis pubis. The 
assistant takes care that no coil of intestine 
escapes. The fingers are then carefully intro¬ 
duced into the right iliac fossa, and the condition 
of the caecum ascertained. If this be distended 
the left iliac fossa is explored, and the condition of 
the sigmoid flexure ascertained. If it be distended, 
the finger gently follows its course into the pelvis, 
and the seat of obstruction is discovered. Should 
the sigmoid flexure be empty, the fingers then 
follow it upwards and trace the descending colon 
to the splenic flexure. The collapsed gut may in 
favourable cases be followed along the transverse 
colon to the hepatic flexure, but this is difficult 
and dangerous when there is much distension, and 
is, moreover, unnecessary. When the caecum and 
sigmoid flexure are distended, left colotomy, in¬ 
guinal or lumbar, may be practised; when the 
caecum is distended, but the descending colon 
collapsed, then there is no choice but a right 
colotomy. 

It is necessary to point out that the method of 
exploration thus advocated takes very little time in 
actual practice. The utility of the proceeding is 
illustrated in the following case:— 

In 1893 Dr. Becher placed under my care a 
woman, 56 years of age, who had been suffering 
many weeks from constipation. Finally complete 
obstruction to gas and faeces supervened, the 
breath acquired a faecal odour, and finally ster- 
coraceous vomiting occurred. The belly was 
enormously distended; coils of intestine could be 
distinguished through the thin parietes, and the 
history of the case, with the age of the patient, 
suggested cancer of the colon. 

The patient was anaesthetized, and the abdo¬ 
minal cavity explored through an incision in the 
mid-line in the way just described. The caecum 
was enormously distended, but the sigmoid flexure 
was empty. A tumour, the size of a bantam’s egg, 
was found, apparently implicating the descending 
colon, where it was in relation with the quadratus 
lumborum muscle. The incision was closed, 
secured with sutures, right lumbar colotomy was 
performed, and a vent made for the escape of an 
enormous quantity of faeces. The peculiar mental 
condition, already described, supervened, and on 
the eighth day the patient died. At the post 


mortem examination nothing was found to directly 
account for death—no perforation, no peiitonitis— 
but a tumour was found in a loop of transverse 
colon lying parallel with and closely adherent to 
the descending colon. In this instance a left 
colotomy would have been absolutely useless. 

About the same time a woman, set. 30 years, 
was admitted into the Middlesex Hospital, under 
the care of Dr. J. K. Fowler, with signs of intes¬ 
tinal obstruction, the nature of which was very 
obscure. There had been no action of the bowels 
for many days; copious enemata were ineffective; 
there was slight fulness of the belly, and some 
pain, but no tumour was noticed by the usual 
methods of examination. 

In this case an exploration was carried out 
according to the method just described, and a 
tumour was detected in the splenic flexure of the 
colon the size of a large egg firmly adherent to the 
adjacent belly-wall. The wound was closed, and 
right lumbar colotomy performed. The woman 
made a rapid recovery, and left the hospital three 
weeks later, wearing a colotomy belt. Shortly 
afterwards faeces again passed into the descending 
colon, and were discharged through the anus, and 
the patient allowed the artificial anus to completely 
close, and in two or three months it was soundly 
healed and remained cicatrized until her death a 
year later. At the post-mortem examination a 
large tumour occupied the splenic flexure, but its 
central parts had sloughed freely and formed a 
channel sufficiently large to allow faeces to flow 
into the descending colon. Death in this case was 
due to dissemination of the cancer. 

Not only does a preliminary exploration allow 
us to localise the obstruction, but it often spares 
us opening ,the colon unnecessarily. On one 
occasion I was asked to perform colotomy on a 
patient supposed to be the victim of colic cancer. 
The preliminary exploration showed intestines dis¬ 
tended with gas but void of faeces, and secondary 
nodules of cancer on the peritoneum visceral, 
parietal and omental. There was no obstruction 
to the bowel. At the post-mortem examination 
the primary tumour was found in the gall bladder. 

I am well aware that enthusiastic advocates of 
inguinal colotomy will urge that through an open¬ 
ing in the left flank the conditions of an exploratory 
incision are fulfilled, and the opening may be 
utilized for the artificial anus, if it be necessary to 
make one. When the tumour occupies the sigmoid 
flexure this is true; in practice, however, it is 
Digitized by * ^005? 1 e 
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extremely difficult to explore the depths of the 
pelvis and the caecum through such an opening 
when the intestines are distended; whereas through 
an incision in the middle line all these parts are 
easily examined with a minimum amount of inter¬ 
ference with the abdominal viscera, a very important 
matter in these operations, as handling of small 
intestines provokes shock, apart from the risk of 
rupturing ulcerated patches in the caecum or the 
colon. 

It is not my intention in this communication to 
discuss the relative merits of excision of colic 
tumours, colectomy, or colotomy; or even to 
discuss the advantages and disadvantages of in¬ 
guinal and lumbar colotomy; but merely to advo¬ 
cate in cases where there is the least doubt as to 
the position of a tumour producing obstruction that 
its exact situation should be determined by an 
exploration through an incision in the middle line 
of the belly before resorting to colotomy. 

The chief advantages of this method are the 
following:— 

1. It will occasionally prevent the surgeon 

opening the colon unnecessarily. 

2. The obstruction may be due to an ovarian 

or uterine tumour easily removable. 

3. The obstruction may be due to adhesions 

or dissemination of cancer. 

4. It will prevent the surgeon in some cases 

incising the left and then the right loin. 

Colotomy in suitable cases is a merciful opera¬ 
tion ; it often prevents death from intestinal 
obstruction, with all the miseries of profuse faecal 
vomiting. It frequently prolongs life. When in¬ 
dividuals with an artificial anus in the loin wear a 
carefully adjusted belt they experience wonderfully 
little inconvenience or annoyance. 


A CLINICAL LECTURE 

ON 

CHRONIC METRITIS. 

Delivered at the Westminster Hospital, June 29, 1894, 
By .T. B. POTTER, M.D., F.R.O.P. 
Obstetric Physician to the Hospital. 


I propose to-day, Gentlemen, to speak to you 
on the subject of metritis. 

The term metritis, in its fullest significance, 
means inflammation of the uterus. Attempts at a 


very elaborate classification of metritis have been 
made, which I shall just mention, because, 
although classifications are, as a rule, of little use 
in actual practice when face to face with the 
patient, they do help towards a systematic orderly 
grasp of the conditions with which we have to deal. 

Metritis has, first of all, been divided broadly 
into acute and chronic . Further, as the uterus has 
been, for convenience, divided into the cervix and 
the body, and as distinction has also been made 
between the substance of the uterus and its lining 
membrane, we recognize what is known as “ par¬ 
enchymatous metritis,” where we imagine that the 
muscular substance of the uterus is affected, and 
again “ endometritis ” where the mucous membrane 
is affected. Moreover, according as the structure 
affected belongs to the .cervix or the body, the 
condition present receives the name of “ cervical 
endometritis,” “ cervical parenchymatous metritis,” 
or “ corporeal parenchymatous metritis.” All these 
varieties are merely based upon the arbitrary dis¬ 
tinction between the cervix and the body, and 
between the substance of the uterus and the lining 
membrane, and may again be distinguished ac¬ 
cording as they are acute or chronic. 

Although this classification has a certain amount 
of use, still, in ordinary practice, we have to look 
at the subject in a much more comprehensive way, 
as a great many of these conditions run into one 
another. First, let me ask you to bear in mind 
the condition of the unimpregnated uterus, 
especially as regards its weight, its mobility, the 
height at which it is found in the pelvis, the 
impression produced by digital examination of the 
neck, and the size of the uterus; because it is by 
contrasting what we feel with what we know to be 
the normal condition that we are able to ascertain 
the difftrence between disease and health. 

Although, generally speaking, it is one’s ordinary 
custom to speak of the acute form of a disease 
first, I shall in this case first deal with the chronic 
form as acute metritis is not at all common, while 
the chronic variety of the condition is one of the 
commonest of the diseases with which in women 
we have to deal. Of 100 cases taken haphazard 
from the out-patient room the great bulk would 
consist of patients with chronic metritis. It is 
met with every day in practice, so common is it. 

Chronic metritis is known by other names. 
It used to be spoken of as chronic congestion, 
and I am not sure whether, in many respects, 
this is not a very good nape. More recently, the 
Digitized by VjOOQIC 
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name areolar hyperplasia—which is a very good 
one—has been adopted on account of the fact 
that as the case becomes more and more chronic 
there is a development in the wall of the uterus of 
areolar tissue at the expense of the other structural 
elements. We may consider, then, chronic metritis 
to mean either chronic congestion or areolar hyper¬ 
plasia, and use these names as synonymous. 

It has been well said by West, in his work on 
“ Diseases of Women,” that “ few things are more 
difficult to speak of correctly than the history of a 
chronic local ailment where the organ affected is 
one of complex structure, whose different parts 
have different functions to perform, and whose 
sympathies are so wide that the whole system 
shares in the sufferings of the part, and shares 
them, too, in a manner which may outlast the 
local ill wherein they originated.” And when we 
consider this subject of chronic metritis we shall 
see how very true that statement is, how the 
general health affects the uterus, and how the 
uterine condition affects the general health. 

As to the causes of this chronic metritis, 
perhaps one of the commonest is what is known 
as “subinvolution,” where, after parturition or 
abortion, the ordinary changes which we know 
under the term “ involution,” do not take place in 
a satisfactory manner, the result being that the 
uterus remains large and heavy, and after a time 
its characters become altered. 

This subinvolution may, in its turn, depend on 
various interruptions to the ordinary process of 
ihvolution, such as non-suckling, getting up too 
soon, undergoing exertion before the uterus has 
become reduced to its natural size, portions of 
coagula or shreds of membrane being retained, 
the uterus being unable to expel them. Then 
there are the various peritoneal diseases, such as 
inflammatory attacks, either septic or traumatic, 
which may operate to prevent complete involution. 
Probably also too early return to ordinary sexual 
habits is a cause of subinvolution, sexual inter¬ 
course being resumed before the uterus has had 
time to recover itself. Another fertile cause, 
though not so fertile as sepsis, perhaps, is the 
influence of cold during the process of recovery 
after parturition. Miscarriage or aborticn is also 
a factor in the causation of subinvolution, especi¬ 
ally when there is carelessness after it has occurred, 
—a carelessness not found solely among the poor, 
as might be supposed, but common to all classes, 
and found just as much among the rich. Women 


miscarry and look upon it as a mere trifle; they 
take no rest at all, but get up next day and resume 
their ordinary occupations until afterwards they 
are prostrated by an attack of illness and pain. 
The poor run this risk from a desire, of course, to 
get back to their household duties, so that the 
uterus, having gone through the shock and irrita¬ 
tion of the abortion, does not get a fair chance of 
natural recovery; being given no rest its chance 
of becoming small and involuted again is rendered 
very unlikely. Another fault is the frequenl re¬ 
currence of conception in relation to abortion. A 
woman miscarries; a very short time afterwards 
sexual intercourse is resumed, and she again be¬ 
comes pregnant; shortly thereafter, in the course of 
six weeks, two months, or more, she again aborts; 
and this process is carried on to a practically 
unlimited extent. I remember a woman who, 
having had eighteen consecutive abortions, died 
practically worn out by the wear and tear of these 
troubles. You often meet cases in out-patient 
practice where a woman has had three to six 
abortions; and although these may be due to 
other causes, such as specific disease or diseases of 
the decidua, there are still a great many who may 
be said to have the “ habit of abortion,” and too 
early a resumption of sexual intercourse is very 
fertile in keeping up the mischief. Among other 
causes are active and passive congestion,—active 
congestion in the form in which it is seen as the 
result of cold about the time of the menstrual 
period, or that condition of passive congestion 
associated with congestion in the neighbourhood, 
congestion of the portal system of blood-vessels, 
very often shown by the existence of haemorrhoids 
and other signs. 

Another very prolific cause of this trouble has 
to be mentioned somewhat delicately both here 
and when you come into actual practice, namely, 
the constant attempts, especially at the present 
day, on the part of women to prevent conception. 
It is a most unpleasant subject to have to discuss, 
but unfortunately it is a very common practice 
nowadays. There exists a great desire on the 
part of many married women to live a married life 
without the natural consequences, the result being 
that all sorts of means are adopted to prevent 
impregnation. As a consequence of these, especi¬ 
ally of the method of injecting cold water or cold 
astringent solutions immediately after the sexual 
act, metritis is frequently set up, sometimes in its 

most acute form, but in many more in the chronic 
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form we are now discussing. I should be afraid 
to say how large a factor this is in the production 
of this condition, but I certainly consider it one of 
the largest I know. 

Long-standing dysmenorrhoea too, especially 
obstructive or mechanical dysmenorrhoea which 
has existed for a long time, which gives rise to 
frequent contractions of the uterus with the object 
of expelling its contents, blood, shreds of mem¬ 
brane, and suchlike, frequently sets up the condition 
of chronic metritis. 

It may also be produced by anything which ir¬ 
ritates the mucous membrane of the uterus, espe¬ 
cially long-standing endometritis which has been 
neglected, but much more common the over-treat¬ 
ment of endometritis, particularly the frequent use 
of strong caustics and astringents. 

There are a sufficiently large number of causes, 
then, for this common and troublesome condition. 

With regard to its pathology one can say very 
little here. It depends somewhat on the duration 
of the disease; the longer it has been established 
the greater is the hyperplasia of connective tissue, 
and the greater the weight, thickness and enlarge¬ 
ment of the uterus. 

As regards diagnosis, pregnancy, fibroids, peri¬ 
uterine inflammation, and malignant or specific 
disease are the principal conditions from which 
this chronic metritis has to be distinguished. It is 
very important that this distinction should be made 
because chronic metritis, although a disease accom¬ 
panied by great pain and discomfort, in fact, spoil¬ 
ing the patient’s life, does not necessarily take away 
life; it* has not the serious importance in this 
respect that a severe case of fibroid tumour or a 
case of malignant or specific disease possesses. 

With regard to pregnancy,—of that we have to 
look for the signs, especially those of early preg¬ 
nancy. It is not difficult to diagnose between 
chronic metritis and a comparatively late preg¬ 
nancy ; but during the first two or three months, 
especially if the ordinary suppression of menstrua¬ 
tion has not taken place, it is sometimes a little 
difficult, the more so, as in those cases of metritis 
the breasts get a little irritated sympathetically and 
thereby enlarged, and we are apt to be misled on 
that account. In doubtful cases we must not use 
the uterine sound, consequently that means of 
diagnosis is taken away from us; but the bimanual 
method of examination may be employed, noting 
especially the size of the uterus, its breadth more 
particularly, and also how far this size increases in 


the regular way that it does in pregnancy, In a 
case of chronic metritis the amount of increase is 
very small from month to month, whereas in preg¬ 
nancy there is a gradual development. Afterwards 
the observance of balottement , the changes in the 
breasts, the cessation of menstruation, and, later, 
by auscultation, of the sounds of the foetal heart 
and the uterine souffle enables us with a little care 
to eliminate pregnancy. In all doubtful cases, 
especially early cases, it is better sometimes to wait 
and watch, and not to give too positive an opinion, 
meanwhile observing the progress of the size of 
the uterus. 

With regard to fibroids,—these, whether in the 
wall or towards the mucous surface, give rise to 
menorrhagia; and although sometimes in chronic 
metritis there may be an increase in the loss of 
blood every month, there is not the severe 
bleeding that occurs from fibroids. This at once 
helps to exclude fibroids. Another element in the 
diagnosis here is the size of the uterus, especially 
as measured by the uterine sound in addition to 
bimanual examination. Where the fibroid is either 
in the uterine wall or towards the peritoneal sur¬ 
face, the uterus is felt from the abdomen to have 
an irregular surface; and these fibroids being, as a 
rule, multiple, there is also a feeling of irregularity 
and weight per vaginam ,—quite different to the 
comparative smoothness in chronic metritis. In 
chronic metritis the uterus is seldom enlarged to a 
greater extent measured by the sound than three 
inches,—an increase of about half an inch, but its 
enlargement is to a great extent symmetrical; 
whereas that in the case of fibroids is irregular and 
in many cases very much greater. 

In the diagnosis from peri-uterine inflammation 
we rely on the signs of fever, raised temperature 
preceding the attack, and—most important here— 
the fixity of the uterus. In chronic metritis the 
mobility is impaired, but the organ is never fixed, 
whereas in peri-uterine inflammation the uterus 
does become fixed. 

One of the most difficult things from which to 
diagnose chronic metritis is early malignant disease 
of the cervix before ulceration has taken place, or 
the fixity which comes on comparatively early; 
there is merely more or less hardness of the uterine 
neck; but the simple procedure of introducing a 
sponge tent often helps us here by softening the 
tissue which is merely indurated in chronic metritis, 
while it does not affect the indurated tissue of 
malignant disease. Then by taking into consid- 
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eration the general condition of the patient as 
regards wasting and cachexia, the occurrence, gen¬ 
erally speaking, of severe haemorrhage which occurs 
in carcinoma, and the severity of the pain—pain 
in the back which is not relieved by lying down— 
we are generally able to distinguish chronic metritis 
from a case of carcinoma. There may, of course, 
in the early stage be some doubt in our minds, and 
here again it may be well to wait before coming to 
a positive opinion. 

With regard to specific disease, there is, gener¬ 
ally speaking, early ulceration and a more or less 
characteristic blood-stained discharge. Moreover, 
there is usually some history of syphilis, although 
this is sometimes difficult to ascertain, the only 
signs obtainable in many of the later cases being 
the falling out of the hair and the general cachexia 
produced by the condition. Where there is a well- 
marked history of vaginal discharge followed by a 
rash, sore throat, and such like, we have very little 
difficulty in coming to a conclusion on the subject, 
but there are many cases in which it is exceedingly 
difficult. Fortunately, however, the question of 
treatment is very similar in both cases. 

It has been said with truth that nulliparity 
secures a great immunity from chronic metritis; 
in other words, that the connection of this disease 
with parturition or abortion is very close, and that, 
consequently, the non-impregnation of the parts 
concerned is a favourable thing with regard to the 
non-production of chronic metritis; but I would 
by no means say that chronic metritis is never 
met with in nulliparous women, for it is met with 
even in virgins, as well as in women who have 
been exposed to the risk of pregnancy. 

Chronic metritis, as I have said, is not a fatal 
disease, but in its worst forms it renders the 
patient’s life miserable; in fact, spoils her life 
altogether. The question, too, sometimes arises 
in our minds, Does it ever go on and become 
carcinoma ? Some years ago I should have been 
inclined to say No to this; but I have since 
seen one or two cases which have considerably 
shaken this opinion. In this, as in many of the 
problems of medicine, it is very difficult to speak 
positively. The occurrence of carcinoma might 
have been a coincidence and not actually following 
from this disease; but I have seen certain cases 
in which, having watched them for many years in 
a condition of chronic metritis, other symptoms 
have supervened—profuse bleeding, followed by 
a foetid discharge, and all the symptom^ and signs 


of cancer from which the patient has died. There 
is now a case in the hospital confirmatory of this 
statement, that of a woman from whose cervix a 
fortnight ago I removed a large cauliflower growth 
undoubtedly of an epitheliomatous character. 
Some two years ago she was in the hospital for 
some time with subinvolution of the uterus. 
After a parturition the uterus remained heavy, 
increased in size, and she came to the hospital. 
The rest and treatment she had here considerably 
improved the condition. After eighteen months 
or two years we find her developing this advanced 
condition of carcinoma. Of course, this may have 
been a coincidence, and the chronic metritis may 
not have been an actual cause of the malignant 
disease; and, I may say, that the great bulk of the 
cases of chronic metritis we see do not end in this 
way. Still, it is worth while bearing in mind the 
possibility of this termination of chronic metritis. 

When I tell you the symptoms of this disease 
you will at once recognize how very common it is, 
because they are the symptoms' that most women 
speak of when they come to complain to you about 
the state of their health. They sp sak of aching in 
the groin, of weight in the pelvis and bearing down 
pain, pain referred to the sacrum and last lumbar 
vertebrae, and pain which rest relieves but does 
not remove. This last point is a most important 
one, for when a woman tells us her pain is materi¬ 
ally relieved by lying down, we are enabled to 
exclude the pain of malignant disease, which 
remains whether the woman walk about or lie down. 
In chronic metritis, too, the menstruation becomes 
painful. Especially is there pain one or two days 
before the flow commences. When it does come 
on the pain is somewhat similar to that of uterine 
contraction. The menstruation is sometimes in¬ 
creased at first, and it then gives a temporary 
relief. In the intervals between the periods there 
is leucorrhoea —first mucous, then puriform and 
blood-stained, afterwards yellow and purulent, and 
eventually intermixed with an albuminous secretion 
of a very tenacious character. In some of these 
cases there exudes from the os a kind of mucus 
like white of egg, very difficult by means of wool 
or what not to swab away from the uterine mouth. 
Defaecation is generally painful, especially if the 
bowels be confined. They are generally sluggish 
in these cases and the hard faecal matter presses 
against the somewhat enlarged and tender fundus. 
There is very often bladder irritation and painful 
micturition. Th^e patients generally manifest 
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also the ordinary signs of congestion in the neigh¬ 
bourhood in the shape of haemorrhoids, etc. Then 
the general health begins to suffer; appetite fails, 
digestion is disturbed, and there is want of sleep. 
Then what are known as hysterical elements are 
superadded to the disease. There is a feeling of 
despondency and depression, so that the patient is 
continually saying that her life is altogether un¬ 
comfortable and hardly worth living. 

When we proceed to examine the case we find 
the neck of the womb tender, pressure upon it, 
especially on the posterior surface of the body, or 
on either side of the womb, being attended with 
great suffering. This is partly due to the move¬ 
ment of the uterus, because the suffering is very 
much increased by any jerking movement with the 
finger. The finger suddenly taken away from, or 
pushed gently against, a portion of the uterus, 
increases the pain very much. Again, in certain 
of these cases there is some amount of ovarian 
inflammation, which accounts for the extra pain on 
pressure at the sides of the uterus. The organ 
is usually lower in the pelvis than it ought to be; 
the neck is more within reach of the examining 
finger, and there is often some malposition. It is 
very important to remember this with regard to the 
malposition. It is not merely a backward or 
forward displacement of the uterus, prolapse 
downwards being the commonest malposition of 
all; and in these cases especially it is the falling 
downwards that is the important point, the uterus, 
body and neck, being nearer the examining finger 
than it should be. It is the weight and dragging 
caused by the downward prolapse condition of the 
organ, which causes the pain on standing or 
walking about. Of course, in addition, there 
may also be a backward, or, more rarely, a for¬ 
ward displacement. The neck of the uterus is 
thickened, indurated and enlarged, and when 
examined by the speculum, there are often seen 
signs of what used to be called ulceration, but 
which is really extreme congestion, and sometimes 
abrasion of the lips of the os. In such a case 
where we find it necessary to establish the diag¬ 
nosis to pass a sound, the doing so causes 
considerable pain, especially when it touches 
the fundus of the uterus; and on its removal 
there is often a little blood on it. 

Bimanually—if we are able to examine in this 
way, that is, if the abdominal walls are not too 
fat or too irritable—there is felt some enlargement, 
but enlargement without irregularity. This en¬ 


largement ascertained bimanually, coupled with 
the increase in length shown by the passage of 
the sound, indicates that the uterus is symmetric¬ 
ally enlarged without the presence of any special 
tumour in its walls. Of course, in many of these 
cases we get, after a time, what, for want of a 
better word, we call a fibrous condition of the walls, 
which in reality is an increase of areolar tissue. 

You will recognize, then, from the symptoms 
and signs, the extreme commonness of this con¬ 
dition, and you will also possibly recognize now 
how extremely difficult it is to use the sharp 
lines of classification of which I spoke at first, 
separating the condition of the cervix from that 
of the body, or that of the different tissues from 
one another, although we may draw a very good 
line between the acute and chronic forms. That 
is why I prefer to speak of this chronic metritis as 
involving the whole organ, and although in a large 
degree it is the thick wall of the organ that is 
implicated, to a certain extent the endometrium 
is also concerned. If we could make a hard and 
fast distinction between the different forms of the 
disease, it would be very easy to draw out a table 
naming the form and the appropriate treatment, 
adopting, in fact, that system of our friends the 
homoeopaths, of having an index consultation, 
which would show what and how many globules 
should be prescribed for the treatment of the case. 
Unfortunately, in ordinary practical medicine we 
cannot adopt this plan, but have to consider the 
patient as well as the disease. 

You will understand that in a chronic disease or 
this kind the question of treatment is a very diffi¬ 
cult one. Successful treatment largely depends 
upon two things: (i) seeing the case sufficiently 
early before the organ has become so chronically 
indurated as to be practically beyond cure, and 
(2) recognizing that the constitutional state gives 
rise to a large extent to, or affects the condition of, 
metritis. For lack of this recognition an enormous 
amount of mischief has been done. The patient’s 
general health is often absolutely neglected; there 
is over-treatment locally by means of caustics and 
suchlike, so that the condition is aggravated rather 
than bettered. 

It used to be thought that bleeding, although 
now limited to the use of leeches and scarification, 
was useful in these cases, as it seemed to relieve 
the patient when employed at the conclusion of 
menstruation, leading to the belief that the con¬ 
gestion was diminished. I should say that in most 
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cases of the chronic disease, however, no benefit 
was obtained from this treatment, the irritation 
produced by the leeches or punctures, although 
drawing a certain amount of blood at the time, 
really producing increased congestion. In acute 
or sub-acute cases, of course, it may sometimes be 
advisable to apply one or two leeches either to the 
neck of the uterus or the margin of the anus; but 
in the great bulk of cases I do not advise recourse 
to local blood-letting, as it is in such that, although 
the patient may be for an hour or two relieved, as 
a rule the congestion is afterwards rather increased 
than diminished. 

A far better plan is to relieve the congestion by 
means of plugs of cotton wool saturated in gly¬ 
cerine, with a small quantity of iodine. Used 
every other day for two or three weeks these plugs 
will produce a very profound effect upon the 
uterus in this condition, giving rise to a certain 
amount of serous discharge and apparently very 
considerably diminishing the size of the uterus. 
The effect produced by this means is not merely a 
question of a few minutes, like the application of 
a leech or scarifier, but is kept up for some time, 
often with marked benefit to the patient. 

The same thing applies to the use of the hot 
douche; but it must be used properly. It is no 
use telling a patient haphazard to inject hot water. 
You must explain exactly how it is to be done, 
and what quantity of water, as well as its precise 
temperature to be used. In the case of patients 
treated in hospital, or wealthy patients, it is easy 
to get this means carried out as it should be by 
the trained nurses available; but the enormous 
bulk of the population do not have the benefit of 
such skilled assistance, and have to be attended to 
by a friend, or require that the doctor should 
explain how the thing is to be done, as the mere 
injection of hot water probably does more harm 
than good. Hot water at a temperature of no- 
115 0 to the quantity of a gallon, and containing 
some antiseptic, used as a douche every night and 
morning, produces in a few days a profound effect 
on the organ, not merely relieving the pain and 
discomfort, but leading to actual contraction of 
the walls of the uterus, as bimanual examination 
enables us to appreciate. 

Counter-irritation—which may be applied either 
to the sacrum, the hypogastrium, or over the 
ovarian regions—is more useful in cases where 
there is implication of the ovaries; but, as a rule, 
there is no harm in painting the lower portion of 


the abdomen with tincture of iodine. It does give 
a certain amount of advantage, and certainly does 
no harm. Rubbing with irritating liniments, such 
as croton oil—over the sacrum, for instance, where 
the bones are near the surface—is a more hazardous 
matter, and should be reserved for cases of severe 
pain. It is better to use a drachm of the croton 
oil in ten drachms of camphor liniment, and to 
apply it over the sacrum on a piece of lint so that 
there is just a certain amount of warm counter¬ 
irritation, rather than to rub it on. 

As regards special drugs, there has been a great 
deal of discussion as to whether internal treatment 
does much good in these cases. I myself am 
inclined to think that it does considerable good; 
I am inclined to think that chronic metritis is to a 
large extent, if not at first at any rate afterwards, 
rather a constitutional condition, and that every¬ 
thing which improves the constitutional state of the 
patient improves her state as regards the metritis. 

The two best remedies to give internally are 
perchloride of mercury and iodide of potassium. 
The perchloride of mercury should be given in 
small doses, say, one-sixteenth of a grain of the 
perchloride with two or three grains of quinine in 
a pill twice a day, and continued for a long period, 
two or three months, while you carefully watch 
the case. Or you may give iodine in the form of 
iodide of potassium, which may or may not be 
combined with 4 he bromide. 

R Pot. iod. . gr.iij 

Pot. brom.gr.x 

in a bitter infusion two or three times a day. 

The bromide, especially where there is a ten¬ 
dency to menorrhagia, seems to quiet the uterus, 
and probably the ovaries, diminishing the bleeding. 

Of course, where menorrhagia is a marked 
symptom it becomes necessary to give ergot, 
giving for this purpose thirty minims of the liquid 
extract either during the whole month, at the 
period, or during the intervals, according to cir¬ 
cumstances, the object being to cause contraction 
and thereby diminish the haemorrhage. 

An important matter which must not be for¬ 
gotten, is to keep the portal system clear as far as 
possible, giving a dose of blue pill and colocynth 
—two grs. of blue pill and three of compound 
colycynth pill—before the menstrual period, fol¬ 
lowed by a saline aperient,—a drachm of sul¬ 
phate of magnesia and sulphate of soda with 
peppermint water two or three times a day for 
five qr six days after the period. The benefit of 
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this treatment is surprising. While the saline is 
being given we may use either the glycerine plug 
or the hot douche, giving in the interval the altera¬ 
tive and tonic treatment, either the perchloride 
with quinine or the iodide and bromide with bitter 
infusion. 

The same thing may be said of blisters as of 
the other modes of counter-irritation. They are 
especially useful where the pain is referred to one 
or other side indicating a chronically inflamed 
ovary. But even these must be used with con¬ 
siderable care, because a blister is a severe 
remedy, making the patient very sore and un¬ 
comfortable. 

In many of these cases of chronic metritis there 
is, in addition to the menorrhagia, leucorrhoea, 
which it is sometimes necessary to treat. This 
may be done either by the douche, as described, 
or by weak vaginal injections, especially of the 
milder kinds, such as borax or weak alum so¬ 
lutions,—the latter not stronger than five grs. 
to the ounce. I myself prefer borax injections, 
twenty grains to the ounce, as being far more 
comforting to the patient, and certainly effective 
in removing a good deal of the leucorrhoea. 

Having adopted a plan of treatment of this sort 
—and you must be prepared, especially in cases 
of long standing, for the improvement to be very 
slow—then will come the question as to change of 
air, the use of baths or sea bathing, and the use of 
more strict tonics, such as iron and quinine. On 
all these the changes must be rung, adapting them 
as far as possible to the circumstances of the 
patient, the poor having to be treated in a different 
way to the rich. The rich can go abroad to 
various spas, drive about in carriages, and have 
the best of air and attendance; while the poor 
unfortunately can be sent for but a short time to 
a convalescent home, and have to be treated as 
best we can by tonics, some form of iron especially. 

To a large extent, then, our management of 
these cases is constitutional, very severe active 
local measures being as far as possible avoided. 
Roughly speaking, the indications for treatment 
are as follows :— 

1. Prevent and relieve congestion. This we 
endeavour to do by means of purgatives, and by 
taking off the weight from the abdominal viscera— 
a somewhat difficult thing to do in these days 
when women wear tight stays, from which their 
other garments hang and so drag on the abdominal 
walls. If we could get them to diminish the 


pressure of the stays, and especially by means of 
braces to throw on the shoulders the weight of 
the heavy garments below, we should greatly re¬ 
lieve these cases. 

2. Improve the general health. This is done 
first by alteratives, afterwards by tonics, by suitable 
food and surroundings. Then there is 

3. Relieving congestion locally by glycerine 
applications, such as glycerine and iodine, and the 
hot douche. 

4. There is the use of emollient vaginal injec¬ 
tions for the leucorrhoea, especially borax or weak 
astringents. These are the main indications for 
treatment. One other I have left to the last, 
because it is not always necessary, but it is some¬ 
times of very great importance to the patient’s 
comfort, and that is the relief of displacement, 
especially of downward displacement. If there be 
backward displacement, this has to be treated; 
but in the bulk of cases, whatever be the form, it 
is the downward displacement that gives rise to 
the discomfort, the weight of the uterus dragging 
on the pelvic ligaments; therefore, by raising the 
uterus somewhat by a properly applied, generally 
speaking, circular pessary, made either of vulcanite 
or soft rubber, the uterus is prevented from de¬ 
scending and enormous relief given. In some 
cases as much if not more relief is obtained from 
a suitable pessary than from anything else. 

Remember, too, always to tell your patient that 
exercise in moderation is good for her, such as 
walking or riding on horseback, but that standing 
is decidedly harmful, especially where the uterus 
is not supported, as thereby there is increased 
dragging, and hence aggravation of the symptoms. 

You may compare this method of treatment with 
that which used to be, and, I am sorry to say, is 
still sometimes adopted, that of employing power¬ 
ful caustics, such as the acid nitrate of mercury, 
the potassa cum calce, or the actual cautery, to 
melt away redundant tissue. Did the result hoped 
for follow, the use of these might be admissible, 
but experience has shown that in most cases the 
only effect of these powerful remedies is increased 
induration and permanent enlargement of the 
uterus, thereby increasing the weight of the uterus 
and the discomfort, as well as damaging the 
general health of the woman, so that the treatment 
is, on the whole, worse than the disease. The 
milder treatment and the consideration of the 
patient as well as the disease will be the best 
means for her relief. 


Digitized by 


Google 



THE CLINICAL JOURNAL, 

CLINICAL RECORD, CLINICAL NEWS, CLINICAL GAZETTE, CLINICAL REPORTER, 

CLINICAL CHRONICLE AND CLINICAL REVIEW. 


WEDNESDAY, AUGUST 22, 1894. 


A CLINICAL LECTURE 

ON 

THORACIC AND ABDOMINAL 
ANEURISM. 

Delivered at the Middlesex Hospital, July 6, 1894, 
By R. DOUGLAS POWELL, M.D., F.R.O.P., 
Physician to the Hospital. 


Gentlemen,— We have had in the hospital 
lately two cases of aneurism, one thoracic and the 
other abdominal, on which I wish to make a few 
remarks to-day,—remarks which will, of course, not 
be exhaustive of the subject by any means, but 
rather such as the cases suggest. 

We shall take first the abdominal case, which 
was that of a man, aged 33, who has been a 
soldier, who has been in India, and who has had 
syphilis. The point about his history which is of 
interest is that he inherits a somewhat neurotic 
tendency, his father having died of diabetes, his 
mother of paralysis. He has suffered a good 
deal from constipation, and that was one of the 
conditions for which he was treated for some 
weeks before he came in. Three years ago he 
first noticed a pain in his back and in the upper 
part of the abdomen, a pain distributed zone-like 
laterally and extending further down towards the 
loins. At that time also he noticed a swelling 
above the umbilicus in the middle line. 

On admission he was found to be a middle- 
sized man, complaining of considerable pain 
around the abdomen, extending down to the hips, 
and also of some swelling in the epigastric region 
with pain there. On examination we found a 
circular tumour, two inches in diameter, with its 
centre in the middle line exactly three inches 
above the umbilicus. The tumour pulsated in an 
expansile manner, equally forwards and on either 
side round its circumference. On auscultation a 
long systolic murmur was heard over the tumour, 
but distinctly later than the impulse at the apex 
of the heart, occurring an appreciable time after 
the systole. The tumour was dull on percussion, 
and was apparently separated from the other 
organs in the abdomen. It did not move with 
Vol. IV. No. 17. 


respiration. The abdominal organs were healthy. 
His bowels were constipated. Urine free from 
albumen. 

The pulse was 80, regular, fairly compressible, 
but when compressed you could feel the artery 
under the finger. The apex beat was in the fifth 
interspace just inside the nipple line; it was 
somewhat heaving in character. The cardiac 
dulness showed no noticeable alteration; the first 
sound at the base was slightly prolonged. 

He was admitted on June 7th. On June 9-10 
he complained of intense pain in the back and in 
the epigastric region, and there was considerable 
tenderness over the swelling, so that we had to 
give him hypodermic injections of morphia. On 
the 9th he developed epileptiform fits of which 
he suffered a succession of smart attacks. These 
continued on the 10th, and that evening he 
became unconscious. He never really recovered 
consciousness, but died in the course of three or 
four days. Shortly before death the murmur 
became very indistinct and the aneurismal swelling 
more prominent and extended to the right. 

In the post-mortem examination we found 
that the heart, except for some slight thicken¬ 
ing of the aortic valve, was fairly healthy. 
There was a little atheromatous deposit on 
the valves. The other organs were healthy, 
with the exception of one or two points in the 
lungs,—possibly old tubercle. The aorta in its 
descending portion was notably thickened and 
atheromatous, and opposite the seventh, eighth 
and ninth dorsal vertebras there was a considerable 
aneurismal sac presenting backwards against the 
anterior aspect of the spine and causing an erosion 
of the right side of the ninth vertebra. The sac 
was wide-mouthed and largely, but not wholly, 
filled with clot. The continuation of the vessel was 
still thickened and atheromatous, and z\ inches 
below the first aneurism a second one—an ab¬ 
dominal aneurism—consisting of a wide-mouthed 
sac, presented chiefly to the right of the aorta, 
communicating with the vessel. This sac did not 
involve the coeliac axis or superior mesenteric 
arteries; the inferior vena cava came up over the 
sac and was flattened, but not in any way invaded. 
Below that point the aorta was healthy. The 
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second aneurism was, for the most part, filled 
with a loose soft clot—not a good clot by any 
means,—and at one point on its right and upper 
side had very nearly, if not quite, given way, there 
being no distinct haemorrhage, but some oozing 
into the tissues in the neighbourhood of the right 
kidney. 

The second case was one of thoracic aneurism 
in *a*man aged 31, admitted in May last, who 
also had been a soldier a nd served in India, but 
in whom there was no history of syphilis. The 
previous Christmas he had had an attack of so- 
called “rheumatism and neuralgia” in the^Jright 
shoulder. Let me refer, in passing, to the im¬ 
portance of scrutinizing any local rheumatism or 
neuralgia, and not merely putting down any local 
suffering as “neuralgia” or “rheumatism” until 
other possible causes are carefully looked for. 
Soon after he began to complain of some choking 
sensations in the throat, which were increased if 
he had anything tight round his neck. Then he 
noticed that his voice was changed, and he began 
to suffer from cough. 

On admission, he was a well set up man, 
apparently healthy-looking, not having lost flesh, 
or presenting any hectic symptoms. He had, 
however, a peculiar brassy tracheal cough, and 
complained of pain over his right shoulder and 
back. The heart’s apex beat was somewhat dis¬ 
placed, being a little outside the normal. In the 
right stemo-clavicular region there was a^slight 
area of dulness, but no impulse was to be felt 
there. On auscultation over that area, however, 
we could detect an undue impulse not appreciable 
to the hand, and, corresponding with the diastole 
of the heart, the ear recognized a second impulse 
or “jog” of a kind which it is impossible to 
describe, but which, if you have ever felt it, you 
will remember—a peculiar jar synchronous with 
and resembling a second sound palpably exag¬ 
gerated. There was a slight bruit audible over 
the apex of the heart, but no murmurJover the 
dull area. There was no alteration in his pupils 
or his pulses, but on placing the fingerljbelow the 
pomum Adami, just above the cricoid cartilage, 
and holding it steadily there, one felt a distinct 
tug downwards with each beat of the heart—a 
very important sign. 

I have brought this case before you more 
particularly on account of the paucity of physical 
signs. This man greatly improved, under treat¬ 
ment for some weeks with rest and considerable 


doses of iodide of potassium, and left the hospital 
greatly relieved, with very much less cough, 
having got rid of his choking attacks, and, to a 
great extent, his pains also. 

Of course, the diagnosis in abdominal and 
thoracic aneurism rests on somewhat different 
methods. In the one case we have to deal with 
a condition within the abdomen with its soil 
parietes and palpable organs; in the other, with an 
aneurism within the bony and resisting frame-work 
of the chest. Yet the diagnosis of both the cases 
is based upon a classification or grouping of signs 
and symptoms to satisfy two requirements—require¬ 
ments which are both necessary for the diagnosis 
of any case of aneurism. There must first be a 
tumour within the chest or abdomen displacing or 
compressing organs, nerves, and tissues. We 
require evidence, that is, of pressure symptoms. 
The second requirement is that the tumour must 
have the characters and relationships of a vessel 
tumour. If you want to avoid some very awkward 
errors in diagnosis, very damaging to yourselves, 
and, what is much more important, very cruel to 
your patients, never admit a diagnosis of aneurism 
until you have satisfied these requirements—the 
presence of pressure symptoms, and the evidence 
that these symptoms are due to aneurism. Be 
very alert to suspect, but very loth to admit a 
diagnosis so grave as aneurism or malignant 
disease. 

In the two cases, what pressure effects have we 
in evidence of the presence of an aneurism ? Take 
first the abdominal case. In it there was pain, a 
swelling, and constipation. Constipation is a 
rather common symptom in abdominal aneurism. 
It may probably be due to pressure upon the 
abdominal nerves inhibiting the movements of the 
intestine. Then on examination we found a 
circular tumour with fairly well-defined limits; we 
could get our hands fairly all round the tumour. 
You cannot always do this in abdominal aneurism. 
Sometimes the aneurism is very tender, the ab¬ 
dominal muscles are very rigid, and it is therefore 
almost impossible to get your hand well down on 
the tumour so as to define it. Under these 
circumstances give the patient chloroform, and do 
not be satisfied until you have made an examina¬ 
tion under the anaesthetic. We found, too, that 
the tumour did not move with respiration—an 
important point in the diagnosis of abdominal 
aneuiism, showing it was not a tumour attached to 
the liver, and probably not to the stomach, and 
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that it was independent of the movements of the 
diaphragm. The tumour, too, was central, and not 
distinctly connected with any organ. 

Again, what features were there to distinguish this 
tumour from malignant growth or pulsating ab¬ 
dominal aorta ? Well, first, there was the noticeable 
expansile impulse, not a mere forward thrust, but a 
thrust forwards, a thrust laterally, and a thrust up¬ 
wards and downwards from the centre. Then there 
was a marked bruit. With regard to abdominal 
aneurisms and all other aneurisms, I want to say 
that a bruit is one of the least important and most 
misleading of diagnostic points. You often have 
bruit without aneurism over a tumour, and often 
you have even advanced aneurism without bruit.* 
Roughly speaking, I should say that in at least 
half the cases of aneurism at the time you have to 
make a diagnosis there is no bruit at all. In this 
case there was a slight thrill present. Thrill is 
not infrequent in sacculated aneurism. In some 
text-books it is said that thrill with bruit are of 
great importance in the diagnosis of abdominal 
aneurism. I have just pointed out that murmur is 
not of very great importance, and I would further 
say that I have met with cases of both thrill 
and bruit in aortic pulsation which were not cases 
of aneurism. In some cases—it was not necessary 
here—in distinguishing aneurism from solid tumour 
with communicated pulsation, it is necessary to 
alter the position of the patient, making him adopt 
the prone posture or telling him to rest on the hands 
and knees, and see if you still get the pulsation, 
thrill and murmur when the aorta is relieved from 
the weight of any mass superposed. Again, if a mur¬ 
mur be heard over the corresponding dorsal region, 
it is a very important confirmatory evidence of ab¬ 
dominal aneurism. In this case we had no murmur 
over the dorsal region. As collateral ^evidence we 
had evidence that the heart was in this case some¬ 
what enlarged, and the arteries, although the man 
was only 33, somewhat thickened, giving indica¬ 
tions of disease in the arterial system. 

You will remember that in this case the impulse 
and murmur over the tumour were remarkably 
retarded, lagging behind the first sound and 
impulse of the heart. I have often pointed out in 
the wards and in this room that post-mortem 
examinations rarely fail to teach us something, 
and, if nothing else, it often teaches us a lesson in 
humility. In this case an important point—not 
for the patient but for us, being a question of 
accuracy in clinical diagnosis—was missed. We 


had found distinct evidence of abdominal aneurism 
and were satisfied with that evidence as explaining 
the man’s suffering and his other symptoms. But 
two circumstances ought to have raised our sus¬ 
picions of the presence of a second aneurism 
higher up in the dorsal region, viz., (a) the severity 
of the pain and the level of the nerves affected, 
and (h) the deferred pulsation and murmur alluded 
to. The pain was intensely severe, showing dis¬ 
tinctly erosive pressure back upon the spinal bones, 
and yet the aneurism we recognized was presenting 
rather forward. Of these two facts we ought to 
have taken note. Then the zone of the pain was 
high, well above the umbilicus, too high for the 
nerves which would have been pressed upon by 
an abdominal aneurism, to have accounted for it. 
Again, it is very common in aneurism to find a 
retarded pulse. The impulse of the vessel beyond 
the aneurism is often retarded, but the impulse of 
the aneurism itself is not retarded. In our case 
both the pain and the retarded impulse of the 
aneurism were well accounted for by the fact that 
there was a large aneurism in the dorsal region 
widely communicating with the aorta which, no 
doubt, received the first impulse of the blood, and 
transmitted it in a later wave to the vessel 
beyond.* 

In the case of the thoracic aneurism also we 
shall briefly classify the symptoms into pressure 
effects, and blood tumour effects. 

With regard to pressure effects. The man had 
severe pain for some years in his right shoulder due 
to pressure upon nerves. He had cough and that 
of a peculiar kind, so peculiar that the moment 
one heard it, one felt pretty sure he had an 
aneurism. It was a brassy, laryngeal cough, due 
to one of two things, either paralysis of the 
vocal cords or to pressure upon the trachea, the 
commoner of the two. Then he had choking 
sensations, which might have been wholly func¬ 
tional and nervous, but which should still attract 
our attention. They were undoubtedly due to 
pressure upon nerves. Then he had alteration of 
his voice, due to some alteration of the innervation 
of his larynx. Other symptoms often met with 
in cases of thoracic aneurism are alteration of 
the pupil from pressure on the sympathetic 
nerves, and dysphagia, due to pressure on the 


• This is not always the cause of the deferred pulse in 
aneurism, which is often better explained by the percussion 
stroke of the pulse being neutralized, and only the later 
features of the systolic wave transmitted. 
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oesophagus. This man was short of breath, a sign 
which in some cases of aneurism is very marked, 
and has always this peculiar feature that it is 
paroxysmal, more so than the dyspnoea of other 
conditions, as a rule; and it is paroxysmal especi¬ 
ally in the sense of being brought on by any 
exercise. Anything which exercises the circulation 
expands the aneurism, increases the tumour, and 
so causes temporary increase of pressure on organs 
and nerves, and so sets up paroxysmal dyspnoea. 
The position of the patient is often of value in 
cases of aneurism. Where there is marked pressure 
backwards on the trachea the patient will choose 
the position of leaning forward, which is often the 
only position in which he can sleep. Or he may 
be tilted a little to one side so as to relieve the 
central organs of the weight of the aneurism. 

Bulging of the chest wall is another obvious 
sign of pressure. This was very distinct in another 
case where the aneurism presented partially through 
the chest wall. 

Thus in the altered voice, the peculiar cough, 
slight dulness over a limited area, pains in the 
shoulder and choking paroxysms we had sufficient 
signs of pressure in the case before us. 

There were also blood tumour effects, effects 
showing the tumour which we had diagnosed in 
this man to be an aneurismal one, but in his case 
they were very few although very significant. He 
had no impulse appreciable by the hand, but over 
an area far removed from the heart he had a 
distinct impulse obvious to the ear. The tym¬ 
panum is most sensitive to slight impulses, too 
slight for the hand to appreciate, but the rigid 
stethoscope is necessary to elicit this sign in per¬ 
fection. Our patient had also the peculiar diastolic 
jog appreciable to the ear, sometimes also to the 
hand, of which I have spoken. This is most 
characteristic of aneurism, and almost absolutely 
diagnostic of the sacculated form. It is like an 
intensified second sound with a slight transmitted 
jog. He had no murmur and no thrill in the 
tumour. A third sign of great value which he 
had was the tracheal tug with each beat of the 
heart, showing that the trachea was attached to 
a pulsating tumour. This valuable sign of aneurism 
has only recently been brought into notice. 

The variability of the pressure symptoms not 
marked in our case is another point favour¬ 
able to the diagnosis of the tumour being aneu¬ 
rismal. Often the pressure effect of an aneurism 
will change its direction altogether. Thus I 


have now under observation a gentleman with 
aneurism of the aorta, who at first was almost 
pulseless on one side. After a while the pulse 
resumed its characters, due probably to some 
altered direction of the pressure of the aneurism; 
dysphagia and dyspnoea may similarly vary from the 
same cause. 


The collateral evidence of unsoundness of 
vessels is of great value in the diagnosis of a 
tumour as aneurismal. One kind of murmur, 
when you get it (which is rare), is exceedingly 
valuable in this respect—an aortic diastolic 
murmur. A systolic murmur is, as I have said, 
of little value in aneurism ; but a diastolic murmur 
will give you distinct evidence of unsoundness 
within the arterial system; and taking this to¬ 
gether with evidence of tumour in the thorax, you 
spell out aneurism. But you must first be assured 
of the presence of a tumour. If you have the 
aortic condition and full pulsation of vessels in 
the absence of distinct pressure effects, it may be 
merely a case of aortic regurgitation with a slightly 
dilated condition of the aorta. 

Then the age and sex of the patient helps us in 
diagnosis. We do not get aneurism in early life, 
at least, infinitely rarely. Early age in the patient 
would be against aneurism; middle and later 
middle life would be in favour of it; while the 
later periods of life again would be against it, 
although I have met with a case of aortic aneurism 
in a man over 70. Again, aneurism is very un¬ 
common in females, though it does occur. You 
would, therefore, in the case of a female patient 
scrutinize the symptoms even more critically before 
coming to a diagnosis of aneurism. 

Etiological considerations do not help us much 
in the diagnosis of aneurism. They do somewhat, 
however. Thus, such diseases as alcoholism and 
syphilis anticipate in years the period for the 
degeneration of the vascular system. A man who 
has had syphilis badly tends to get early degenera¬ 
tion of his arterial system. A history of syphilis, 
therefore, other things being equal, is in favour of 
a diagnosis of aneurism. Laborious occupations, 
such as those of the lighterman or navvy, are also 
in favour of such a diagnosis. 

The occupation of the soldier seems to pre¬ 
dispose to the condition. This was formerly the 
case to a greater extent than now obtains perhaps. 
What it is in the soldier’s life that favours the 


occurrence of aneurism I shall not pause now to 
consider; but no doubt their being taken largely 
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as ill-fed lads from towns, and suddenly well-fed, 
and given pretty constant calls on their circulation 
by drill and gymnastics, rather favours its onset. 
Then some of them drink heavily, acquire syphilis, 
and go to foreign climates, all of which tend 
towards early degeneration of the vessels. 

You will observe that I have not mentioned 
the classical distinctions between the varieties of 
aneurism— true and false, dilated and sacculated. 
The truth is that the aneurisms with which we, 
as physicians, have to deal, are almost all of 
the sacculated form. The aneurisms which lead 
to pressure and other phenomena, which cause 
discomfort and death, are almost without excep¬ 
tion of the sacculated variety. The so-called 
dilated aneurism of the aorta, which is commonly 
met with in its first portion, does not really tally 
in point of treatment or diagnosis with aneurism at 
all. There are, however, a few instances of enor¬ 
mous globular aneurisms enveloping the whole 
circumference of the aorta over a restricted area 
which might come within our definition, and if so 
we should regard them as sacculated aneurisms; 
but, as a rule, simple dilatation of the aorta comes 
under the category of aortic heart disease, and not 
of aneurism. The important point to bear in 
mind in this respect is that, whereas sacculated 
aneurisms have to be treated, the less the so-called 
dilated aneurisms of the aorta are treated as such 
the better. To attempt to bring about gradual 
consolidation and a stratified state of clot within 
such dilatations would, if successful, be disastrous. 

With the treatment of aneurism I can deal but 
briefly. With the exception of deligation or com¬ 
pression of one of the vessels leading from the 
aneurism in certain thoracic cases, I do not think 
surgery promises very much, if anything, in the 
way of treatment. Sometimes by compressing one 
of the vessels leading from an aneurism we can 
promote coagulation within it. In abdominal 
aneurisms, by compressing the vessel above the 
tumour, coagulation has been promoted and the 
tumour cured. Some surgeons, too, have tried 
compression below the tumour, and, I think, with 
success in one or two cases; but it is a very 
dangerous treatment indeed. No treatment of the 
kind was possible in our case. 

Electricity and wiring of aneurisms, I think, are 
both treatments based on a wrong principle alto¬ 
gether, and have proved in practice more or less 
disastrous. If an aneurism is obviously presenting 
through the parietes, it may be worth while to try 


and check it by electrolysis. In the treatment of 
aneurism the great point is to promote clotting 
around the circumference towards the centre until 
the aneurism is practically obliterated and a strong 
defensive clot is placed within the sac to resist the 
impulse of blood; but the effect of electrolysis is to 
establish different centres of coagulation within the 
aneurism, so causing a disorderly clotting, which 
is of very little value in contending against the in¬ 
ternal expansive pressure of blood; and the debris 
of soft clots is very apt to get shot into the circu¬ 
lation, and so cause trouble. Wiring also pro¬ 
motes this disorderly clotting within the aneurism, 
and is rarely of much avail. Iodide of potassium 
is distinctly of value in aneurism. I cannot 
honestly say I know why it succeeds. It may be 
by altering the blood-pressure, or in some way 
promoting coagulation. Especially in syphilitic 
cases it is particularly useful, when it is really the 
only drug which is of any use in the treatment of 
sacculated aneurism. It should be given in large 
doses three or four times a day. The other drug 
which is useful in aneurism is only so in relieving 
suffering, and making the patient endure the 
dietetic and other treatment, and that is opium. 
In relieving suffering in these cases we can do a 
great deal. We have first opium and morphia to 
rely on. Ice often relieves the pain of aneurisms 
which are superficially presenting. A lotion, con¬ 
sisting of the liniment of chloroform of the British 
Pharmacopoeia, with a drachm of menthol dis¬ 
solved in each ounce, is a valuable application for 
relieving the neuralgic pains. 

Complete rest in recumbency is necessary, at 
least for the first few months, in sacculated 
aneurism, with a diet consisting of small, highly 
nutritious meals, and as limited a quantity of 
fluid as the patient can do with, without positive 
suffering. 


In Acute Intestinal Catarrh, saline purga¬ 
tives are of service, followed by the administration 
of this mixture :— 


R Paregoric. 3j—iij 

Subnitrate of bismuth ... 3j—ij 

Extract of rhatany ... 3 j 
Sjrup of comfrey ... 5 ij 
Lime water ... q.s. for §v 
M. Sig.: A dessert-spoonful every two horns, 
according to indications. 

{The Therapeutic Gazette .) 
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A POST-GRADUATE [LECTURE 

ON 

“CASES FROM THE WARD.” 

Delivered at the Hospital for Sick Children, Great Ormond 
Street, June 28th, 1894, by 

EDMUND OWEN, M.B., F.R.O.S., 

Senior Surgeon to the Hospital, and Surgeon to, and 

Lecturer on Surgery at, St. Mary’s Hospital, London. 

Gentlemen, —It is always a little risky to settle 
long beforehand what shall be the subject of a 
clinical demonstration; for however carefully one 
may endeavour to contrive that illustrative cases 
shall then be found in the hospital, something 
is apt to happen by which the best of them 
are not forthcoming or are taken away. And this 
is particularly apt to happen in the case of 
children. Thus, one of the cases I was specially 
saving up for to-day has, I am sorry to say, just 
been sent off to the convalescent home; and 
another has been sent away on account of measles. 
However, I have let down the net for a draft in 
the ward, and have had a fairly good take. It so 
happens that all the children which we shall have 
in this afternoon are cases of an orthopoedic 
nature. 

I often wonder why orthopoedic surgery has 
been elaborated into a “ speciality.” Surely it is 
part of the daily work of the general surgeon; and 
I entirely fail to see that it can be for the good of 
the individual, or for the good of the profession, 
that it should be focussed into a narrow speciality, 
as is happening now. I think that my friends and 
colleagues in America, where specialities so greatly 
abound, are finding that the narrow lines in which 
orthopoedic surgery has come to be worked, are 
becoming a little too narrow even for them. So 
they are now launching out a bit; and saying that 
cases of hip and of knee-joint disease requiring 
excision or amputation, though not exactly “or¬ 
thopoedic,” should be classified as such, and dealt 
with by “ orthopoedists.” They have apparently 
narrowed down a branch of general surgery rather 
too fine. 

Talipes calcaneus .—The first case I shall speak 
about is that of a child, whom unfortunately I 
cannot show to-day, as she has just left the 
hospital, but of whose foot I have here a cast; 
she had old infantile paralysis, and resulting 
paralytic talipes calcaneus. When the child 
attempted to walk, she did so on the point of 


her heel, her tendon of Achilles being too long. 
The line of treatment carried out in this case was 
that which has been successfully adopted by Mr. 
Willett and Mr. Walsham, of St. Bartholomew’s, 
and by others; two oblique sections were made in 
the tendo Achillis, the intermediate piece, about 
a third of an inch in length, being taken out, and 
the two ends being spliced together, so that the ten¬ 
don is adequately shortened. The limb was fixed up 
in plaster of Paris with a dry dressing, and was 
not interfered with for some weeks subsequently. 
It is promising well, and if, by chance, we find 
later that we have overdone the shortening, the 
error can easily be corrected. But I am of opinion 
that we have left it just the right length. 

Wry neck .—Here is a boy who was admitted a 
few weeks ago with congenital wry neck, for the 
relief of which we made a free incision down to 
the sterno-mastoid, which was then divided, the 
fasciae being thumbed and stretched in the depths 
of the wound. A free “ incision,” I say, was made, 
for we operated on the boy by the open method. 
For a good many years now I have dealt with all 
these cases of congenital wry neck by open in¬ 
cision. I am sure that the surgeon is a great deal 
safer, and, for my part, I may say, a great deal 
happier, when operating by the open method, than 
when he is adopting the old plan of introducing 
a tenotome underneath the sternal part of the 
muscle, and then, most likely, through a separate 
puncture, beneath the clavicular part, and cutting 
outwards, more or less in the dark. I got into 
serious trouble, some years ago, in the case of a 
child with wry neck, on whom I was operating by 
the subcutaneous method: a large vein happened 
to be opened by the tenotome at the root of the 
neck, and we distinctly heard the air wheeze into 
the venotis system. The boy was as nearly dead as 
he could be without actually dying. We promptly 
closed the wound, and did not attempt, on that 
occasion, to finish the operation. Thankful, 
indeed, were we that the boy was put back to bed 
alive. This gave me such a shock, that I was 
disinclined to operate by the subcutaneous method 
in subsequent cases. The operation by an open 
incision is, in my opinion, a more surgical pro¬ 
cedure than the other. Doubtless in the days 
when Stromeyer introduced subcutaneous teno¬ 
tomy, his method was the better. But times are 
now changed, and the better anatomist a surgeon 
I is, the less likely he will be to prefer subcutaneous 

I tenotomy in the treatment of wry neck. In the 
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case of this boy, then, we made a free incision right 
down to the sterno-mastoid, divided it, and exposed 
the scalenus anticus and the internal jugular vein, 
and then sutured the wound and put on dry 
dressing, having given the muscles and fasciae at 
the side of the neck a thorough stretching. 

In some of these cases of operation for con¬ 
genital wry neck (congenital, so-called), where we 
have worked at our ease dividing the origins of 
the muscle, we have seen the internal jugular vein 
of enormous size running down close against the 
border of the muscle. But I do not suppose that it 
is the internal jugular vein itself which is generally 
damaged. In the rare cases in which such an 
accident as that which I have narrated does happen, 
I think that the injury is more likely to befall the 
external jugular vein, which runs by the posterior 
border of the sterno-mastoid to enter into the 
subclavian, or one of the large tributaries of the 
external jugular vein, the anterior jugular, for 
instance, which runs underneath the muscle to end 
in the termination of the external jugular. Possibly, 
however, the internal jugular has been punctured 
in such cases, and seeing its close proximity to the 
course which the tenotomy knife must take, it is 
a wonder that it has so often escaped. Every now 
and then in the subcutaneous operation there was 
extremely free haemorrhage; but it was much 
better to have free haemorrhage than to have air 
entering into the venous circulation. Air is par¬ 
ticularly apt to enter a wounded vein, even though 
the surgeon is operating by a mere puncture, as 
the arm being drawn down while the head is drawn 
up, all the veins are rendered extremely tense. 

But not only is the open operation more 
satisfactory for the surgeon, it is likely to be far 
more thorough for the patient, and so to diminish 
greatly the need for future interference. After 
suturing the wound, dry dressings are applied, and 
they are not disturbed for perhaps ten days or a 
fortnight, and then the sutures are taken out. The 
pink linear scar soon fades into a faint white line. 

Shall we, in the case of the girl who is eventually 
to be received into so-called polite society, and 
who, in evening dress, will want to be showing the 
root of her neck—to mention nothing more—make 
an exception so as to avoid a scar, and operate by 
one or two punctures ? That is a question which I 
will not attempt to answer offhand. Probably, how¬ 
ever, in such a case it would be better for the girl to 
keep her neck covered up so as to hide the safe scar. 
After all, a scar running transversely across the 


root of the neck, does not attract so much 
attention, or suggest such suspicions as one 
running along the border of the sterno-mastoid. 
The latter form of scar is highly suggestive of 
tubercular disease of the glands. I think it is 
better to have a transverse linear scar, obvious 
throughout life, than to run the risk of damage to 
a large vein during the subcutaneous operation. -4 

A word or two about the after-treatment of 
this wry-neck boy. In the text-books on surgery, 
and, I believe, in most of the manuals of or- 
thopoedic surgery, instructions are given that after 
the operation for wry neck, the patient is to have 
the head fixed in some sort of retentive apparatus; 
some steel corset, or some arrangement of elastic 
accumulators. For my own part I have never 
found any kind of machinery or apparatus 
necessary. I merely keep the child’s head fixed 
for a while between two sandbags, and after the 
wound has healed, attend to the gradual stretching 
of the other structures. For it is not only the 
sterno-mastoid that is at fault. Doubtless the 
sterno-mastoid is the head and front of the 
offending. But after it has been in this contracted 
condition for some years, the scalenus anticus and 
neighbouring muscles of the neck, the fasciae, the 
arteries, the veins, and all the other structures are 
contracted. And the division of the sterno-mastoid 
enables us to deal the more effectually by massage 
and drillings with all these short structures. As 
soon as the boy begins to get about, he is drilled 
so as to get his head over to the opposite side. 
He is also made to carry a heavy shot-can hung in 
the hand of the affected side, so that the scapula 
and clavicle may be drawn well down, as his head 
is inclined away from them. 

This boy was operated on last April—about two 
and a half months ago. He can now get his head 
well over to the opposite side, with his shoulder 
depressed the while. No doubt the drilling, the 
massage, and the manipulations bother him a good 
deal, but he has, at least, the happiness of being 
free from restraint in the intervals. Let me just 
call your attention to the fact that constant drag¬ 
ging of his head—from birth till the time of the 
operation—to the affected side has interfered with 
its development; the malar bone is not so promi¬ 
nent on the affected as on the sound side, and the 
forehead is not symmetrical. You will also notice 
that the external commissure of his mouth and 
that of his eyelids also are, even yet, lower upon 
the affected side. In all these cases it is advisable 
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to operate early. Unless one does so before the 
growth is complete the deformity remains per¬ 
sistent. 

Spastic paralysis; talipes equino-varus, The 
next case I have to show is a very interesting one. 
T. G., ii years of age, came into the hospital in 
May, 1893. He was then 10 \ years of age, and 
was the subject of spastic paraplegia—that is to 
say, the reflex action in his lower extremities was 
uncontrolled because of some affection of the 
spinal cord. The cells of the anterior cornu of the 
grey crescent of the cord are in connection with 
two sets of filaments—motor and sensory. The 
grey crescent is, in fact, a small, independent 
brain, responsible to the supreme authority of the 
encephalon. If we cut off the connection between 
the grey matter and the encephalon there can evi¬ 
dently be no longer any direct control of the grey 
nerve-tissue—thus, for instance, on gently pinch¬ 
ing the leg, we get spasmodic and uncontrolled 
contraction of the muscles of the limb. The 
reflex action is ordinarily controlled by inhibitory 
filaments running from the brain to the grey 
matter of the cord through the antero-lateral 
column of the cord; and if anything happens to 
interfere with the integrity of these filaments the 
reflex acts lose inhibition and run riot. They had 
run riot in this boy. As he attempted to walk, 
contact between his foot and the ground caused 
spasmodic contraction of the muscles to take 
place, and he walked in the manner characteristic 
of spastic paraplegia, as I will demonstrate shortly 
in another case. He walked with stiffened legs, 
scraping his toes along the ground. In this boy 
the spastic paraplegia was not extremely well 
marked, but it was sufficiently obvious. There 
was spasmodic contraction of the calf muscles par¬ 
ticularly, causing elevation of the heels, so that as 
he walked his toes were constantly catching on 
the ground. Moreover, the feet were constantly 
extended and inverted, in the position of talipes 
equino-varus. 

The question was, What could be done for him ? 
Through some early disease of the antero-lateral 
columns of the cord he had lost inhibition in his 
legs and feet centres, and it was altogether a most 
unpromising case for treatment. But we thought 
we would give the boy a chance by the open 
operation of Phelps, of New York, for talipes 
equino-varus. The result has been that he now 
stands with his feet perfectly flat, there is neither 
inversion nor eversion, and, although there is still 


some clasp-knife action, he walks, so far as my 
part of the business is concerned, a perfect planti¬ 
grade. You will see the high-stepping action as 
he goes along the floor, but fortunately his central 
nervous affection has greatly improved. 

The case has made a considerable impression 
upon me, because, from a surgical point of view, 
it was extremely unpromising. I can remember 
the time when a surgeon would have refused to 
operate upon jbl case of talipes equino-varus, or any 
other form of talipes, which was secondary to cen¬ 
tral nervous disease, because the outlook was so 
poor. All such miserable cripples were, therefore, 
left without efficient treatment, and were allowed 
to drift on from bad to worse. I would not have 
operated on this boy had I not been particularly 
conversant with the operation of Phelps—a man 
who has done a great deal for orthopoedic surgery, 
and who is, by-the-by, a general surgeon, not a 
special orthopcedist. I think the time is coming 
when all bad cases of talipes equino-varus, except 
in very young children, will be operated on by 
this open method. It seems to me, at least, to be 
inevitable. Here, truly, is a happy result of the 
thorough operation. All the credit of it is due to 
the large view and bold treatment of my American 
colleague, Dr. A. M. Phelps. I am not deprecat¬ 
ing specialism altogether, but I have no hesitation 
in saying openly that I think specialism is going a 
little too far. May I here remark that probably 
the greatest advance that has been made in recent 
years in connection with the treatment of skin 
disease was made by a general, not a special, 
physician—the treatment, namely, of inveterate 
cases of psoriasis by thyroid extract? If a man 
works within too narrow limits he is apt, I think, 
to lose sight of great principles, and take a con¬ 
tracted view of his surroundings. I do not say 
that he is 9 but certainly he is apt to be, like a man 
working in a valley. And in his work he is apt to 
develop a certain amount of professional myopia. 

A word or two with regard to Phelps’s opera¬ 
tion. The old-fashioned and orthodox treatment 
of club-foot consisted in the subcutaneous division 
of tendons and fascia—division of the tibialis 
posticus, the flexor digitorum, and, perhaps, the 
plantar fascia. Then, with a good deal of subse¬ 
quent manipulation and tedious working with a 
mechanical Scarpa’s shoe, the foot was got into a 
more or less satisfactory position. Afterwards the 
tendon of Achilles was divided. This large 
tendon, you remember, was divided last of all. 
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It was left for the purpose of acting as a fixed 
point, so that from it the surgeon might be able to 
exert, with Scarpa’s shoe, a certain amount of 
flexion and eversion. But if you happen to be 
dealing with a slight case of talipes equino-varus, 
it will very likely suffice, if you divide only the 
tendon of Achilles. When this is effected you 
may be able to correct a very considerable amount 
of inversion as well as extension of the foot. I 
would, therefore, strongly advise, in every case, 
division of that structure first. That is a great 
point, but not an original one, in Phelps’s opera¬ 
tion. It is characteristic of Phelps’s operation 
that, instead of dividing the inverting structures 
subcutaneously, the open method is employed, so 
that the surgeon can see exactly what he is doing, 
and thus divide nothing that does not require 
division and everything that does. The incision 
is made, as I show you in this other child, from 
the dorsum of the foot across the inner side, just 
over the head of the astragalus, and is carried 
down to the sole. The internal saphenous vein is 
possibly divided, though it is often seen and 
avoided. The deep fascia has then to be cut, as 
it covers the abductor hallucis; then the tendon 
of the tibialis posticus which supports the head of 
the astragalus, and the tendon of the flexor longus 
digitorum underlying the head of the astragalus. 
Going a little further, the surgeon opens the joint 
between the astragalus and scaphoid. Now comes 
what 1 consider to be the most important point in 
the whole operation—the anterior part of the in¬ 
ternal lateral ligament is freely cut. You remem¬ 
ber how this ligament is arranged. The anterior 
fibres are not connected with the astragalus, but 
run over it to be attached to the scaphoid bone. 
The anterior part of the internal lateral ligament 
is peculiarly tight and resistant in talipes equino- 
varus, and, more than any other structure, requires 
attention. As soon as that is done the foot is 
everted and the joint between the astragalus and 
scaphoid opened up. The other resisting struc¬ 
tures in the foot are then dealt with. Amongst 
them will come, I dare say, the middle piece of 
the plantar fascia, which is the strongest part, and, 
very likely, the flexor brevis digitorum. Then 
the inferior calcaneo-scaphoid ligament has to be 
divided because it is holding the tuberosity of the 
scaphoid up against the sustentaculum tali. The 
position of the foot is to be improved by increas¬ 
ing the length of the inner border, and that can 
only be done by opening up the joints between 


the astragalus and scaphoid, a measure which is 
impossible without division of the inferior cal¬ 
caneo-scaphoid ligament. After every cut the 
surgeon wrenches the foot into a slightly improved 
position: he goes step by step, feeling his way, as 
it were, with the tip of his finger and the end of 
his scalpel. Perhaps before the foot can be got 
into the proper position the long and the short 
calcaneo-cuboid ligaments have to be divided. 
After that, the surgeon gives another wrench and 
gets the foot into an over-corrected position. He 
dresses the wound lightly with some antiseptic 
gauze, loosely filling the large cavity, and then he 
secures the foot in lateral splints of house-flannel 
and plaster of Paris. 

It may not be amiss to compare, for a moment 
in passing, this operation with other radical opera¬ 
tions on the foot which consisted in the removal of 
a wedge-shaped piece from the outer border of the 
foot. If the apex of the wedge is brought far 
enough inwards, and the base is sufficiently wide, 
the foot can then be straightened out and brought 
flat But this improvement is attained at the 
expense of the length of the foot Different 
varieties of these operative procedures bear the 
names of different surgeons—Davies-Colley and 
Richard Davy—and there is yet another, and a 
very excellent one it is, which consists in the re¬ 
moval of the astragalus: it bears the name of a 
well-known provincial surgeon, Lund, of Man¬ 
chester. These various procedures have emanated 
during the last few years from pioneers in ortho- 
pcedic surgery, all of whom, by the by, were 
general surgeons. All of these operations, use¬ 
ful as they have been in the evolution of the 
surgery of club-foot, effected their improvement 
by shortening the external border or sacrificing 
some part of the foot; but Phelps’s operation im¬ 
proves the position of the foot, not by shortening 
or sacrificing anything, but by lengthening the in¬ 
ternal border of the foot. And I am quite satis¬ 
fied it is a very great operation. 

The wound having been dressed in the case of 
this boy, operated on, as described, on May 16th, 
the foot was wrenched round into the over-cor¬ 
rected position and encased in lateral splints of 
house-flannel and plaster of Paris. Then for five 
weeks it was not interfered with. Only to-day the 
second dressing was taken off, two weeks having 
elapsed since the first was removed. When the 
dressing was removed the wound was almost 
healed, and, as you will see, it must have been an 
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extensive one originally. Mr. Kellock, who with 
me operated on one of this boy’s feet some time 
ago, suggested and carried out an ingenious modi¬ 
fication in the detail:—As soon as the foot is 
lengthened out there is a considerable amount of 
slack skin upon the dorsal and outer aspect of the 
foot; so after the deep operation-wound on the 
inner side of the foot had begun to granulate, Mr. 
Kellock raised a large flap of this redundant in¬ 
tegument and slipped it into the wound. This 
graft has done well, and its growth has materially 
expedited the healing. 

The old treatment by Scarpa’s shoe required a 
great deal of attention on the part of the surgeon, 
who required, in private practice, to make almost 
daily visits to see how the case was going, to as¬ 
sure himself that the foot was bearing the restraint, 
and to alter the screws. According to the new 
procedure the foot is put up in plaster of Paris 
and so left for three or four weeks, the patient 
being allowed to walk about within a week of the 
operation. 

Spinal caries; spastic paraplegia .—Here is an¬ 
other boy, E.M., 6 years of age, with spinal caries. 
When I flex his knee and gently bend up his foot 
you will see that continued rhythmic contractions 
take place; that he has, in other words, ankle- 
clonus. The explanation of this phenomenon is 
that the inhibitory influence from the brain to the 
reflex centre in his lumbar enlargement is cut off, 
so that the excito-motory act is uncontrolled. He 
has, moreover, as you will observe, strange spas¬ 
modic movements in the muscles of his thigh. 
Turning him over, it is at once noticed that he has 
caries of the spine, with an angular projection in 
the interscapular region, and with the lumbar part 
of the spine particularly straight. When he tries 
to walk the reflex becomes exaggerated, and as 
soon as he puts his foot to the ground he is at¬ 
tacked by this spasmodic condition of his legs. 
As anyone of us puts his foot to the ground there 
is a certain amount of reflex action helping him 
unconsciously* to keep in the position of stable 
equilibrium; but as soon as this boy touches the 
ground his legs are thrown into this spastic condi¬ 
tion, his heels are raised and his toes thrust down. 
That was also, you remember, the condition in the 
boy I showed a while ago, on whom I had operated 
by Phelps’s method. That was a case of essential 
disease in the antero-lateral columns of the cord; 
this is a boy with interference with the antero¬ 
lateral columns, the result of tubercular disease of 


the vertebrae. According to the somewhat sketchy 
notes of his case he has “ spinal caries with spastic 
paraplegia. The back has been growing out for 
the last sixteen months. He has attended as an 
out-patient all the time, and has worn a jacket for 
the last three months. Before this he was kept at 
home in a spinal jacket, and with weights on 
the legs.” I do not understand from the notes 
whether the weights were applied to the legs with 
the idea of keeping the boy absolutely flat and 
straight in bed, or because the reflexes were so ex¬ 
aggerated that he kept unconsciously drawing up 
his knees, as frequently happens in spastic para¬ 
plegia. The reflex in these cases is sometimes so 
extreme that the mere act of raising the bed clothes 
brings on a spasm, the thighs being so violently ad¬ 
ducted that sores may in consequence form where the 
knees press against each other. Here is the jacket 
that this boy wore before he came into the hos¬ 
pital. Nothing could be better. It is a carapace 
made of poroplastic material strengthened by a 
thin bar of steel. The dorsal plate ends above in 
a firm flange to support the occiput, and the front 
piece does the same for the chin; the two pieces 
are fixed together by webbing straps and buckles. 

When a boy has caries in the upper dorsal region 
the ordinary plaster of Paris jacket is absolutely 
useless in the way of support. With spinal caries 
reaching above the level of his armpits he can 
obviously derive no benefit at all from such a 
jacket. A plaster of Paris jacket or other appara¬ 
tus is applied for two reasons, firstly and chiefly, 
to keep the vertebrae quiet, and next, to take off a 
certain amount of the superimposed weight. But 
the ordinary plaster of Paris jacket reaching to the 
armpits cannot take off any superimposed weight 
in a case of this sort, for the disease reaches too 
far up to be influenced by it. Something different 
must be arranged so as to take off the weight of 
the head in upper dorsal caries, and for that pur¬ 
pose the poroplastic material which I hold in my 
hand answers admirably. It consists, as you see, 
of a thoracic back-piece and breast-plate, which, 
taking their bearings below, steady and support the 
head. I have here a similar apparatus in leather, 
which was made for a child with high dorsal caries. 
It makes no difference as to the material of which 
it is composed so long as the principle of the sup¬ 
port is recognized. What one has frequently to 
insist on in the treatment of caries in the high 
dorsal or cervical region is that if the child is 
being treated by a stiff jacket it must be so ar- 
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ranged as to steady the head and take the weight 
off the cervical vertebrae. I should, however, be 
very sorry if by showing these excellent splints I 
were thought to suggest that treatment with the 
poroplastic jacket, or any other form of splinting, 
was the best treatment for a child with spinal caries. 
I am absolutely certain that the best treatment for 
a child with cervical caries is that it should be 
kept lying absolutely flat in bed, with the head 
steadied between two large sand pillows. The 
treatment by the breast-plate and head-piece is 
only second best. If we let a child with caries of 
the cervical spine walk about in a carapace and 
cervical collar there obviously cannot be that per¬ 
fect rest which is so desirable, nay, necessary, in 
the treatment of tubercular ostitis. The boy was 
lying at home, then, with his legs fixed down by 
weights; and I surmise that the weights were ap¬ 
plied because of that spastic condition the result of 
exaggerated reflexes. “ His mother,” the notes 
inform us, “ does not know when the paraplegia 
came on owing to the child having been kept con¬ 
tinuously off his legs.” The boy, then, had the 
best treatment in this respect for he was kept lying 
down. “When this treatment was discontinued, 
three months ago, the mother noticed that the boy 
could not stand. There was no difficulty with 
micturition.” The word “difficulty” may have 
reference merely to the cleanly nursing of the 
child, or to the function itself. But I think that 
in this report it was used in connection with the 
act of micturition, for I am able to inform you 
that the boy is constantly wetting the bed. His 
urine and his motions pass under him. In the 
normal state of affairs the grey matter in the lumbar 
enlargement of the cord knows exactly when the 
bladder is to be emptied, and, as a rule, it is good 
enough to inform the brain when the little opera¬ 
tion shall take place. In fact, the act of micturi¬ 
tion takes place with the knowledge and by the 
authority of the brain. But in the case of disease 
of the spinal column with inflammatory pressure 
upon the antero-lateral columns of the cord, the 
harmonious action which should exist between the 
brain and the centre for micturition is cut off, so 
the latter manages the business for itself, and the 
patient, without knowing it, passes his water under 
him. 

Has the boy any abscess in connection with 
his spinal caries? It is a very strange thing, and 
I do not think that sufficient attention has been 
attracted to this point, that in these cases of 


paraplegia secondary to thickening of the mem¬ 
branes of the cord, the result of tubercular disease 
of the spine, no ordinary spinal abscess forms. 

The first thing that one does in examining a case 
of spinal disease like this is to search for abscess; 
the surgeon bends up the thighs so as to slacken 
the abdominal muscles, and feels in the right and 
left iliac fossae, trying, when he dips his fingers 
down at the side of the spinal column, if he can 
make out a collection of pus tracking along the 
sheath of the psoas or iliacus muscle. In this 
boy there is no such abscess, nor is there any 
sign of suppuration against the projection between 
the scapulae. This, as I have said, is the rule in 
such cases. A priori one would have thought 
that paraplegia would be most likely to be met 
with in the very worst cases of spinal disease, 
which, I think you will agree with me, are those 
cases which are associated with extensive spinal 
abscess. But, as a matter of fact, so far as my 
experience goes, paraplegia comes on in those 
cases which have no obvious spinal abscess at any 
period of the disease. 

I now come to the interesting question as to 
what should be done with this child’s angular 
deformity. One should not use the expression 
“ angular curvature,” for that is a contradiction in 
terms. A thing which is curved cannot be angular, 
nor can an angular body be curved. What, I 
ask, should be done for this paraplegia secondary 
to angular deformity of the spine. Mr. Thorbum 
of Manchester, has recently been delivering a 
valuable course of lectures at the College of 
Surgeons, on The Surgery of the Spine , but he does 
not give me quite the information and guidance 
which I was expecting in connection with the 
operative treatment of paraplegia, dependent on 
spinal caries. (Not that I am by any means 
dissatisfied with the cautious and conservative 
manner which characterized his remarks upon 
this subject.) Here let me refer to the case of a 
boy who was admitted with paraplegia secondary 
to spinal caries,—the boy whom I had hoped to 
show and contrast with the last case, but who, 
unfortunately, had just been sent to the con¬ 
valescent home. He had Pott’s curvature of the 
spine with paraplegia, having been sent in by a 
gentleman (a most excellent and enthusiastic sur¬ 
geon, whom, by the by, Mr. Thorburn quotes in 
his first lecture), that laminectomy might be per¬ 
formed. It was intended that we should cut away 
the spinous processes of the affected vertebrae in 
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that bo7, find out exactly what was pressing upon 
the cord, clear away granulation tissue or possible 
intra-spinal abscess, and wait for further develop¬ 
ment. This somewhat aggressive and radical 
treatment, however, does not at present commend 
itself to me, and I left the boy severely alone— 
at least, so far as operation was concerned. Mr. 
Thorburn says that about 20 per cent, of these 
cases die after operation. He says, and rightly, 
that it is not fair to take the scattered reports of 
some dozens of surgeons as to the value of 
laminectomy in the treatment of Pott’s disease, 
but that the reports should be taken of some few 
surgeons who have been directing their attention 
particularly to this operation. Nothing is so 
fallacious as printed reports and statistics in con¬ 
nection with operations generally. Surgical en¬ 
thusiasm sometimes leads one to handle the truth 
carelessly. 

Speaking generally, cases of paraplegia secondary 
to spinal disease, may be divided into two great 
classes,—those that are operated on, and those 
that are not operated Jon. The first class,—those 
that are operated on,—may again be subdivided 
into those that are reported, and those that are not 
reported. Need I say that the cases which are 
most likely to be reported are those that have 
done well ? These cases have their clinical records 
carved in the solid rock, but the very great class 
of those poor children who join the majority have 
not their unhappy records scratched even on the 
sand of medical literature. So it comes about that 
as one reads reports in the medical journals one is 
almost induced to believe that all the cases of 
paraplegia secondary to spinal disease which are 
operated on, recover. This is far from true. 

Well, that little boy to whom I was alluding was 
brought into the hospital for laminectomy to be per¬ 
formed. Perhaps I am a little bit old-fashioned; 
but I said I would rather wait and see what Nature 
would do. So we watched and waited, and in 
time the boy began to move his feet, then his 
thighs, and now he is in the way to use his feet for 
walking. Perhaps it would have added to my 
surgical reputation if I had operated on that boy, 
chiselled away his laminae, and reported the case 
as one of recovery after operation; but still I am 
perfectly content to think that Nature has effected 
the improvement without any officious assistance 
on my part 

. Now let me ask this question: Does such a 
happy consummation often arise that a boy re¬ 


covers from his paraplegia without operation? Yes, 
if you only give him a chance. He has to be kept 
absolutely in bed, without being allowed to stir at 
all. Then very likely the disease will clear up. 

What in any individual case is the exact cause 
Of the paralysis ? One cannot say. If you knew 
that the paralysis was caused by a piece of bone 
pressing upon the anterior columns of the cord, it 
would perhaps be the right thing to chisel away 
the laminae, and remove that piece; but you can¬ 
not know it. If you knew that the paraplegia was 
dependent upon the pressure of a collection of 
matter in the canal upon the cord it might be well 
to open the canal; but that also you do not know. 
Might it be a little mass of granulation tissue 
pressing upon the cord ? Yes; but that interstitial 
granulation tissue may be absorbed in time. If, 
as often happens, it is simply an affection of the 
membranes of the cord, a pachymeningitis, which 
is interfering with the functions of the anterior and 
antero-lateral columns, rest will surely give the 
thickening as good a chance of disappearing as 
operation could do. My opinion is that the case 
for laminectomy has yet to be proved. 

Let me now show you a very instructive speci¬ 
men—one of caries of the spine in a girl who 
grew up to be a middle-aged woman. In this 
vertical section of the spinal column you will see 
how wonderfully Nature has provided that there 
shall be no pressure of bone against the front of 
the cord—how perfectly she has preserved the 
integrity and calibre of the canal And so it is in 
nearly all these cases. But even if there were 
actual pressure of bone perhaps the bone would in 
time be absorbed. In this specimen the bodies 
of the vertebrae have become for the most part 
absorbed, and the wreck of them has been glued 
together by osseous cement; yet there is plenty of 
room for the spinal cord. Here is another speci¬ 
men of the same sort from a woman who was bent 
almost double, carrying her head near her knees. 
Yet she had no pressure on the cord, because 
Nature, as she found the antero-posterior measure¬ 
ment of the spinal canal diminishing, removed by 
absorption a certain amount of bone, so that there 
might be no occurrence of paraplegia. And this 
is a provision which Nature almost invariably 
makes in such cases, though sometimes in rapidly 
advancing cases she has not time to accomplish it. 
I think a very grave objection to the operation of 


laminectomy is this: that in it you have no alter¬ 
native but to remove the spinous processes and 

Digitized by Google 



The Clinical Journal, Ao.j 


DR. BEACH—IDIOCY AND IMBECILITY. 


[Aug. 22, 1894. 277 


the laminae which are being already welded 
together. Bony cement connects the articular 
processes, the laminae, and even the spinous pro¬ 
cesses, and so the spinal column becomes provi¬ 
dentially supported in what was previously its very 
weakest position. Now, if we take away half a 
dozen of the laminae from the vertebrae which are 
welded together, how is the spinal column after¬ 
wards to be supported ? I tremble to think what 
must happen to some of these spinal columns after 
laminectomy; in the integrity of their posterior 
arches was their only hope of safety. 

Is laminectomy, then, never to be performed ? I 
do not for a moment say so, nor do I think so. I 
am waiting anxiously to see what will be the final 
development of this new departure, this chiselling 
away of the necessary laminae. I am sure there 
are many cases which will not be able to stand the 
operation. Suppose the operation is rather freely 
performed (not that I am supposing for a moment 
that it is not at present being performed with 
sufficient frequency), what will happen to the 
children ? Some—and I do not think it will be a 
large proportion—will get well; some in conse¬ 
quence of the operation, may be, and some in 
spite of it. But whether or not these cases would 
have got well without operation it is impossible to 
say. Some after operation will be neither better 
nor worse, remaining in statu quo ante. I think 
there will be a considerable proportion of this 
class. Some will die from shock. Some after 
long-continued discharge will sink from exhaustion. 
Some will fall victims to blood-poisoning. Yet 
there are, I doubt not, a certain small proportion 
of cases in which the operation will be of great 
service. And we must, some of us at least, content 
ourselves with looking to such men as Mr. Horsley 
and Mr. Thorbum to tell us exactly which are the 
cases that should be operated upon, and which 
should be left alone. 


Blisters of the Feet.— In the German army 
the following application is employed for the rapid 
cure of blisters of the feet, incident to long 
marches:— 


Black soap 
Water ... 
Vaseline ... 
Oxide of zinc 


5 2 parts 

27 „ 

l 5 „ 

6 . .. 


Essence of lavender, enough to perfume. 
(Butt. Gener. de Therapeutique .) 
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(Continued f»om page 46.) 


Microcephalic Idiocy. 


Cases belonging to this class have heads which 
are smaller than normal. The smallest I have 
ever seen was that of a girl, aged 12 years, whose 
head measured only twelve inches in circumfer¬ 
ence, and her brain was found to weigh after 
death only seven ounces. This girl led a vegeta¬ 
tive life, but she learnt to recognize those around 
her, became cleanly in her habits, and made an 
attempt at articulation. Voisin long ago laid down 
the rule that heads from 14 to 17 inches in cir¬ 
cumference were too small for ordinary intelligence, 
but that heads of from 18 to i8£ inches, though 
small, allowed the regular exercise of thvlntellectual 
faculties. The term microcephalic idiocy is now 
generally applied in this country to those cases 
whose heads measure less than 17 or 18 inches in 
circumference. At one time it was held that the 
small size of the brain was owing to the sutures 
closing in and hindering its growth; but since then 
many cases of microcephalic idiocy have been 
collected with open sutures, so that this theory 
must be abandoned. It must also be remembered 
that the amount of intellect depends not so much 
upon the size of the brain, as upon the depth and 
quality of the grey matter. If we look at sections 
under the micioscope we shall see the difference 
between a normal and microcephalic brain. 

In the latter, we shall notice stunting of the cell 
process, and retraction and degeneration of the 
protoplasm of the cell. Of late, craniectomy has 
been performed in these cases, but so far little 
good has resulted; nor, indeed, can we expect 
much improvement, for the microcephalic head is 
a sign of a vice of nutiition which affects the 
trophic functions of the nervous system. In some 
cases, too, the brain ceases to grow after the fourth 
or fifth month, and it is obvious that no operation 
can alter this condition. 

The head in microcephalic cases is oxycephalic 
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in shape, and the occiput flattened. The forehead 
is narrow from side to side and often recedes, but 
the features are usually shapely, the eyes large, 
and the nose aquiline. In some cases they have a 
bird-like aspect; in others, the face is large in 
proportion to the cranium. While the lower class 
of these cases have scarcely any power of observa¬ 
tion and will sit in their chairs all day, the 
higher class are active and lively. They are 
restless and imitative, and fond of music, but have 
little power of attention. The convolutions in 
these cases are usually very simple, and, as a con¬ 
sequence of the frequent defect of development 
of the occipital lobes, the cerebellum is left to a 
great extent uncovered; in fact, it is relatively 
larger than in the normal brain, often being in the 
proportion of one to four, the ordinary relation 
being one to eight. 

The following are illustrative cases:— 

£. H., aged 6 years, was on admission a fairly 
nourished, dark-complexioned child, 2 feet 5^ 
inches in height. Her head was small, measuring 
15!- inches in circumference, 9^ inches transversely 
between each auditory meatus, and n inches 
antero-posteriorly. Her hair came low down on 
her forehead, which was 3J inches in width. She 
could walk about the ward, had perfect use of her 
limbs, and during her residence in the asylum had 
no epileptic fits. She was of a happy disposition, 
easily pleased, and very much attached to her 
nurse. She noticed what went on around her, was 
very sociable with the other children, but could 
not utter a word though her hearing was good. 
Her habits were faulty. Though she could pick 
up and play with objects, she had no idea of 
feeding herself. She had a fair amount of observa¬ 
tion and attention, and some memory for faces. 
According to the family history, she was an 
illegitimate and the only child. Nothing was 
known of the father nor of his side of the family. 
The mother was a temperate woman and up to 
the time of her trouble enjoyed good health; but 
she became very delicate and died eight months 
after the birth of the patient. The grandmother 
of the child was in a lunatic asylum, suffering 
from softening of the brain. The mother was in 
great trouble during the time she was pregnant, and 
the labour was tedious and difficult. The child 
had had one slight convulsion before admission. 

A. P., aged 4 years, is a case of very low type. 
Her head measured 15J inches in circumference, 
9I inches transversely, and ioi inches from the 


root of the nose to the occipital protuberance. 
Her forehead was small and receding, tending to 
the oval in shape; in height it was 2 inches, and 
in width 3 inches. Her legs and arms were of 
normal size, the former measuring 11 inches and 
the latter 13 inches. She could not stand, though 
she could kick her legs about. She was subject 
to spasmodic retraction of the limbs, and though 
she could move her arms she could not hold 
anything. Her forearms were contracted on her 
arms, and her fingers clenched. Her legs were 
contracted on her thighs, and could not be 
straightened. She was placid in disposition. Her 
mental capacity was of course very small, but there 
was some power of observation and a little atten¬ 
tion. She sat all day coiled up in her chair, 
requiring to be fed, clothed, and generally attended 
to. After years* residence, she was able to 
recognize her nurse, and laughed when pleased, 
but the improvement could not be expected to be 
very great. 

Another case, G. L., aged 15 years, is of a 
higher type. His head measures 173 inches in 



circumference. He has a somewhat bird-like 
appearance, and though he has observation, imita¬ 
tion, and some power of attention, he has little 
knowledge. He is lively and good-natured, and 
laughs when spoken to. His palate is highly 
arched. He can wash, dress, and feed himself, 
and plays with the other boys. He was under 
training for two years, but made scarcely any 
progress; is unable to speak, and can only make 
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ejaculatory sounds; has learnt the manual alphabet, 
can spell a few words on his fingers, and match a 
few colours. I learnt from his mother that he had 
a brother and sister with small heads, and that his 
father was very intemperate. His sister, who was 
also in the asylum, although she had a smaller 
head, measuring only i6£ inches in circumference, 
made more progress, and of the two had more 
intelligence, though of course small in amount. 

Hydrocephalic Idiocy and Imbecility. 

In contradistinction to the class of which we 
have just been treating are the hydrocephalic 
cases who have large heads. According to 
Meynert, in the congenital form the lateral ven¬ 
tricles are extended in their long diameter, while 
in acquired hydrocephalus the ventricles are 
increased in their vertical and cross diameter. It 
is only when the disease becomes chronic that 
education and training can be put into operation; 
but experience shows that in this condition some 
cases do improve unless there is a large amount of 
fluid causing wasting of the grey matter. All cases 
of hydrocephalus do not become imbecile; the 
presence or absence of this state no doubt is 
largely due to whether or not hereditary neurosis 
plays a part in its production. The hydrocephalic 
head must not be confounded with one due to 
rickets; in the latter case the fontanelle is de¬ 
pressed, and the head is elongated in the antero¬ 
posterior diameter; in the former case the fon¬ 
tanelle is usually raised, and antero-posterior and 
transverse diameters are nearly the same. The 
widest circumference is often at the temples, where 
there is sometimes bulging above the superciliary 
ridges. Rickets is rarely a complication of idiocy 
and imbecility. 

The following are cases of congenital hydro¬ 
cephalic idiocy:— 

C. D., aged 12 years, on admission was a well- 
nourished boy of fair complexion. There was no 
family history of phthisis, and his parents were 
healthy, but his paternal uncle had had three fits 
and was paralyzed. The boy had a large head 
when born, and the labour was tedious. His 
condition is ascribed by the mother to fright 
during pregnancy. He was good tempered but 
listless, and being weak in his legs would sit all 
day in a chair if allowed to do so. He could not 
speak, but made use of unintelligible sounds. He 
had some power of observation, though but little 
of imitation and attention. His head measured 


24^ inches in circumference, 17 inches in the 
transverse diameter, and i6£ inches in the antero¬ 
posterior diameter. He died of.lobular pneumonia, 
and after death his head was found to contain 
nearly two pints of fluid. The lateral ventricles 
were enormously dilated, measuring 7 inches in 
length and 3J inches in width. Above them the 
brain substance was very thin, being not much 



more than J inch in thickness on the convex 
surface. The convolutions were exceedingly 
simple, some being more than 1 inch in width, 
so that there was- deficiency in quantity as well 
as quality. 

J. R., aged 4 years, was a well-nourished child 
of fair complexion. He was born at full time, but 
the labour was tedious and the child asphyxiated. 
At the age of nine months he had two weeks of 
continuous convulsions, sweated a good deal, and 
wasted away for a time; has always been helpless. 
His head was of the usual hydrocephalic shape, 
but flattened posteriorly from his always lying on 
his back. Circumference, 21J inches; transverse 
diameter 15^ inches; antero-posterior diameter, 
14^ inches. He was quite helpless and unable to 
speak. Countenance pleasing, and disposition 
contented; mental capacity small; power of 
observation good, and fair memory for faces. In 
this case there was a hereditary neurotic history. 
The father suffered from debility, and was weak- 
minded ; the mother was healthy. They were bo.h 
temperate, and not connected by consanguinity. 
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Of the five children in the family, four are phjsic- 
ally weak; one suffers from hemiplegia, one is 
consumptive, and another suffers from hydro¬ 
cephalus. With the neurotic history in this family 
added to the hydrocephalic condition, there was 
not much hope of mental improvement and tune 
took place, although as regards his physical state 
he considerably progressed for the better. 

SCAPHOCEPHALIC IDIOCY. 

Cases of this kind of idiocy have a keel-shaped 
head, which is narrow from side to side, and elon¬ 
gated from before backwards. As to the causa¬ 
tion, it is probably produced by compression of 
the head in its passage through the pelvis, but I 
am unable to give the exact cause, as the best 
case which came under my treatment had no 
friends. 

F.R., aged 9 years, is a fairly nourished boy, of 
dark complexion, and depressed appearance. His 
head measures 22 \ inches in circumference, 12% 
inches only transversely, but 16J inches antero- 
posteriorly; so that there are four inches difference 
between the two measurements. He is very shy, 
and has little power of observation and attention. 
He does not even know his colours. His circula¬ 
tion is feeble. He cannot wash or dress himself, 
though he can run about. He spoke indistinctly, 
and made little progress in education. He was 
only able to learn one letter and write two. Could 
add one and one, count to twenty, do some multi¬ 
plication tables and learn a few colours. Little 
improvement can be expected. 

Heads such as these have been normally found 
among the primitive Australians, Polynesians, and 
African negroes, and are supposed to be due to 
(1) fusion of the two parietal bones, and (2) to 
original elongation and narrowness of the cranium. 
This second theory seems to be borne out in my 
case, while the first may be the true one in the 
Polynesians and other tribes. 

On the other hand these heads are sometimes 
produced by pressure exerted during life, in order 
to conform to accustomed usage, or to submit to 
certain rites, as in some North American tribes 
and among the ancient Aymaras. Sometimes the 
intellect suffers, but as a general rule it is not so 
much affected as might be supposed. In the case 
of F.R. it was not the shape of the skull, but the 
insufficient development of the nerve cells of the 
grey matter which was at fault. 

(To be continued.) 
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Diseases of the Nose and Throat . De Havil- 
land Hall. (H. K. Lewis, Practical 
Series.) 

Published at ior. 6d. 

In his preface Dr. Hall offers an apology for 
adding to the list of treatises on the speciality of 
throat and nose diseases; his excuse is that none 
of those at present before the public are sufficiently 
moderate in size while retaining completeness. 
We accept his excuse in a friendly spirit, but at 
the same time we must hasten to add that the 
book he has produced renders any apology or 
excuse entirely unnecessary. It is moderate in 
size and in price, while its completeness, if not 
absolute, is so nearly so that practitioners may 
rely upon finding an answer to any nasal or 
pharyngeal problem that is likely to come before 
them. 

What specially recommends the book to us is, 
if we may so speak, the absence of specialism; 
the treatment advised is almost invariably that 
which can be easily applied by any general prac¬ 
titioner, while the indiscriminate abuse of operative 
measures (which is, unfortunately, too often the 
curse of specialism) is conspicuous by its absence; 
doubtless this is partly due to the fact that the 
book is written by a physician. The book is 
divided into three parts: (1) the nose and its acces¬ 
sory cavities; (2) the pharynx ; (3) the larynx. In 
each part the individual diseases are very clearly 
described under the headings of ^Etiology, Path¬ 
ology, Symptoms, Diagnosis, Prognosis, and Treat¬ 
ment. There is a capital introductory chapter on 
the normal anatomy of the parts, and the book 
concludes with an excellent and correct index. 
The illustrations are with few exceptions excellent; 
they are fifty-nine in number, and reflect great 
credit on the draughtsman. The printing is large, 
and most comfortable to the eyes for reading. We 
congratulate both author and publisher on what 
we confidently predict will be a most successful 
addition to “ Lewis’s Practical Series.” 
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Gentlemen, —In my lecture to-day I shall first 
of all say a few words about the apparatus em¬ 
ployed in electrical testing and treatment. In 
what I have to say I shall confine my attention to 
the scope of the two forms of electricity known as 
Voltaism or the constant current, and Faradism 
or the interrupted or induced current, in medical 
treatment. 

I have here a constant current battery which, 
you see, is composed of a series of elements. 
There are forty cells connected with each other, 
and from the electricity generated by the cells 
is obtained the constant current. This current 
is called the “constant current,” because, when 
the cells are connected up, the effect produced 
is a continuous one, that is to say, there is a cur¬ 
rent passing, although it must be recognized that 
the current only produces an effect upon motor 
structures when it is interrupted,—when it is made 
on the one hand, or broken on the other. 

The other kind of current which is used in 
medicine is the interrupted, induced, or faradic 
current. In that current the electricity is gene¬ 
rated from cells resembling those in the constant 
current in their essential characters, but differing 
in the size of the elements and also in the number. 
For an interrupted current two cells of somewhat 
large size are usually employed. It is called 
the interrupted current because in its essential 
characters it consists of a current which is auto¬ 
matically made and broken with very great 
rapidity. It is called the “ induced current ” be¬ 
cause the current is taken from what is known as 
an induction coil, which consists of a very large 
number of turns of fine insulated coiled wire, put 
over another coil, the primary one connected 
directly with the primary cell. The induction 
Yon. IV., No. 18 . 


coil can be totally detached from the cell and the 
primary coil, so that the current obtained from this 
form of electricity is really a current which is 
induced in the coil not by direct contact but by 
its proximity to the primary coil which is con¬ 
nected with the cell. 

And now let me say a word or two about the 
normal reactions which we obtain with these 
currents in motor structures. I shall speak about 
sensory effects presently, but of course our chief 
attention in electrical treatment is really directed 
to motor structures. 

If you faradise a normal limb, if, that is to say, 
you apply the interrupted current to the normal 
limb in a healthy individual, you get a reaction from 
the nerves of the limb, a reaction not only from 
the nerve trunks, but also from the small branches 
of nerves distributed to each muscle, causing a 
contraction of the muscle. Like the faradic the 
constant current produces a reaction when the 
nerves are stimulated; but, differing from the 
faradic, it also produces a reaction when the 
nerves are thrown out of action, that is to say, 
when there is only muscle fibre left. In that re¬ 
spect therefore it differs essentially from the faradic 
form, and, as will be at once evident to you, can 
be used in many cases and under many conditions 
in which faradism really produces no contraction 
at all. 

Here I may say with regard to the effect of 
electrical treatment on motor structures that I do 
not think there is any evidence of any good effect 
produced by electricity in these conditions unless 
you actually produce a contraction of the muscle, 
that is to say, that electrical treatment in its essen¬ 
tial characters is useful only in so far as it produces 
muscular contraction. So that in applying elec¬ 
trical treatment you are trying by means of the 
contraction which you produce to keep the muscles 
in a state of nutrition and activity, in order that 
as soon as voluntary impulses can be transmitted to 
them they are in a condition to respond to these 
voluntary impulses. One sometimes hears, indeed, 
of curious effects claimed for electricity, the renewal 
of vital force, and such like. These effects may be 
produced, but, as a matter of fact, we have no 
scientific evidence of this, and I think it is as 
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well in an obscure subject like electrical treatment 
to keep strictly to things to which we can apply 
objective tests, 

I have spoken about the production of contrac¬ 
tion by the faradic and by the constant current in 
health. From what I have said it will be quite 
evident that in disease the electrical reactions 
will be changed. If, for example, you have 
inflammation of a nerve trunk, you will get 
no contraction at all produced by stimulating 
with the faradic current, or it will only be 
produced by stimulating with a current very 
much stronger than is normally used. If, on the 
other hand, you use a constant current a reaction 
will be obtained, and often you will find that 
whereas the negative pole in health produced the 
stronger reaction, the positive pole in this condi¬ 
tion with which I am now dealing produces the 
stronger reaction of the two; there is, that is to 
say, not merely a quantitative but also a qualita¬ 
tive change in the reaction. That is really what 
the “ reaction of degeneration ” is, that you have 
the faradic reaction abolished, and the character 
of the reaction which is obtained to a constant 
current changed. Several variations in reaction 
may be obtained to which this name may be 
applied, but the true reaction of degeneration, 
and what is usually spoken of as such, is what 
I have described, an absence of faradic contrac¬ 
tility and a change in the nature of the reaction 
to the constant current. 

Electrical Treatment. 

Electrical treatment, or the treatment of nervous 
diseases by electricity, may be divided into two 
parts according as we have to deal with sensory 
disturbance or disturbance of motor structures. 
Amongst sensory disturbances there are, for ex¬ 
ample, the painful conditions sometimes associated 
with organic disease of bone, e.g ., caries of the 
spine, in which there is often present the girdle 
sensation, with pain and tenderness in the back 
itself at the point of the lesion as well as passing 
round the trunk. In a condition of that kind I 
have known immense relief afforded by the fre¬ 
quent use for a quarter of an hour at a time, 
of the constant current. It has been insisted that 
the constant current applied for purposes of re¬ 
lieving pain is best applied with the positive pole 
stroked over the painful area; but, so far as my 
experience goes, I really do not think it matters 
very much which pole is used; but as the cathode 


or negative pole, if stationary, is rather apt to 
produce irritation, and sometimes even blistering, 
it is always well, unless there is a clear indication 
to the contrary, to have the anode or positive pole 
as the fixed pole, and to stroke the negative pole 
over the painful area. That then is one con¬ 
dition in which electricity can sometimes be used 
with great benefit, namely, the painful girdle 
sensation and other painful sensations associated 
with organic disease of the spinal cord. 

Another condition in which electricity may be 
used in connection with disease in the spinal cord 
is the sensory disturbances found in cases of tabes 
dorsalis. I am bound to say that my experience 
is very much against much benefit being derived 
from this mode of treatment, but it is advocated, 
and good results have been claimed for electrical 
treatment as a palliative in that disease. There 
are two conditions in tabes dorsalis which might 
be benefited by it, namely, impaired sensibility, 
and perverted sensibility. Where there is im¬ 
paired sensibility it is quite conceivable that 
faradism applied over the area where sensation 
is deficient might cause a certain improvement: 
that improvement I have not often seen. It is 
also likely that galvanism applied to the pain¬ 
ful, possibly neuralgic, conditions which some¬ 
times occur with tabes dorsalis may be useful and 
beneficial. I have seen a certain amount of 
benefit conferred on such cases, by this treatment. 

There is, however, one very intractable con¬ 
dition, both medically and surgically, in which 
electricity has not, certainly in this country, 
received the attention it ought to have had, and 
that, too, in spite of the fact that, in Germany 
especially, good results have been obtained, namely, 
that of trigeminal or facial neuralgia. It is a very 
severe affection, usually occurring in old people, 
and making their lives a burden. A series of cases 
has been recorded by certain German observers, 
in which the use of the constant current in facial 
neuralgia has really produced a considerable 
amount of benefit, and in certain cases has effected 
a cure. I am not aware of any very extended 
trials having been made in this country,—I certainly 
have made none myself,—but I think it is a con¬ 
dition in which electrical treatment ought to receive, 
at all events, a very fair trial. As regards the 
current to be used, I should say undoubtedly it 
ought to be the constant current, which should be 
of fair strength, sufficiently strong, that is to say, 
to be distinctly perceived, the cathode being gently 
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stroked over the skin, or the anode, if that were 
found to give greater relief, soft electrodes being 
used and the skin thoroughly moistened during 
the application. 

Of course, if this affection depends upon 
neuritis, it is comparable to other conditions of 
inflammation of the nerves in which electrical 
treatment has been used successfully or with great 
benefit, such conditions, for example, as sciatica 
or sciatic neuritis. There is no doubt that elec¬ 
trical treatment is of very great benefit in certain 
cases of sciatica. I have known cases which 
yielded to it very readily indeed; on the other 
hand, I must say I have known a case which did 
not yield to it at all, or, at all events, with extreme 
slowness. I have used both faradism and gal¬ 
vanism in sciatica, but I am of opinion that 
galvanism is far more beneficial than the other. I 
remember, however, the very striking case of an 
old man who was completely relieved by the 
interrupted current, so that if the constant current 
is not sufficiently successful to relieve any given 
case, the faradic is certainly worth trying. 

These are the chief local sensory conditions in 
which electricity can be beneficially used; but 
there is one other condition which is now by many 
regarded chiefly as a nervous disease, in which 
electricity is extremely useful, namely, rheumatoid 
arthritis. This, as you are aware, is very often 
associated with great pain in the joints and in the 
limbs, and leads to a great deal of muscular 
wasting. I remember very well the case of a 
woman who was in the hospital here when I was 
house-physician. She was suffering constantly; 
she could not sleep, and altogether was very 
miserable. She had electrical treatment applied, 
and applied in the way in which I think it ought 
always to be applied in this disease, namely, by 
means of electric baths. The name seems to 
indicate something elaborate, but really it does not. 
All that is wanted is an ordinary bath and an ordi¬ 
nary 40-cell constant current. By means of such 
a simple apparatus as that with one pole immersed 
in the water and the other stroked over the painful 
parts of the patient while in the bath, such relief 
as I have described has been produced. 

There is another condition which is neither 
motor nor sensory in which electrical treatment 
has been advocated, and used, it is claimed, with 
very considerable success, namely, in Graves’s 
disease. In Vigoroux’s method, as recommended 
by Eulenburg, of Berlin, the application consists 


of four different events. First of all the inter¬ 
rupted current is applied with one pole to the 
back of the neck, and the other pole over the 
thyroid gland. The second event is, that one pole 
of the faradic battery is applied over the neck and 
the other over the eyes. The third is the faradisa¬ 
tion of the thyroid swelling itself, and the fourth 
galvanisation with the positive pole over the back 
of the neck and the negative pole stroked over the 
heart, a weak current, of course, being used. I 
have only seen one case treated in this elaborate 
way, and that patient did not improve; but I 
have seen other cases treated by the constant 
current in a somewhat less elaborate way, and 
they certainly have improved. 

These, I think, are the principal sensory con¬ 
ditions in which electricity is useful. We shall 
now consider diseases of the nervous motor ap¬ 
paratus in which electrical treatment is useful, and 
the reasons why it should be usefuL 

For the purpose of understanding this thoroughly 
it is as well to divide, as has been done, the motor 
nervous system into two levels,—the upper motor 
segment and the lower motor segment. I have 
here a very rough diagram of what I mean. There 
are represented in it a cell of the cortex and a cell 
in the facial nucleus of the medulla, from which 
the facial nerve is represented as passing. In the 
other part of the diagram are represented the 
cortex with a fibre going down crossing at the 
decussation of the pyramids and connected with 
an anterior horn cell; from the anterior horn cell 
there passes a motor fibre to be distributed to the 
arm or leg as the case may be. The middle line 
of the body is represented by the vertical line. 
The upper segment is the segment embracing the 
cortex, the subcortex, the pons, down to the nucleus 
as regards the face; the upper motor segment, as 
regards the arm or leg, comprises the cortex, the 
subcortex, and the pyramidal tract down to the 
anterior horn cell, for, as you are aware, the 
anterior horn cell is the exact analogue of the cell 
of the facial nucleus in the medulla. It is ex¬ 
tremely simple to remember the electrical condi¬ 
tions in these. If there is any affection of the 
upper motor segment there is no change of 
electrical conditions, the faradic reaction is main¬ 
tained as is also the ordinary qualitative character 
of the reaction for the constant current If, that 
is to say, you have a cortical affection, such as a 
hemiplegia, a subcortical, or any affection in the 
pons in which the nucleus is not involved, then you 
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have the facial muscles in such a case reacting 
quite normally both to faradism and galvanism. 
In the same way, if you have hemiplegia from a 
lesion of the cortex or spastic paralysis from a 
lesion of the pyramidal tracts, still you have the 
faradic reaction and also the voltaic reaction main¬ 
tained in the limbs perfectly and normally. If, on 
the other hand, there is any lesion in the lower 
motor segment, if there is a lesion, c.g., of the 
facial nucleus or of the facial nerve there is always 
some change in the electrical reaction, usually 
either reduced or abolished faradic reaction and 
change in the constant current reaction. In the 
same way as regards the arm and leg, if there is 
any change in the motor cells in the anterior horn, 
in the motor nerve, or in the muscle itself, then 
there is some change in electrical reaction of the 
same character, that is, abolished or diminished 
faradic reaction, and some change, slight or con¬ 
siderable, in the quality of reaction to galvanism. 
What this really means is, that so long as the 
nutrition and the function of the peripheral nerves 
are in connection with the cells which probably 
subserve the nutrition of these peripheral nerves, 
in the medulla in the one case, in the anterior horn 
in the other, then the reaction is normal. If, on 
the other hand, these cells on which the nutrition 
of the nerve fibres depends are involved, or if 
the fibres themselves are impaired in conductivity, 
there is change in reaction. 

I shall now briefly run over the chief diseases 
affecting the two segments, the upper segment and 
the lower segment, in which electrical treatment is 
used. 

I have already spoken of hemiplegia, which is 
the most common disease probably in which the 
upper motor segment is affected. In that disease 
the faradic reaction is retained, as a rule, quite 
unchanged. There may, perhaps, at first be a 
slight change in the way of a little increase of 
the faradic irritability, and perhaps later, if there 
is a certain amount of atrophy, slight decrease; 
but for all practical purposes the faradic reaction 
in cases of hemiplegia is unaltered. This gives an 
indication as to the kind of current to be used in 
cases of hemiplegia. If any current is to be used 
at all I think it is very much better to use the 
faradic, because in that way you get a very much 
greater motor effect. It is also much simpler to 
apply, and in every way more satisfactory to use. 
So long as a good reaction is obtained to the 
faradic current there is no reason, according to 


the dictum I have laid down, why any other cur¬ 
rent should be used at all in cases of hemiplegia. 

The purpose for which electricity is used in 
hemiplegia is to prevent the rigidity and contrac¬ 
ture which are so apt to take place. That con¬ 
tracture is usually a motor one, the result probably 
of the greater natural force of the flexor group of 
muscles; so that if, in order to prevent this con¬ 
tracture, faradism is to be employed it is well to 
apply a gentle faradic current to the opponents of 
those muscles which cause the contracture, i.&, to 
the extensors of the wrist and fingers. In this way 
such benefit as can be got from electrical treat¬ 
ment in cases of hemiplegia will be obtained. Of 
course, in hemiplegia other conditions occur, such 
as adhesions in joints, and so on. Sometimes, 
when a jgint which has become adherent and fixed 
is broken down under an anaesthetic, the constant 
use of the interrupted current is a very great help 
in keeping it from again becoming contracted, and 
in strengthening the muscles which, having been 
thrown out of use by the fixation of the joint, have 
become very considerably atrophied. In ordinary 
cases of hemiplegia faradism is, therefore, very 
useful, and is the form of current to use in order 
to prevent contracture and rigidity, and also to 
stimulate the muscles when, on account of disuse, 
they have to some extent become atrophied. 

Spastic paraplegia also is an example of a lesion 
in the upper motor segment. In that disease the 
pyramidal tracts are affected in some part of their 
extent, and the term spastic paralysis as usually 
applied means that they are affected simply in the 
spinal cord and not higher. Cases of caries of the 
spine are really spastic paraplegia; at all events, 
the effects of the disease seems to fall with most 
force upon the pyramidal tracts, interrupting them, 
abolishing or interrupting their function, and so 
leading to paralysis of the arms or legs, or of the 
arms and legs according to the locality of the 
caries. In that disease electricity has been used 
both to stimulate the sensory condition and main¬ 
tain the nutrition of the muscles; and from what 
I have said it will be obvious that the current to 
be used is the faradic. I certainly have seen 
benefit from it in cases of caries of the spine with 
paraplegia, more especially after they had been 
operated upon, and when they seemed to be 
“ hanging fire ” for a time. In cases, on the other 
hand, of spastic paralysis due to what is known as 
idiopathic lateral sclerosis, sclerosis starting ap¬ 
parently in the lateral tracts, I have seen no 
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benefit produced; and a condition of that kind, 
which is realljr a degenerative one, is scarcely that 
in which any benefit could be expected from such 
treatment Still, it is advocated, and some good 
results have apparently been obtained in cases 
even of idiopathic lateral sclerosis; but, I repeat, 
my own experience in the use of electricity in that 
condition seems to show that it has not had very 
much effect. 

In considering lesions of the lower segment we 
shall begin at the highest part; and we find that 
the anterior horn cells themselves may be affected. 
What is known as poliomyelitis may exist, and 
may be either acute or chronic, that is to say, 
there may be infantile paralysis, the common form 
of acute anterior poliomyelitis, or progressive mus¬ 
cular atrophy, the chronic form. Both of these 
conditions lead to a considerable amount of wasting 
of the limbs. Infantile paralysis is, I consider, 
the disease par excellence in which voltaism is of 
the greatest benefit. In it the motor cells are 
affected to some extent, how far we do not quite 
know; as a natural consequence of that the motor 
nerves are impaired, and there is wasting and 
paralysis of the muscles. Consequently, volun¬ 
tary impulses are unable to travel to the muscles, 
and there is incapacity in these muscles for 
voluntary movement. If then, a substitute can 
be provided for the contraction which takes place 
normally, benefit must accrue to the muscle. 
Such a substitute, I believe, is available in the 
constant current. It is a very curious thing that 
in many cases of infantile paralysis the application 
of the constant current to certain muscles will at 
first produce absolutely no contraction, tempting 
to the inference that the muscle was completely 
paralyzed; but persistent applications of the cur¬ 
rent for two or three days to the same muscle— 
will often, it may be, after several applications— 
result in a distinct contraction to the current on 
making or breaking it On further application this 
contraction will go on increasing in strength, and 
with this increase in the activity of the contraction 
there will be an increase in the bulk of the muscle. 
The explanation is that there have been certain 
fibres of the muscle left which have been, as it 
were, waked up by the stimulus applied to them, 
and with the constantly recurring contraction pro¬ 
duced by the current they are becoming function¬ 
ally more active, possibly increasing in number 
as well as in bulk. To obtain such results, and 
that this is possible is undoubted, the phenomena 


having been studied by several observers,—seems 
to me sufficient justification for the use of gal¬ 
vanism in this disease. One American observer, 
Dr. Graeme Hammond, has actually said that he 
has evoked a contraction after a year’s electrical 
treatment During a year, that is, he failed to 
evoke any response to constant stimulation of a 
muscle by the voltaic current; but at the end of 
that period the response was elicited and the muscle 
began to increase. Of course, it never would 
become functionally perfect, but it would, at all 
events, be better than no muscle at all. That is 
what we must recognize with regard to infantile 
paralysis, that no matter how good the result may 
be, no matter how good the electrical and other 
treatment employed may be, the limb affected 
never can be brought to the condition in which it 
was before the disease came on. The limb will 
always be more or less impaired. All that is 
aimed at by massage, galvanism, and the other 
treatment adopted, is an increase in the functional 
usefulness of the limb, not a restoration to ab¬ 
solutely perfect health ; to expect that would be to 
court disappointment. 

One point of detail to be noted with regard to 
infantile paralysis is that it is often extremely 
difficult to get a child to submit to the electrical 
treatment unless the first application be done very 
carefully indeed. In applying galvanism for the 
first time, it is therefore often advisable simply to 
use the pole without the current, so that the child 
may get used to the rubbing of the pole on the limb, 
and so perhaps come to think little of the gentle 
current used when it is employed. By this means 
it may be induced to permit the use of a current 
of gradually increasing strength, until in course of 
time you may be able to use a current of strength 
sufficient to produce the effect you desire. 

Infantile paralysis is one of the diseases in which 
particularly the reaction of degeneration is present, 
the faradic reaction being diminished or abolished 
while the galvanic reaction is usually changed. 
That is to say, at first there will be a more active 
contraction of the muscles, if you get the case 
early enough; there will be an increase of the 
irritability to the current; and probably the anodal 
closing contraction will be greater than the cathodal 
contraction. There may of course be different 
kinds of variations between that and the normal. 
There may be a little faradic contractility and a 
qualitative change to galvanism; on the other hand 
there may be no qualitative change to galvanism 
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and no increased but diminished irritability as in 
the later stages of the disease; while again the catho¬ 
dal contractions may be greater than the anodal 
contractions. In another disease of the cells of the 
lower motor segment, namely, progressive muscular 
atrophy, there is a gradual change in the muscle 
fibres, almost one by one, and that is probably 
correlated with a similar change in the anterior horn 
cells. There are other forms of treatment to be 
employed in that disease, but it is, I think, always 
advisable to use, in conjunction with them, some 
form of electrical treatment. For example, you 
have progressive muscular atrophy affecting certain 
muscles, and the faradic contractility still retained 
in this disease in contradistinction to the other. 
It comes to be a question which to use, faradic or 
galvanic electricity ? I believe that in this disease 
it is always well to use galvanism; faradism does 
not seem to have the same effect,—certainly not in 
the cases I have seen treated. With the galvanic 
current a good reaction is obtained, and it seems 
to me that less irritation is produced than with the 
use of faradism. In this slow degeneration of the 
anterior horn cells therefore I should use the gal¬ 
vanic current. In muscles which still respond well 
to faradism, and which show little or no wasting, it 
might be well to combine faradism. Contraction 
is produced, the muscles stimulated, and presumably 
the nutrition of the muscles improved by such an 
application, so that there would be no harm in 
using faradism. Still, as a routine thing in cases 
of progressive muscular atrophy, I should say that 
it is better to use galvanism. 

These, then, are the chief diseases affecting the 
anterior horn cells. There are other conditions, 
of course, such as tumour of the cord and the 
lately described syringomyelia, in which the anterior 
horn cells are affected and which lead also to mus¬ 
cular atrophy, and in these conditions, if any elec¬ 
trical treatment is advisable, the same rules would 
apply that I have laid down with regard to pro¬ 
gressive muscular atrophy. A curious thing about 
syringomyelia is that in spite of the muscular 
atrophy all the cases I have seen—to the number 
of four or five—have retained a fairly good reac¬ 
tion to the faradic current. I do not know that 
this is definite enough diagnostic use between 
syringomyelia and progressive muscular atrophy, 
but it has certainly been the case in my experience 
that the wasted muscles responded much more 
readily to faradism than they do in progressive 
muscular atrophy. 


As regards the second division of the lower 
motor segment, the motor nerves, the typical con¬ 
dition in which an isolated nerve is affected is 
Bell’s palsy, ordinary facial paralysis. There the 
facial nerve is affected in the region between the 
nucleus and the muscles, as a rule, in the middle 
ear; and the affection which attacks it is supposed 
to be neuritis. In such a condition, at all events 
if it is severe, the faradic reaction is abolished and 
the voltaic changed. The reaction of degeneration 
is present, that is to say, if the affection is a severe 
one. If, on the other hand, the affection is slight, 
the faradic reaction may be retained; and in 
several cases I have seen the faradic reaction in 
the early stage, during the first, second and third 
days, distinctly increased; there was, that is, in¬ 
creased irritability of the nerve. Of course that is 
a disease in which galvanic treatment is of the ut¬ 
most importance. There is a condition of paralysis 
on one side of the face; there is a nerve there 
which is incapable of transmitting voluntary im¬ 
pulses, and there are muscles which certainly will 
waste and suffer in their nutrition unless some 
form of stimulus is applied to them to cause 
contraction. To such muscles, of course, the 
form of application to be used will be the 
galvanic current I should say that in all cases 
of facial paralysis this should be used even 
if a certain amount of faradic reaction be pre¬ 
sent. It is much safer and better in every 
way. When using it I interrupt it pretty often. 
It is really all-important to do the face pretty 
thoroughly. Dr. Gowers has laid down a scheme 
for the application of galvanism to the face. 
One pole is applied over the nerve in front 
of the ear and the other pole,—the pole to 
which you get the greatest contraction,—is, first 
of all, stroked over the forehead so as to get con¬ 
traction of the muscles there. After that has been 
done for some little time the same pole is stroked 
over the upper eyelid, then over the lower eyelid, 
then down by the side of the nose, over the upper lip 
and the lower lip; and, lastly, down from the other 
pole over the distribution of the nerve in the face. 
In this way every part of the paralyzed face is 
treated and a reaction of every muscle produced, 
so that your purpose of maintaining so far as pos¬ 
sible the nutrition of the affected muscles is ac¬ 
complished. 

Other forms of neuritis have also to be treated 
by means of electricity; and among these is that 
known as alcoholic neuritis, in which nearly every 
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nerve in the body, but mostly in the legs and arms, 
suffers from an acute inflammation. The general 
treatment applied to such patients, in addition to 
removing them from the source of the poison, is 
rubbing and galvanism. In a patient severely 
attacked in this way it is rare indeed to get the 
faradic reaction in the muscles; and even when it 
is present the affected limbs are usually so painful 
and tender that it is not advisable to use faradism 
at all. In these cases, therefore, galvanism is the 
form of electrical treatment to be adopted,— 
bearing out what I said at first, that in conditions 
affecting the lower motor segment the galvanic is 
the current which produces most effect. 

What I have said about neuritis and facial 
paralysis applies to every other isolated palsy of a 
motor nerve or to any more general condition, 
because, of course, there are other poisons besides 
alcohol which set up the condition known as 
peripheral neuritis. 

Last of all, amongst the affections of the lower 
motor segment we have to consider for a moment 
what are known as the muscular conditions,— 
muscular dystrophies as they are generally called 
now. Muscular dystrophies include the disease 
known as pseudo-hypertrophic paralysis or idio¬ 
pathic muscular atrophy. “ Muscular dystro¬ 
phies” is the term now generally applied, since 
that name really includes all the different varie¬ 
ties, and it is probable that the different 
varieties which have been described are really 
only types of the same disease. In this disease 
the spinal cord may be perfectly normal in 
structure; and it seems to be a disease of the 
mttscles themselves, possibly, as Dr. Gowers has 
suggested, a disease of the embryonal mus¬ 
cular tissue. Whatever its cause there is a 
condition of paralysis, a condition in which the 
njuscles do not act, do not produce the effect they 
ought to produce. If anything is to be done 
at all in such a condition it will be by rubbing 
and galvanism. But this disease is one which 
goes on from bad to worse; you never can expect 
to cure it, but merely to stay its progress to a 
certain extent. I need not say that in this disease 
the muscles do not react, or at all events, not with 
their usual vigour and readiness to the faradic 
current, and the form of treatment always used is, 
or ought to be, galvanism, because by that you 
are certain to produce whatever effect can be pro¬ 
duced in the way of contraction of the muscles. 

I might just mention the Weir Mitchell treat¬ 


ment for a moment. It really does not come in 
here very much; but, as you know, in certain 
cases of nervous exhaustion, emaciation, etc., it is 
adopted. It essentially consists of isolation, forced 
feeding, massage, and the application of galvanism 
or faradism. In such conditions, of course, the 
muscles are all responding actively; the faradic 
reaction is retained, as it is not an organic nervous 
disease at all from which the patient is suffering, 
and faradism is the best form to employ, as it has 
a more stimulating effect, evoking greater contrac¬ 
tion, and in a certain given time giving more ex¬ 
ercise to the muscle than galvanism would. 


Electrical Testing. 


Electrical testing is used for two purposes. 
Of these the first is diagnosis. You may have, 
for instance, cases of monoplegia, affection of one 
arm, e.g., in which it is doubtful whether the arm 
affection is the result of cerebral or of spinal 
disease. We have at present in the hospital a 
man who, as the result of an accident in New 
York, sustained a scalp wound on the right side of 
the head, and a condition of his neck which led to 
paralysis of all his four limbs. He was operated on 
in New York, and did very well. He is able to walk 
about now; the right arm is quite well, the mus¬ 
cles responding actively; while the left arm was 
paralysed, and still has a certain amount of con¬ 
tracture. The question to be considered was, was 
this condition of the arm due to a spinal condition, 
or had he simultaneously a cerebral lesion ? All 
the muscles responded to the faradic current with 
a diminished contraction, and required a stronger 
current to evoke contraction in them than the 
muscles of the opposite side. That, of course, 
might conceivably occur from hemiplegia when 
great atrophy followed; but one muscle, the tri¬ 
ceps, gave no reaction to faradism, showing clearly 
that this condition was not, at all events, wholly a 
cerebral condition, but the result of the spinal 
injury he had suffered, and very likely there was 
no cerebral lesion at all. That is an instance of a 
case of monoplegia in which electrical examination 
was useful from the point of view of diagnosis. 

Another condition in which it is often useful 
with regard to diagnosis is in infantile hemiplegia 
—hemiplegia in children in early life from a brain 
affection. Such cases often show a much greater 
affection of the leg than of the arm. As often as 
not the affected side of the body in infantile 
hemiplegia is very much under-developed—not 
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atrophied—as it has really never undergone its 
proper development The one leg, for example, 
will be very much thinner than the other. On 
examining such a case, however, if in doubt as to 
diagnosis between infantile hemiplegia and infan¬ 
tile paralysis, you will find that if it is a case of 
infantile hemiplegia all the muscles will react 
normally and readily to the faradic current, while, 
on the other hand, if it is a case of anterior polio¬ 
myelitis the response to faradism will be absent. 
So with regard to facial paralysis. You may have 
facial paralysis of cerebral origin from a small 
lesion in the brain, and it is very difficult to tell 
whether such a case is peripheral or central. But 
by means of examination on the principle I have 
laid down, it is very easy, as a rule, to say definitely 
whether the case is a central or only a peripheral 
palsy. Of course it will make a very great dif¬ 
ference to the patient, because any central lesion 
of that kind usually means degeneration of vessels, 
whereas facial paralysis of peripheral origin has no 
grave significance, at least as regards danger to 
life. 

As regards prognosis electrical testing is very 
useful, and particularly so in cases of facial 
paralysis. If in a case of facial paralysis the 
faradic reaction is retained at the end of ten days, 
you may say pretty definitely that the case will 
only last a few weeks, after which time the patient 
will be perfectly well; if, on the other hand, the 
faradic reaction is still absent at the end of ten 
days, or is undergoing gradual diminution at that 
time, it is pretty certain that, even if recovery does 
take place, it will be very slow and will be a matter 
of months. 

These are the two chief purposes for which 
electrical testing is useful—namely, for differential 
diagnosis of such conditions as I have described, 
and for prognosis—foretelling what is likely to 
happen in any given case in the near or the distant 
future. 
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A CLINICAL LECTURE 

ON 

TRAUMATIC STRICTURE OF THE 
(ESOPHAGUS. 


Delivered at the London Hospital, June 19, 1894, by 
O. MANSELL MOULLIN, F.R.O.B., 
Surgeon to the Hospital. 


Gentlemen, —The patient to whom I wish to 
direct your attention this afternoon was transferred 
a few days since from the medical wards, where she 
had been under the care of Dr. Percy Kidd. Five 
weeks before admission she had swallowed some 
caustic soda. The mucous membrane lining the 
mouth and pharynx, as usually happens, escaped 
without injury; and, probably because the amount 
was small, and it was quickly neutralized by the 
stomach, there was no collapse, such as frequently 
occurs when corrosive fluids are swallowed. But 
almost from the first day there was difficulty in 
deglutition, and now the passage has become so 
small that only fluids will pass down, and that 
very slowly. There is a traumatic stricture of the 
oesophagus, caused by the destruction and slough¬ 
ing of the mucous membrane. An oesophageal 
bougie No. 14 passes without any difficulty down 
to a point nine inches from the teeth. The small¬ 
est one will pass with a little difficulty, catching 
against the wall here and there, about five inches 
farther. Beyond that nothing can be induced to 
go. The stricture therefore involves at least five 
inches of the oesophagus, beginning about three 
inches below the cricoid cartilage and gradually 
becoming narrower and narrower until at last it is 
practically closed two inches above the stomach. 
What the condition of that last two inches may be 
there is no means of finding out, but m all proba¬ 
bility the passage is all but obliterated. 

In such a case as this, in a young woman 26 
years of age, with a definite history of injury, there 
is no difficulty in forming a diagnosis. But when 
a patient comes to you complaining of inability to 
swallow, and either there is no history at all, o» 
none upon which you can rely, a great deal of 
care is required to find out the cause. 

It may be due to cancer. This is always epithe¬ 
lioma, and it is nearly always situated at the point 
where the canal is narrowest and the friction 


greatest, opposite the cricoid cartilage, where the 
left bronchus crosses the oesophagus, or, much 
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more rarely, low down at the cardiac orifice of the 
stomach. It rarely or never begins before forty 
years of age, and the symptoms are most insidious. 
There is a little difficulty one day in swallowing 
something that has not been properly masticated; 
then nothing is noticed for perhaps some weeks, 
when the difficulty occurs again. This attracts the 
patient’s attention and he is more careful, but in a 
few days time it becomes evident that solid food, 
no matter how well divided it is, distinctly catches 
as it passes down. There is no swelling to be de¬ 
tected, nor is there, as yet, any glandular enlarge¬ 
ment, even when the disease is opposite the cricoid 
cartilage, but the patient may notice that of late be 
has become much thinner. This, even when there 
is but little difficulty in swallowing, is often remarked 
very early in the course of the disease. 

Injury, especially the swallowing of corrosive 
fluids, as in the case before us to-day, is the next 
most common cause. The extent to which the 
mucous membrane suffers is, of course, very vari¬ 
able. The whole of it may be detached, and, if 
the patient lives sufficiently long, slough away as 
in a specimen in our museum; or it may be only 
destroyed in part. Sometimes the injury is most 
severe at the commencement, opposite to the 
cricoid, or, as in our present case, it may not be 
marked for several inches lower, probably depend¬ 
ing upon the nature of the corrosive swallowed; 
but nearly always it involves not one portion only, 
but a very considerable length, many inches, or 
perhaps the whole. 

Other forms of stricture of the oesophagus are 
very rare, but it must not be forgotten that diffi¬ 
culty of deglutition may arise from other causes, 
and prove a serious source of distress. The oeso¬ 
phagus, for example, may be compressed by aneu¬ 
risms of the aorta, by tumours growing from the 
vertebrae, or by abscesses, enlarged mediastinal 
glands, sarcomata, or enlarged or accessory thy¬ 
roids. And the muscular coat of the oesophagus 
may fail to act either from diphtheria or from dis¬ 
ease involving the nuclei of the pneumogastric or 
glossopharyngeal nerves, or, above all, from hyste¬ 
ria. Dysphagia, due to the patient being unable 
to will the act of deglutition, is by no means un¬ 
common in young women, and is sometimes met 
with in men. There is scarcely, however, any 
difficulty in the diagnosis. The symptoms are 
nearly always very sudden in their onset and ex¬ 
aggerated in character. The patient seldom looks 
as if she were suffering from want of food, and it 


seldom happens that there is any collection of food 
above the seat of obstruction. Either it is kept in 
the mouth without any attempt being made to 
swallow it, or, if it does pass over the larynx, it is 
immediately ejected again, often with an unneces¬ 
sary display of energy. In diphtheria, or in true 
paralysis, solids are generally swallowed more 
easily than liquids. 

The diagnosis can only be made with a bougie, 
but this must be used with the greatest care, as if 
it were an elongated finger with which the surface 
of the stricture were gently touched. The patient 
should be seated in a high-backed chair, and the 
head supported by an assistant. It should not be 
thrown upwards, as this makes the cervical vertebras 
project into the pharynx, but rather made to poke 
forwards, so as to straighten out the curve as much as 
possible. A moderate-sized one No. 18 or 20 should 
be selected first, and should be thoroughly warmed 
to make it flexible, and coated with glycerine. The 
forefinger of the left hand may be passed into the 
patient’s mouth to depress the tongue and to guide 
the point of the bougie, but there is no need for 
this, and it adds greatly to the discomfort of the 
patient. If the bougie is well curved, carried straight 
back over the tongue until it impinges on the wall 
of the pharynx, and then directed downwards along 
the posterior surface there is no risk of its passing 
either upwards, behind the soft palate, or forwards 
into the larynx. The first touch always causes a 
certain amount of retching, and as the point passes 
down behind the larynx there is often violent 
spasm for a moment; but unless the patient loses 
control over herself and clutches the bougie, there 
is no need to withdraw it. The spasm ceases in a 
moment or two, and the instrument is allowed to 
pass on. Force of any kind is utterly out of place. 
If there is the least resistance when once the point 
has passed behind the cricoid cartilage it means 
that there is some obstruction, and the instrument 
should be withdrawa Instances are recorded in 
which an aneurism has been perforated in this 
way; and I have seen several myself in which, 
when there was a malignant stricture opposite the 
left bronchus, a sharp attack of pneumonia has 
followed, caused in all probability by some foreign 
material, epithelial dSbris, for example, being forced 
through some minute opening in the bronchus. 
For this reason I advise you to pay particular 
attention to those cases of stricture in which an 


attempt at swallowing food causes a fit of cough- 
ng; and if coughing comes on when the bougie 
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has passed about eleven inches down, to withdraw 
it at once. 

With the treatment of malignant stricture of the 
oesophagus I do not intend to deal to-day. It is 
hopeless trying to cure the patient in such a case; 
all that can be done is to prolong life as far as 
possible and prevent starvation, either by perform¬ 
ing gastrostomy or by passing a rubber tube through 
the stricture and keeping it there for a sufficient 
length of time to prevent complete obstruction. 
Probably tubage is most successful when the disease 
is opposite the cricoid cartilage, gastrostomy when 
it is lower down, especially when it is opposite the 
left bronchus; but a great deal depends upon the 
condition of the patient. To-day we have to deal 
with a patient 26 years of age, who has a traumatic 
stricture at least five inches in length, and who is 
already considerably emaciated. Her weight is 
only 5 st. 5 lbs., and what is especially signifi¬ 
cant, her temperature is persistently below normal, 
sometimes, in the small hours of the morning falling 
below 97 0 . This is a point that requires the most 
careful watching. In cases of starvation, no matter 
what may be the cause, the temperature falls steadily 
and persistently. Nothing, in the absence of food, 
will keep it up. The reserve of capital in the body 
is exhausted, and the least exposure or the slightest 
exertion, even sitting up in bed, and throwing a 
little extra work upon the circulation may prove too 
much. 

So far as the immediate future is concerned, 
the chief object is to maintain the patient’s strength 
by nutrient enemata given every four hours. For¬ 
tunately she can still swallow milk, though very 
slowly. It is possible to maintain existence by 
means of nutrient enemata so long as no wasting 
disease is present, if the patient is kept in bed, at 
an even temperature, and the outlay of energy 
economized in every way; but every little that can 
be swallowed is of immense assistance. 

Then the stricture must be dilated and that as 
soon as possible; and the dilatation must be kept 
up for the rest of the patient’s life. The condition 
of' the interior of the oesophagus can be easily 
imagined. The epithelium in the injured part 
has been destroyed, and with it a considerable 
depth of the mucous membrane. All that is left, 
and the sub-mucous and muscular coats, are filled 
with inflammatory exudation; and this has already 
begun to contract, and it will continue to contract 
with more or less persistence throughout life. 
The only way to meet it is with equally persistent 


dilatation. But first there is the difficulty that 
nothing has yet been passed through the stricture. 
The smallest bougie is stopped about fourteen 
inches from the teeth, two inches therefore from 
the stomach. 

Nor is there the same chance of worming a 
bougie through as there is in the case of a stricture 
of the urethra. The distance for one thing is 
much greater, and the passage, especially in its 
upper part, much wider, so that there is not the 
same control over the bougie; it can bend for 
example from side to side. But what is much 
more important, the bougie in the case of the 
oesophagus approaches the stricture from the dilated 
and ulcerated portion of the canal that lies above 
it; in the case of the urethra, from the narrowed 
and longitudinally grooved part that lies below. 
In the former the point may deviate to either side, 
and there is no means of knowing it or guiding it. 
In the latter, if it is allowed to find its own way 
and is held with a light hand, it not infrequently 
slips into the orifice at once. 

If this fails, there are two courses left. One is 
to open the stomach through the wall of the 
abdomen and dilate the stricture from below by 
introducing the finger, or a bougie, through the 
cardiac orifice. A long catgut guide may in 
this way be passed upwards until it projects into 
the mouth; and if this is once established sub¬ 
sequent dilatation is merely a matter of time. 
The other is to make use of electrolysis by means 
of a properly shaped oesophageal bougie. The 
positive pole must be applied to some part of the 
patient’s body; the negative to the face of the 
stricture, and a galvanometer must be interposed 
in the circuit to measure the strength of the 
current. Chemical action is set up at the negative 
pole; the cicatricial tissue melts away, and by 
degrees the bougie slowly insinuates itself through 
the opening that it makes. The process is very 
tedious: it may take many sittings of several hours 
duration, and of course it does not cure the 
stricture: it merely softens it by the corrosive 
nature of the chemical change that takes place. 
But in a case such as this, in which it is fairly 
certain that the obliterated portion of the canal is 
of no great length, it may succeed. In one case 
of traumatic stricture, due to nitric add, in which 
I tried it, it proved a conspicuous failure; the 
part of the oesophagus concerned was much too 
long, and time that never could be regained was 
lost. 
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(Gastrostomy was performed, but on introducing 
the finger it was found that although the cardiac 
orifice could be felt it could not be dilated The 
stomach was accordingly stitched to the abdominal 
wall, and an attempt made to carry a piece of silk 
through the stricture by attaching some No. 6 shot 
to one end of it, and giving it to the patient to 
swallow. After forty-eight hours the shot had 
been carried down fourteen inches, but had not 
traversed the stricture. A second attempt also 
failed, although on the third day the patient 
imagined that she felt them slip through when 
swallowing some arrowroot. Finally an oesophageal 
catheter was passed down to the face of the 
stricture and a fine catgut bougie passed down it, 
and after some difficulty insinuated through the 
stricture into the stomach. The end of it was 
caught, and a rubber tube attached to it and 
drawn upwards until it projected into the mouth.) 


A POST-GRADUATE DEMONSTRATION 


ON 

INFECTED or HYPOPYON ULCERS. 

Delivered at the Royal London Ophthalmic Hospital, 
Moorfields, on February 12, 1894, 

By WILLIAM LANG, F.R.O.S., 

Surgeon to the Hospital, and Ophthalmic Surgeon to the 
Middlesex Hospital. 


Gentlemen,— When a patient with an infected 
corneal ulcer presents himself for treatment, the 
ulcer may be in either of the four following 
stages:— 

1. The first, or pre-hypopyon stage, where the 
infection has just begun. 

2. The second stage, where the ulcer is larger, 
but involves only the superficial layers of the 
cornea, and the hypopyon is present. 

3. The third stage, where the ulcer is so deep 
that its thin floor is in imminent danger of rup¬ 
turing, or is actually bulging under the ordinary 
intraocular pressure, and the hypopyon is much 
larger. 

4. The fourth stage, where the floor of the ulcer 
has ruptured and the aqueous and hypopyon have 
escaped, leaving an empty anterior chamber; 
whilst the iris is either in contact with, or is pro¬ 
lapsed through, the opening in the cornea. 


These ulcers may begin without any obvious 
cause or injury, but more frequently there is a 
history of an injury with an infected object, a chip 
of iron or stone, a paring from a horse’s hoof 
during shoeing, or a scratch with a piece of straw, 
etc.; in such cases the infection is primary, and 
the treatment must be directed chiefly to the ulcer. 
When the injury has been inflicted by some aseptic 
object the infection is secondary, and is often due 
to a pre-existing conjunctival or lachrymal affec¬ 
tion, which should always be looked for. The 
treatment must then be directed, not only to the 
ulcer but also to the ophthalmia or the mucocele, 
so as to avoid a re-infection of the cornea when 
the ulcerative process has once been arrested. 

1. In the pre-hypopyon stage, when the infecting 
process has existed only for a day or two, the ulcer 
already causes so much pain that the patient seeks 
for relief, saying, ‘he gets no flest with it/ and 
cannot sleep. The ulcer now consists of a point 
of dense infiltration in the cornea, which stains 
well with fluorescine, and is surrounded by an 
ill-defined ring of striped and dotted keratitis; 
whilst the pericorneal injection is so intense as to 
be quite disproportionate to the size of the 
lesion. 

2. In the second stage the hypopyon has formed, 
and the ulcer is larger and deeper, but as it has 
not yet destroyed enough tissue to seriously 
diminish the resisting power of the cornea, there 
is no fear of the floor of the ulcer giving way 
under the ordinary intraocular pressure. The 
treatment of these two stages may be considered 
together, as it is the same for each, and is directed 
entirely to the ulcer, since the hypopyon in itself 
does no harm, and will disappear as soon as the 
infecting process is arrested. 

The eye is cocainised by the application during 
a few minutes of two or three drops of a 2 per 
cent, solution* of cocaine, the ulcer is then stained 
with a drop of fluorescine, and the superfluous 
stain washed away. The speculum is now intro¬ 
duced between the lids, and the ulcer well scraped 
with a small, sharp spoon, to remove all the 
broken-down tissue; special attention must be 
paid to the growing edge which is undermined, 
and is therefore difficult to reach with an ordinary 
sharp spoon, but the small cutting gouge will be 
found to answer very well for this purpose. The 
next proceeding is to disinfect the ulcer and the 
conjunctival sac by irrigating them either with 
perchloride of mercury lotion, 1 part in a thousand, 
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or with chlorine water, before the margins of the 
ulcer are destroyed by the actual cautery. The 
fluorescine acts as a guide by staining the tissue, 
which must be destroyed as in it are contained the 
active micro-organisms, therefore every portion of 
the stained margin of the ulcer must be cauterised, 
more especially the part where the edge overhangs. 
For this purpose the galvano-cautery is the best 
instrument, as it admits of its platinum point 
being heated to any required degree, that of a 
dull red being sufficient; but the fine eye point of 
a Paquelin cautery, or Wordsworth platinum point, 
heated in a spirit flame, may be used if the galvano- 
cautery is not available. 

If no form of actual cautery can be obtained, 
the scraped ulcer must be cauterised with some 
chemical. A 4 per cent solution of perchloride of 
mercury in glycerine is the best, and may be applied 
with a small, stiff camel-hair brush, a very little 
of the solution being well stippled into the margin 
and surface of the ulcer, especially beneath the 
overhanging edge. When this mercury solution is 
applied to the ulcer it is not necessary to irrigate the 
conjunctival sac. Chlorine water may be similarly 
applied, but then the conjunctival sac must also be 
washed out; or liquid carbolic acid may be used 
instead. The ulcer may even be touched with the 
nitrate of silver stick, but as it destroys healthy 
corneal tissue, which sloughs and takes a long time 
to separate, it should only be used when nothing 
else is available. 

As soon as the ulcer is thoroughly cauterised a 
drop or two of paroline and atropine, or a little 
vaseline atropine ointment is applied to the cornea, 
the speculum is removed, and the eye is tied up 
until all discomfort has subsided; with the actual 
cautery this occurs very soon, but when either 
perchloride of mercury or nitrate of silver has been 
used the pain continues for some hours, though it 
can be alleviated by the occasional application of 
cocaine. 

If by this treatment the infective process has been 
arrested, the ulcer and its surrounding cornea clears 
up, and the ciliary injection begins to subside. 
This process may be expedited by bathing the 
eye with some hot lotion every three hours. A 
pallet of perchloride of mercury is added to a pint 
of nearly boiling water to make a solution of one 
part in 5000, or some crystals of boric acid are 
employed in a similar manner to make a saturated 
solution; with either of these lotions the eye is 
bathed, as hot as it can be borne, for ten or 


fifteen minutes at a time. A fresh piece of absor¬ 
bent wool must be used at each bathing, and in 
the intervals the eye is covered with a large pad of 
gamgee tissue and a bandage. Some atropine 
ointment may be inserted between the lids two or 
three times a day to keep the pupil dilated; and if 
the pain and injection continue after the ulcerative 
process has been arrested, two or more leeches 
should be applied close to the outer canthus. 

The ulcer must be inspected every day, when a 
drop of fluorescine is applied to ascertain if any 
point in the margin stains very deeply, which 
indicates that the ulcerative process is continuing, 
and the cauterization must then be repeated. A 
small diagram of the original size and shape of the 
ulcer helps to determine if it is still progressing, 
though the patient’s feelings, as well as the ciliary 
injection and the clearness of the cornea, assist 
materially in deciding whether the infective process 
has been arrested, in which case the hot bathings 
and the atropine may be continued until the in¬ 
flammation has subsided. As soon as the healing 
process is complete, gentle massage with weak 
yellow oxide of mercury ointment, 2 grs. to the 
ounce of vaseline, should be carried out for five 
minutes at a time, twice a day, and be continued 
until the infiltration around the scar tissue has 
disappeared. When this stage is reached the scar 
may be tattooed if it is at all conspicuous. 

3. The third stage is reached when the ulcer 
has extended so deeply, whatever size its surface 
area may be, that its floor consists of little more 
than Descemet’s membrane, which may or may 
not be bulging. The eye is now in such a dangerous 
condition that immediate treatment is required to 
prevent its passing into the fourth stage. To do 
this the eye is cocainised, the ulcer stained, scraped, 
and the margin cauterised in the manner already 
described. The thinnest part, generally the centre 
of the floor of the ulcer, is now punctured, either 
with the point of a Grcefe’s knife, or with a broad 
needle, and the aqueous, together with the hy¬ 
popyon, allowed slowly to escape. If a thick mass 
of lymph presents in the corneal opening it should 
be removed with a pair of smooth-bladed forceps, 
but no risks should be run of injuring the exposed 
lens-capsule in the effort to clear it away. 

The opening in the cornea should be as s m al l 
as possible so that the general support to the intra¬ 
ocular contents may not be unduly diminished, 
otherwise the lens, followed by the vitreous, 
may escape through a large section and the 
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eye be lost. As soon as the anterior chamber is 
empty the conjunctival sac must be irrigated either 
with perchloride of mercury lotion or chlorine 
water, and the eye closed with a pad and bandage, 
after a little atropine ointment has been inserted 
between the lids. 

The subsequent treatment will be the same as 
in the two previous stages, only the lids will have 
to be well supported until the anterior chamber 
reforms. Should an anterior synechia have formed 
it will be necessary to divide the adhesion as soon 
as possible, or execute an iridectomy which will 
act as an artificial pupil and also prevent the 
occurrence of glaucoma. 

4. If the ulcer has already perforated when the 
patient presents himself for treatment the fourth 
stage is reached; it will then depend on the 
amount of cornea that has been destroyed as to 
what treatment should be adopted. When the 
whole of the surface of the cornea, as well as the 
greater portion of its thickness, has ulcerated 
away, and the prolapsed portion of the iris is 
very large, it is better to remove the remains of 
the globe at once, as the eye will be inevitably 
blind and also unsightly; and in hospital practice, 
where such cases are usually seen, the patient 
cannot afford to wait until the ulcer heals. If 
any portion of the cornea is quite clear, the ulcer 
must be treated in the manner already described, 
but no attempt should be made to remove any 
portion of the prolapsed iris. As soon as the ulcer 
has healed, or the anterior chamber has reformed, 
the surgeon must carefully watch for the first sign 
of increasing tension, which is indicated by the 
bulging of the scar. When this occurs an iridectomy 
must be performed at once, otherwise the eye will 
inevitably be lost from secondary glaucoma; and 
in no case should a patient with a large adherent 
leucoma ever be discharged before an iridectomy 
has been performed. If the bulging does not take 
place before the ulcer has healed and the injection 
has subsided, cocaine will suffice for the operation, 
but if it occurs whilst the eye is still inflamed a 
general anaesthetic will be required. 


Removal of Fishbone from Larynx: 

Repeated application by cotton-wool tampons of 
two per cent solution of vinegar. If foreign body 
is situated in oesophagus or stomach, repeated 
swallowing of solution. 

(Therapeutische Monatschefle). 


A CLINICAL LECTURE 


ON A CASE OF 

FIBROMA OF THE OVARY. 


Delivered at Guy’s Hospital, May 29, 1894, 

By PETER HORROOKS, M.D., P.R.O.P., 
Assistant Obstetric Physician to the Hospital. 


Gentlemen, —Bedside teaching of diseases of 
women is attended by such obvious difficulties, 
that it is not surprising many students go into 
practice with little if any practical knowledge of 
this important branch of medicine. One cannot 
bring before you a case or a series of cases and 
let each one of you examine it personally, as is 
possible in many other departments, although 
there can be no question that if it were possible, 
such a method would be best for giving clinical 
instruction. However, I shall be able to give 
you complete clinical details of the case now in 
No. 19 bed, Dorcas Ward. 

L. M., aet. 21, presented herself at the out¬ 
patient department twelve months ago, complaining 
of u dragging pain in front of the stomach.” She 
was single, and menstruated regularly, each period 
lasting nearly a week and being very profuse in 
quantity; otherwise she enjoyed good health. 

On examination she was pale, but she seemed 
to be strong and well. On vaginal examination a 
small rectocele bulged through the orifice of the 
intact hymen, and the vaginal roof was occupied 
by a smooth hard tumour convex downwards. 
At first it was impossible to find the cervix uteri, 
but later the os externum was felt high up behind 
the top of the symphysis pubis (fig. 1). 

A sound was passed within the concavity at first 
backwards for 2 J inches, and finally forwards for 
another inch; please note this fact. The mobility 
of the uterus was greatly impaired. Bimanually 
the pelvic tumour and the uterus all seemed to 
form one large mass. 

Now what were the possibilities at this particular 
stage ? Let me tell you that the tumour felt hard, 
it gave to the finger the impression of being a 
solid tumour, no thrill could be obtained, and no 
fluctuation either; but you must please remember 
that under certain circumstances a cystic tumour 
will feel just as hard as a solid tumour. When a 
cystic tumour is under great pressure or its walls 
very tense from over-distension, etc., then it geta 
so hard as to give rise to the idea of solidity rather 
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than fluidity; also if it be made up of a very large 
number of small cysts it will feel more or less 
solid. Therefore, we had at this stage in the pelvis 



1 Tumour. 3 Cervix. 5 Rectum. 

2 Vagina. 4 Bladder. 6 Symphysis pubis. 

The dotted line represents the part that could not be reached 

on examination. 


lying behind and more or less connected with the 
uterus, a tumour either solid or cystic. 

Let me put down for you a list of solid and 
cystic tumours met with in the pelvis, including 
pregnancy. 


Uterine -{ 


Fibromyoma. 

Fibrocystic disease. 

Pregnancy (retroverted and flexed). 
Carcinoma. 

Sarcoma. 


Tubal - 


Ovarian < 


\ 


Broad 

Ligaments 


Fibromyoma. 

Papilloma. 

Tubercle. 
Hydrosalpinx. 
Pyosalpinx. 
Hematosalpinx. 
Tubal gestation. 
Cystic degeneration. 
Dermoid cyst. 
Sarcoma. 

Fibroma. 
Fibromyoma. 
Carcinoma. 
Suppurating ovary. 
Tubo-ovarian cyst. 
Cyst. 

Hydatid. 

Fibromyoma. 

Sarcoma. 

Parametritis. 

Hematoma. 


Pelvic •< 


Extra uterine gestation. 
Hematocele. 
Perimetritis. 
Osteosarcoma. 


Extra Pelvic 


( Growths in abdomen or abdominal 
viscera displaced downwards. 


Rectal Tumours. 


Bladder Tumours. 


One day she came to the hospital, and on 
examination a complete change had taken place. 
The uterus was in its normal position, and the 
tumour had in some way become dislodged from 
the pelvis into the abdomen (see fig. 2). It was 



Fig. 2. 

1 Tumour (apparently much larger than in fig. I, because 
more of it could be felt). 

2 Vagina. 3 Uterus. 4 Bladder. 

5 Rectum. 6 Symphysis pubis. 

of considerable size, reaching higher than the 
navel and remarkably mobile within the abdomen. 
With the finger on the .cervix in the vagina, this 
mobility of the tumour clearly demonstrated that 
it was not intimately connected with the uterus, 
and that if it were of uterine origin it was now 
united by a long thin pedicle or it had become 
entirely free in the abdominal cavity. Against 
this was the fact that it could not be moved 
upwards to any great extent; its consistence 
was obviously solid. It certainly was not a cyst 
under pressure, because it was not now wedged 
into any cavity or pressed upon by any surround¬ 
ing tumours. Therefore, it resolved itself into 
the question of what sort of a solid tumour 
was it. I will put down another list for your 
guidance. 
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List of Solid Tumours. 

Fibromyoma. 

Carcinoma. 

Sarcoma. 

Fibromyoma. 

Papilloma. 

Tubercle. 

Hematosalpinx (solid clot). 

Sarcoma. 

Fibroma. 

Fibromyoma. 

Carcinoma. 

Fibromyoma. 

Sarcoma. 

Parametritis. 

Hematoma. 

Hematocele (solid clot). 

Perimetritis. 

Osteosarcoma. 

Growths in abdomen or abdominal 
viscera displaced downwards, as 
kidney, spleen, etc. 

Rectal Growths. 

Bladder Growths. 

Now it was quite an easy matter to eliminate 
many of these possibilities. For instance, sarcoma 
and carcinoma of the uterus would never be so 
mobile separated from the uterus. 

Papilloma and tubercle of the fallopian tubes 
never grow to such a size as this was without pro¬ 
ducing much graver constitutional effects, and the 
same may be said of sarcoma and carcinoma of 
the ovary and of sarcoma in the broad ligaments 
and of osteosarcoma of the pelvis. Pelvic haema- 
tocele and parametritis and perimetritis never be¬ 
come mobile. A solid haematosalpinx never gets 
so large as this was. Haematoma of the broad 
ligament would certainly not get so thoroughly out 
of the pelvis as this did. Extra pelvic growths 
generally get into the pelvis at a late stage, and do 
not begin in the pelvis and then rise up into the 
abdomen. As to its being an abdominal viscus, it 
certainly was not the shape of any of them, neither 
did it give rise to the sensation, on pressure, pecu¬ 
liar to these viscera; so that you see we were 
narrowed down to fibromyoma of the uterus, fallo¬ 
pian tube, broad ligament or ovary, or to a fibroma 
of the ovary. Of these, fibromyoma of the uterus 
is by far the commonest. Fibromyoma of the 
tubes, or of the broad ligaments are not very rare, 
but, as a rule, do not attain to any great size; 
moreover, they lie more within the pelvis, and they 
are less likely to displace the uterus and to cause 
menorrhagia. 

Fibromyoma of the ovary is more common than 
fibroma. Mr. Doran has pointed out {vide “Obst. 


Uterine j 
Tubal ■ 

Ovarian - 

Broad 

Ligaments 

Pelvic | 

Extra Pelvic j 


Trans.” vol. xxix.) that muscular fibres enter at the 
hilum and along the ligament of the ovary as well 
as being found in the walls of the blood vessels. 
Still, fibromyoma of the ovary is an uncommon 
affection. The patient being an unmarried girl, 
with menorrhagia and an enlarged uterus, and, at 
first, a uterus displaced upwards and somewhat 
twisted, I came to the conclusion it was a fibro¬ 
myoma of the uterus. It gave rise to no trouble, 
and the girl was able to do her work, cleaning and 
scrubbing, quite well. 

One day, however, she said it pained her, and I 
asked her if she would like to have it removed. 
She consented, and I operated on Tuesday, the 
15th of May. On opening the peritoneal cavity 

1 was surprised to find quite a quantity of clear 
iluid bathing the tumour and the bowels. The 
tumour was quite solid, and I had to make a long 
incision in order to remove it. I found that it was 
the left ovary. The fallopian tube ran on to the 
wall, its fimbriae being attached to the tumour as 
usual. There was a good pedicle, and no adhe¬ 
sions. The fluid in the peritoneum was sponged 
out, but no water was used to flush it with. The 
abdominal wound was closed with silkworm gut 
sutures. 

I now pass round this tumour. It weighed over 

2 lbs, and you see on section its surface is nearly 
fiat, showing the absence of elastic and muscular 
fibres. When you cut a fibromyoma across, the 
cut surfaces become convex, but when you cut a 
fibroma or a cancer, the surfaces remain flat, like 
those of a raw potato. 

Moreover, on scraping the cut surface with the 
edge of the scalpel, there is no milky juice, but 
only a watery fluid on the blade. A small piece 
of the tumour has been hardened, and some micro¬ 
scopical sections have been made and you can 
examine them under the microscopes. You will 
see, under the low power, that the structure is very 
rich in cells, which have stained readily. These 
cells are not arranged in any particular way, they 
literally cover the field. With the high power 
each cell is seen to be separated from its neigh¬ 
bour by an intercellular substance, which, where 
it is in sufficient quantity to be seen well, is com¬ 
posed distinctly of wavy bundles of fibre so cha¬ 
racteristic of white fibrous tissue. If you will refer 
to Mr. Bland Sutton’s excellent work on tumours 
of the ovary, you will find a good description of 
these various tumours. But I must point out to 
you, as I have already done elsewhere, how diffi- 
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cult it is, in some cases, with our present state of 
knowledge, to distinguish under the microscope, 
sufficiently to separate clearly one from another, 
fibromyomata, fibromata, sarcomata tubercle, and 
inflammatory products. I think many of you will 
admit that you would have thought the specimen 
now under the microscope was that of a sarcoma, 
but I do not think it is, from the reasons already 
adduced. 

If the patient should, unfortunately, have a re¬ 
currence of the growth, I should consider that it 
was a sarcoma; but if I am correct in the view I 
take that this is that rare disease, fibroma of the 
ovary, then we may confidently hope that there will 
be no recurrence. 


THERAPEUTICAL NOTES AND FORMULA. 


Treatment of Bronchitis and Tracheitis.— 

In the treatment of tracheitis, rest is required in a 
room of moderate temperature, hot drinks to be 
given with small doses of syrup of tolu and mild 
alcoholic stimulation. In addition, every two or 
three hours, two teaspoonfuls of the following 
mixture may be used:— 

R Tincture of aconite ... gtt.xxx 

Syrup of narceine. 5 j 

Cherry-laurel water ... 3»v 

Peppermint water. Jiij 

At the same time it is well to paint the chest 
about the area of the episternal notch with tinc¬ 
ture of iodine. 

In the treatment of acute bronchitis in the early 
stages, when there is hyperaemia and fever with 
cough without expectoration, first rest in bed 
with sweating, the administration of hot drinks 
which may contain alcoholic stimulants, and the 
application over the chest of mild counter-irritants. 
For the stage in which expectoration is just be¬ 
ginning and fever is still present, kermes mineral 
7 grains, and syrup 4 ounces, a teaspoonful every 
two or three hours. At night, for the relief of 
cough, small doses of chloral and morphine in 
simple syrup, which are placed in milk at the 
moment of taking may be administered. For the 
treatment of chronic bronchitis it is well to employ 
a teaspoonful of cod liver oil with creosote, and to 
administer after each meal a mixture composed 
of: 


R Arsenate of sodium. gr.j 

Iodide of sodium . 3ij 

Water ... ... ... 

M. Tablespoonful three times a day. 

Or, 

R Ter pine 

Eucalyptol, of each. gr.iij 

M. To be placed in a capsule and taken 
three times a day. 

From a hygienic point of view, the patient suf¬ 
fering from chronic bronchitis should sponge the 
body every morning with warm water and alcohol, 
and afterwards use vigorous friction of the skin. 
He should abstain from tobacco. Should the 
chronic bronchitis be foetid, it is well to use every 
two hours the following solution by inhalation 

R Eucalyptol.3j 

Alcohol, 90 per cent. ... Jiij 

Water . §vj 

M. Place this in an inhaler and draw in the 
air impregnated with the vapour of the 
medicament. 

At the same time the following pill may be 
administered:— 

R Creosote 
Terpine 

Iodoform, of each. gr.j 

M. Take this pill three times a day. 

(La Tribune Medicate.) 


Diphtheria: 

Caffeine . 35 

Bicarbonate of sodium ... 31J 

Water q. s. to make ... 32 

Apply locally as spray to the membrane. 

(College and Clinical Record.) 


Insect Bites 

R Pulv. ipecac. 

Alcohol 

Ether . aa equal parts 

Apply. 

{Med. Rec.) 
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A CLINICAL LECTURE 

ON 

MEMBRANOUS EXUDATIONS, 
MORE ESPECIALLY THOSE OF 
INTESTINAL ORIGIN. 

Delivered at the Bristol Royal Infirmary, by 
R. SHINGHjETON SMITH, 

M.D., B.Sc., F.R.O.P., 

Physician to the Bristol Royal Infirmary, and Professor 
of Medicine in University College, Bristol. 


Gentlemen, —Membranous exudations are by 
no means of unusual occurrence in one part of the 
body or another. The best known and most 
familiar of them are found in diphtheria, and 
hence the tendency which undoubtedly exists to 
speak of everything membranous as if it had its 
origin in the specific disease of which the mem¬ 
brane is the most characteristic feature. 

The pseudo-membranous exudations of catarrhal 
tonsillitis are also commonly recognized as distinct 
from diphtheria proper; these appear to have 
become much more common in recent years, and 
the tendency to class these as minor manifestations 
of diphtheria should be strenuously opposed. No 
one can fail at times to realize the difficulty of 
making an accurate diagnosis, and, inasmuch as 
every one of the differentiating features is not 
always reliable, the necessity for a good clinical 
bacteriological test becomes apparent. 

The pseudo-membranous exudations of the 
chronic forms of plastic bronchitis, as dis 
tinguished from the acute cases of croupous 
exudation in bronchial inflammation and diph¬ 
theria, are somewhat rare, and are characterized 
by their chronicity and by their slight influence 
on the general health. “ The expectoration of 
gelatino-fibrinous looking masses, which, on float¬ 
ing out in water, are found to present moulds of 
the bronchial tubes, constitute the essential 
symptoms.”* The expectoration of casts may 
go on daily, with no obvious derangement of the 
general health, and in a case mentioned by Walsh, 
• Powell, “ Dis. of Lungs,” 3rd ed., p. 163. 
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this continued from the years 1843 t0 1857, but 
they are none the less due to changes of an 
inflammatory character, no matter how protracted 
these may be. 

The membranes which are discharged in cases 
of dysmenorrhoea have been recognized from 
ancient times, and they $xe now accepted as a 
symptom of some endometritic inflammatory 
change. 

But it is more particularly of the intestine as a 
source of membranous exudations that I wish to 
speak. A membranous enteritis has long been 
recognized, and reference to it is made in most of 
the larger text-books; nevertheless, it has attracted 
little attention, and we need further information as 
to its nature, causes, and treatment. My attention 
has recently been directed to the subject by the 
case of which I now proceed to give the details. 

Christine F., aged 44. 

Seems to have had good health up to the age 
of 14, when she caught cold from a damp bed. 

At the age of 19 symptoms of uterine disturbance 
commenced, after a somewhat violent strain in 
attempting to lift a heavy boiler from the fire. 
These symptoms continued several years before 
the various medical men who were consulted 
found out that there had been a “ twisting of the 
womb, which had grown to the side.” Dr. Aust 
Lawrence was of opinion that the cold at the age 
of 14 had been the commencement of the mischief. 
He and Mr. Dowson performed repeated opera¬ 
tions from time to time, these operations being 
necessitated by “a constriction of the passage.” 
At the age of 29 the patient was married, but the 
symptoms grew worse rather than better; there 
has been one doubtful pregnancy, but the patient 
has not had children. There has been no history 
of gonorrhoea at any time. Since the marriage 
she has continued to have uterine and ovarian 
troubles, has been under treatment for these, and 
has taken ether on ten occasions, for various 
operations, which have given only partial relief. 
In 1892 she was operated on at the Soho Square 
Hospital for urethral caruncle, and at this time she 
had also a fissure of the rectum. Dr. C. H. 
Carter informs me that there was then a mucous 
discharge from the bowel, and much looseness, 
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approaching to diarrhoea, which was eased by 
taking bismuth. Shortly after this time Mr. 
Greig-Smith made a pelvic examination, and 
came to the conclusion that there had been 
chronic ovaritis with adhesions, but he did not 
advise any operative interference. Two years 
ago she began to pass quantities of mucus from 
the rectum, and this condition has continued 
without intermission ever since. 

On three occasions during this period there 
have been attacks of haematuria, lasting for several 
days, but not accompanied by any symptoms of 
nephritis. The urine has contained large quan¬ 
tities of granular blood pigment, the corpuscles 
being for the most part broken up. Definite renal 
casts were found in this accumulation of debris, 
but much of the blood pigment was dissolved as 
in hemoglobinuria. One attack of this kind 
lasted for two weeks, and was accompanied by 
some febrile disturbance. More recently the urine 
has occasionally been “coffee-coloured” after ex¬ 
posure to cold or damp, but the attack has passed 
off in a few hours. 

During the last two years symptoms of mem¬ 
branous enteritis have existed; large quantities of 
mucus passed more or less separately from the 
motions were observed, and then later what is 
described as “skins,” more or less intermixed 
with masses of mucus and “fatty stuff.” These 
masses of mucus can easily be separated from the 
faecal matter, but are more or less broken up in 
doing so, and when floated out in water are found 
to be tubular fragments of varying lengths, looking 
like the superficial epithelial lining of the small 
intestine. Immense quantities of this kind of 
exudation have come away—sufficient to fill a pint 
vessel being not at all an unusual quantity at one 
time. Few pieces have been found to measure 
more than 5 or 6 inches in length, and the 
average width exceeds 1 inch. The inner surface 
is usually coated over with a glairy mucus, and 
the outer surface is generally more or less rough¬ 
ened and wrinkled. The “skins” are usually 
passed two or three times a week after an enema, 
but masses of mucus frequently come away when 
the enema is not used. 

Dr. Theodore Fisher writes the following de¬ 
scription of the discharges after enemata on two 
occasions: “The casts vary in size, the majority 
being a£ to 3 inches long and from i£ to 2 inches 
in diameter. One or two attained the length of 
nearly 5 inches. They differ much in shape, 


some being sacculated and evidently formed in 
the colon; others, smooth and cylindrical, suggest 
the rectum as the seat of their origin; while others, 
smaller and thinner, but still cylindrical, look as if 
they came from the small intestine. These last 
often show narrow transverse folds, some of which 
may have been moulded over valvulae conniventes, 
but others are thicker and solid, and have the 
appearance of being due to peristalsis and partial 
separation during formation, fresh exudation hav¬ 
ing occurred beneath and obliterated on the 
external surface all trace of a fold. The internal 
surface of the casts is smooth, having a velvety 
appearance, due to very fine reticulation; the 
external is comparatively rough and uneven. The 
colour is generally a light yellowish brown, some 
specimens being much darker than others. 

“Microscopical examination shows the mem¬ 
brane to be composed of spherical cells embedded 
in a finely granular matrix. The cells are coarsely 
granular; some contain single large round or oval 
nuclei, others three or four smaller ones. The 
arrangement of the cells near the surface is in¬ 
teresting; they enter the granular matrix as 
columns of double rows of cells, and in appear¬ 
ance somewhat resemble epithelial casts from the 
kidney.” 

The patient’s general health has been very de¬ 
fective during this period; frequently she has been 
laid up in bed with abdominal distension and 
pain, and there has been a constant tendency to 
constipation, requiring frequent doses of liquorice 
powder and the free use of the enema syringe. 
There has been a constant tendency to anaemia, 
with sometimes swelling of the feet and haemic 
murmurs; at times the digestion has been bad 
and general wasting has been manifest, but in 
spite of continued ill-health and much abdominal 
discomfort, some of which has arisen from a mov¬ 
able kidney in the right side, there has not been 
such progressive deterioration as would be likely 
to arise from any persistent defect in the functions 
of the alimentary canal. 

The recent condition of the patient is as 
follows:— 

June gth, 1894. General health and nutrition 
fairly good. Height, 5 ft. 9 ins. Weight, about 
10 stone. 

Is able to go out driving and visiting, walks a 
little, but cannot go any distance without abdo¬ 
minal pains and faintness. Is a little anaemic, but 
there are no haemic murmurs, and there is no 
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oedema. Digestion not good, appetite poor, cannot 
eat breakfast, feels sick, but there is no actual 
vomiting; complains of flatus, but there is no 
visible distension or hyper-resonance. There is 
no abdominal tenderness, excepting in the dis¬ 
placed right kidney, which can be distinctly felt. 
The bowels act daily and sometimes two or three 
times a day; the action is usually accompanied 
with griping pain, which is considerable when the 
bowels do not act freely; usually there is one 
faecal action in the morning, the motion first, the 
mucus and skins follow; in the afternoon mucus 
and skins are passed without faecal matter. Has 
had much griping pain all the week, and has 
therefore given herself an enema four times for 
the purpose of clearing away the skins, “the 
tubes,” and the mucus: “the bowels act better 
after the skin has come away.” After the injec¬ 
tions a large quantity of skins and mucus pass, 
amounting to a pint or more each time, and this 
may be continued day by day. The monthly time 
is now due, and the griping pains are generally 
worse at these times. No membranes have been 
at any time passed from vagina. The urine is 
clear, and is free from albumen. Pulse 68, good. 
Nothing abnormal is to be found by digital ex¬ 
amination of the rectum. 

June 24 th. Severe attack of urticaria followed 
a week of great discomfort. Enemata have been 
necessary day by day, but they do not seem to 
have been well retained, and have not given a 
good clearance of the bowel. 

The patient is decidedly anaemic, and is much 
weakened by constant abdominal pain, requiring 
frequent doses of opium. 

The history of the treatment of this chronic 
case may be summed up as having been for the 
most part negative in its results; at first the usual 
gastric and intestinal sedatives were given and 
were continued for a lengthy period, then the 
different preparations of iron were tried in full 
doses; afterwards, various antiseptics, including 
salol, hydro-nephthol, keratin coated carbolic acid 
pills, and other similar drugs were given continu¬ 
ously for weeks without effect; then copaiba resin, 
and sandal oil were given for many weeks con¬ 
tinuously, then Burney Yeo’s chlorine and quinine 
mixture followed, more recently arsenic and opium 
have been again given a trial, and chrysophanic 
acid in pill. 

Injections of nitrate of silver at one time, and of 
tannic acid more frequently, have not in any way 


modified the pathological process, and have acted 
simply as ordinary enemata would do. 

Other observers appear to have had better 
results from treatment, and the general opinion 
appears to be that attention to the general health 
to prevent the formation of the exudates, and their 
mechanical removal by enemata, give a good pro¬ 
spect of ultimate recovery, even after many years. 

This case is one of five or six which I remember 
to have seen in the course of five times as many 
years of practice, so that the disease is compara¬ 
tively rare, and is probably not infrequently over¬ 
looked. All the cases have been of a chronic 
character, and all have been singularly intractable 
as regards treatment. One in particular I remem¬ 
ber, an elderly lady who was a good friend to her 
doctor, inasmuch as she required a daily visit for 
many months, and the monotony of her daily 
story was varied from time to time at intervals 
of a week or two by the passage of membranous 
and mucoid stools, which threw considerable light 
upon and give additional interest to her usual 
symptoms of chronic dyspepsia, of griping pains, 
and of hypochondriacal oxaluria, all of which she 
survived for many years, and she died recently 
from cancer of the mamma. 

The other cases I have not been able to trace * 
for any length of time, but they had all a chronic 
history, and treatment had been of little avail. 

This appears to be the usual history of the dis¬ 
order ; it commonly occurs in women, only about 
four per cent, of the cases being in the other sex; 
the nervous type of organisation is in accord with 
this peculiarity of distribution in sex; they are 
mostly neurotic persons more or less hypochon¬ 
driacal as regards their health; the disease is of a 
chronic, non-febrile character, persisting for many 
years; but the periodical shedding, and the dis¬ 
turbances associated therewith, tend to produce 
more or less wasting and persistent ill-health, but 
do not appear to endanger the life of the individual. 
The usual symptoms are those of disturbances of 
digestion, with defect of nutrition and a minor 
degree of anaemia; there may also be indications 
of weak circulation, and such patients usually 
cherish the idea of weakness of the heart; they 
also not infrequently manifest the nervous pheno¬ 
menon of hysteria. The discharge of mucous 
exudates may occur daily, or at longer intervals 
of from twelve to fifteen days, and this discharge 
is commonly associated with colicky pains referred 
usually to the large intestine. 


Digitized by 


Google 



300 Clinical Journal, Ac.] DR. SHINGLETON SMITH—MEMBRANOUS EXUDATIONS. [Sept. 5,1894. 


The membranes are well described by Dr. E. 
M. Light.* 

“The membranes passed by these patients 
consisted of the tubular casts of the intestine, 
true cylindrical sheaths, together with mem¬ 
branous shreds and flakes of varying colour. 
In length they measured from one inch to six 
inches, and in diameter from a half inch to one 
inch and a half. When floated in water they 
often assumed the curve of an intestinal coil. 
The interior was smooth, translucent, with fine 
reticular striae visible, and occasionally thickened 
gelatinous processes, running transversely to the 
axis of the cast, which were probably moulds of 
the valvulae conniventes. The exterior was ir¬ 
regular and not so smooth. They contained a 
large quantity of albumen, but little fibrin, and 
appeared to have been formed in layers, with 
particles of faecal matter interposed between the 
laminae. When freshly collected they were often 
stained a yellowish brown, and could be washed 
almost white. 

Microscopical examination showed that the 
greater part of the substance consisted of cy¬ 
lindrical epithelium and polymorphous cells, 
imbedded in a transparent and structureless 
matrix. The cylindrical epithelium looked thin 
and deformed, some cells being in a state of 
disintegration; the upper part of the epithelial 
cell formed a theca, and gave the appearance of 
the contents having escaped from it, leaving only 
a shell behind; a few goblet cells were also to 
be seen. These cylindrical cells were most 
commonly arranged in rows; and it seemed as 
though there had been an epithelial hyperplasia, 
the cells, by their growth in abundance, having 
naturally compressed each other, and afterwards 
been exfoliated. The polymorphous cells were 
uniform, spherical, and polygonal in shape, and 
of various sizes; there were but few round cells 
of an exudative character, very little fibrin, and no 
traces of any starchy matter. Occasionally crystals 
of phosphate and cholesterin were to be seen, with 
free nuclei, and particles of faecal matter; while 
micro-organisms of a putrefactive character could 
be made out in abundance. The chemical 
analysis of the membranes, which was carefully 
and repeatedly made, showed that they contained 
an appreciable amount of albumen with a mere 
trace of mucus.’* 


• “Practitioner,” March, 1893, p. 173. 


As regards the pathology of the condition much 
has been written, but little is actually known. 
The general opinion is that the tubular sheaths 
are of inflammatory nature, and that they have 
their origin in the colon. Both of these state¬ 
ments are open to question, and hence so many of 
the names which have been given to the condition 
are incorrect. Certainly the symptoms described 
as diarrhoea tubularis and colica mucosa were in 
the case described connected with the small intes¬ 
tine ; many of the tubular casts were clearly from 
a part of the bowel higher thain the caecum caput 
coli. The membranes and tubes are undoubtedly 
true casts, produced from the mucous membrane 
of the bowel, and the pathological state cannot be 
limited to the large bowel, as the quantity which 
passes must be sufficient to line a very consider¬ 
able length, if not the whole, of the small intestine. 
Perfect tubes of half a yard in length have been 
obtained, although they are more commonly tom 
and broken up in fragments. 

The various appellations by which the condition 
has been described imply that the casts are the 
result of a more or less chronic inflammatory 
action, and that they are simply a modification of 
the exudations which are discharged from mucous 
membranes in more acute forms of inflammatory 
action. The casts may fairly be compared with 
the accumulations of epithelium discharged from 
the skin in cases of general psoriasis and in des¬ 
quamative dermatitis of other kinds. There is ihe 
same chronicity with irregular exacerbations, the 
same lack of febrile excitement, and the same 
absence of any symptoms dangerous to life. It is, 
indeed, very remarkable that the functions of the 
intestine should be so little impaired, and that 
there should be so little evidence of damage to the 
general health, even after the persistence of the 
malady for ten, fifteen or twenty years. 

Epididymitis. —The following modification of 
Steer’s formula has given good results in three 
cases recently under my care : 

R Liquor of acetate of morphine 3iss 


Chloral hydrate ... ... 3iss 

Ammonium bromide. 5ij 

Syrup of tolu.3iv 

Water... ... ... to 5 * v 


M. A tablespoonful every three hours, if 
necessary. 

R. J. Blackham. 
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A CLINICAL LECTURE 

ON 

The LOCAL TREATMENT of PILES. 

BY 

A. PEARCE GOULD, M.S., F.R.O.S., 
Senior Assistant-Surgeon to the Middlesex Hospital. 


Gentlemen, —The subject I wish to speak 
about to-day is one of extreme importance, but 
is often looked upon as so commonplace that 
you may be tempted not to devote sufficient care 
to its study. I want to speak about the local 
treatment of piles, reserving for another occasion 
what may have to be said about the constitutional 
treatment of that affection. 

The local treatment of piles divides itself at 
once into what may be spoken of as operative and 
non-operative. You will, in your practice, meet 
with many patients suffering from distinct haemor- 
rhoidal affection, for whom you will be able to do 
a great deal without resorting to any operation. 
On account of age or serious visceral disease, or, 
perhaps, because the symptoms they suffer from 
are not sufficiently serious, you will not feel 
justified in recommending a radical operation. 
Now, what can you do in such cases ? It may be 
summed up very briefly. 

In the first place, the act of defecation must be 
rendered easy , short y and as little apt to injure the 
anus as possible . One common way of obtaining 
this result is the exhibition of some simple laxa¬ 
tive, such as the popular liquorice powder, sulphur 
lozenges, a saline aperient, Friedrichshall, or 
Hunyadi - Janos water. To some extent these 
aperients attain the desired result; but I am sure 
that you will obtain better results if, instead of 
liquifying the motions with aperients, you will 
soften them with an enema. In my experience 
nothing has afforded such comfort to patients 
suffering from piles as the daily use of a small 
enema. I generally prescribe not more than three 
quarters of a pint of tepid water to be gently in¬ 
jected into the bowel every morning. The result 
of this is that the act of defaecation is ac¬ 
complished extremely quickly, and the motion is 
passed with the least possible injury to the anus. 
I want to lay stress upon the importance of 
making the act of defaecation as brief as possible. 
And this is where purgatives sometimes do harm. 
They excite active peristalsis of the bowel, which 


is liable to pass into a condition of straining; and 
patients will pass several minutes on the commode 
instead of seconds only. All this time of straining 
is attended with obstruction to the return of blood 
from the piles and a tendency to prolapse,—the 
two conditions, of all others, to exaggerate and 
perpetuate the disease. I have not seen any ill 
effect from the daily use of an enema of the size 
I have mentioned continued even over a long 
period; but, on the contrary, I have known 
patients who have suffered considerably from piles 
for years, with occasional bleeding, frequent slight 
prolapse, and, therefore, considerable discomfort, 
entirely relieved by this treatment alone. 

With reference to the use of the enema I should 
like to remind you of the great advantage of 
using, not the ordinary ivory nozzle which is 
generally supplied with an enema apparatus, but 
a soft flexible rubber tube which is fitted over 
this ivory or metal nozzle. You will be surprised 
how much difference it makes to the comfort of 
the patient whether a rigid or a flexible nozzle is 
passed into the bowel: and, when the anus is 
affected with piles, the importance of treating it 
with exceeding gentleness cannot be overrated. 

There is another point to be remembered,— 
that with this flexible rubber tube it is impossible, 
I believe, to inflict any injury upon the bowel. 
It is not so with the rigid nozzles. I have myself 
known four cases of patients who have lost their 
lives from perforation of the rectum by the 
common ivory enema nozzles, and this not from 
the careless act of an inexperienced person, but 
when the enema has been given by a highly 
trained hospital nurse. If the rectum can be 
pierced by a rigid nozzle how much more probable 
it is that a tender vascular growth of the mucous 
membrane, such as an internal pile may be abraided 
or contused by it. You will find the use of this 
very simple improvement on the ordinary enema 
will be highly appreciated by your patients. 

After the bowel has acted the anus should be 
well douched with cold water by means of the 
same apparatus, partly for the purpose of cleansing 
it, partly for the bracing influence of the cold. 

But, you will say, have laxatives and aperients 
no place in the treatment of piles? I would 
remind you that I am dealing to-day only with the 
local treatment of piles; but even now I must 
answer the question in the affirmative. If the 
contents of the rectum are hard balls of faecal 
matter an enema will not render the passage of 
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these scybala harmless; and in such cases, by 
alteration of diet, or by the exhibition of small 
quantities of mild aperients, the hardened con¬ 
dition of the faeces must be remedied. What I 
would impress upon you is this,—that^ as a rule, 
the easy defaecation is to be obtained by the use 
of an enema, and not by the liquefaction of the 
motions by aperients. 

If you happen to meet with a patient in whom 
the use of a small enema excites considerable 
rectal straining, of course you will not contihue it, 
but rely upon a gentle laxative. 

Leaving these cases, I want now to speak of the 
operative treatment of piles . And, first of all, we 
will take the case with which you are quite familiar, 
of internal piles which necessitate removal on ac¬ 
count of haemorrhage, or prolapse, or both. As 
you are aware, many operations are advocated in 
this condition, and each operation has its warm 
special admirers. The ligature is the method 
most generally adopted, I believe. It is probably 
the easiest, and so commends itself most widely. 
But the method which I prefer is that of the clamp 
and cautery. It has been chiefly commended to 
the profession by the late Mr. Henry Smith. I 
will go through all the steps of the operation for 
piles with the clamp and cautery, pointing out 
as we go what I believe to be the important 
details. 

In the first place, the patient must be carefully 
prepared for the operation, which should pre¬ 
ferably take place in the early morning. If the 
bowels have not been acting freely and regularly 
some simple aperient should be given the second 
night before the operation, and an enema should 
be injected the night before the operation. This 
will secure a thorough emptying of the bowel, and 
is far better than employing an enema just before 
the operation. The patient should have an empty 
stomach and be in other particulars in good health. 
Placed under an anaesthetic, the most convenient 
position is on his back with the buttocks drawn 
just to the edge of the table, and the thighs raised 
and held in a Clover’s crutch. The anus should 
be carefully stretched. In stretching the anus two 
details should be observed,—the stretching should 
be gradual and it should also be thorough. 
Sudden stretching of the anus may even tear the 
sphincter muscle; it is very apt to lacerate the 
mucous membrane; and if it is not thorough— 
and for that you will have to keep up the pressure 
for many seconds—the sphincter is not even 


temporarily paralyzed, and before you have com¬ 
pleted the operation has recovered its tone. 

The object of the stretching is twofold. In 
the first place it facilitates the operation, enabling 
you to see and draw down and deal with the piles, 
and so it has superseded the old plan of sitting the 
patient over hot water for the hour previous to the 
operation. Further, by keeping the anus paralyzed 
for the first few hours after the operation, it relieves 
the patient from the painful spasms which other¬ 
wise are liable to interfere with his rest. 

Having, by gentle, gradual, and long-continued 
stretching, thoroughly dilated the anus without, if 
possible, producing any, even the slightest, abrasion 
of the mucous membrane, you can at once see the 
exact condition with which you have to deal. You 
seize a pile—and the most convenient forceps is 
that usually sold for seizing the tongue—and gently 
drawing this pile down — if solely an internal 
one—you apply the clamp to its base. The first 
important point I want to impress upon you in 
this connection, is the necessity of applying the 
clamp at right angles to the anus, or parallel with 
the long axis of the bowel. The clamp is screwed 
up as tight as possible, and with the knife of 
Pacquelin’s cautery, the pile is burnt through 
about a quarter of an inch beyond the clamp. 
The stump should then be slowly burnt down to 
the surface of the clamp by the same cautery at a 
dull red heat; and the longer you take over this 
process of burning down the stump of the pile, the 
more successful will your operation be. You now 
press the clamp well in to the rectum, so as to 
have no tension whatever upon the pedicle, and 
slowly unscrew it, gently separating its blades that 
they may not pull open the compressed and seared 
stump. You then seize the next pile, and treat it 
in the same way, passing round in regular order 
from left to right, until each has been removed. 

But you sometimes meet with a swollen fold of 
mucous membrane covering dilated hsemorrhoidal 
vessels, which does not form a distinct tumour. It 
is convenient to treat this without the clamp by 
pressing the Pacquelin knife well into the centre 
of the fold, and in that way you attain obliteration 
of the vessels without removal of too much mucous 
membrane. 

More commonly, however, you will have to deal 
with what are called “ intero-external piles ’’—in¬ 
ternal piles continuous with swollen folds and tabs 
of skin about the anus. You may, if you like, treat 
these skin-covered parts in the same way as the 


Digitized by 


Google 



The Glinioal Journal, <fcc.] 


MR. PEARCE GOULD-PILE8. 


[Sept. 5, 1894. 303 


internal piles; but it is far better with a pair of 
strong spring scissors to cut through the covering 
of skin, and then put on your clamp and burn 
through the rest. It expedites the healing if 
the edges of each skin-wound are united with a 
few points of suture. And here we are met by 
one of the most important questions of all, namely, 
the possibility of removal of so much of skin and 
mucous membrane, as to lead to stricture of the 
anus. Fortunately, you will not have many op¬ 
portunities of seeing this, but it is a condition 
that one meets with every now and again, one 
which should, and which may, in every case be 
prevented. It is difficult to put into words any 
directions which will guard you against this error, 
for experience alone will enable you to avoid it ; 
but remember that it is far better to leave a little 
redundant skin about the anus than a tight opening. 
The one can always be subsequently dealt with 
satisfactorily if necessary, the other may be a life¬ 
long trouble to the patient. The way in which this 
accident is most often produced, is by the surgeon 
making his cuts across the bowel, and not in its 
long axis. No doubt it can be produced by too 
free removal of the skin of the anus in any 
direction; but I have never seen a case in which 
it has occurred where the division has been made 
longitudinally. 

If you have only internal piles to deal with, the 
operation may be done without the loss of a single 
drop of blood, and at most the loss should be very 
trifling. If you cut the skin at the anus, there is, 
of course, just a little haemorrhage from that, but 
nothing of any moment—nothing that will require 
the use of a pressure forceps or a ligature. 

Having now completed the removal of the piles, 
with a syringe or an irrigator flush the field of 
operation thoroughly with an antiseptic solution, 
such as carbolic acid, 2 per cent., or bichloride 
of mercury, 1 in 2000, being careful not to leave 
any of these solutions in the bowel. There is no 
need to introduce any of them into the bowel, you 
merely want to thoroughly flush the anus, and if 
you have dilated the sphincter thoroughly, you 
will have no difficulty in this. Then introduce a 
suppository containing one-third of a grain of 
morphia, and apply your dressing, which should 
consist of a small pad of boric lint, an inch and a 
half square, eight folds thick, placed next the anus, 
and over that successively larger pads, all being 
fixed in place by a T-bandage fastened firmly 
round the waist. No dressing should be placed 


within the bowel. Some surgeons, I believe, are 
in the habit of placing a fold of boric lint within 
the rectum, and a pad over it. There is a serious 
objection to this plan. The fold of lint within the 
bowel becomes exceedingly hard; its presence is 
a source of pain; its removal is often a source of 
agony; and the wounds you have made, like all 
other wounds, demand rest as the most important 
condition of their speedy healing. If you have 
thoroughly dilated the anus, and if you have not 
accidentally burnt the skin of the perinseum or 
buttocks with your cautery—an accident easily 
happening to the unguarded—your patient should 
not experience any pain after the effects of your 
single morphia suppository have worn off. After 
a few hours the T-bandage should be slackened 
without removal of the dressing. 

The after-treatment may be spoken of under the 
heads of dressing, action of the bowels, micturition, 
diet, and position. 

Dressing .—The pad should be removed after 
twenty-four hours, the deepest portion being 
washed away by douching the anus with warm 
carbolic acid or corrosive sublimate solution. 
The anus should then be thoroughly douched 
with the same solution at a temperature as hot as 
the patient can comfortably bear. A single layer 
of lint on which some lano-creolin has been 
spread, should then be placed over the anus, and 
over that a light pad of lint or wool, or, what is 
better, a wood-wool sanitary towel. The hot 
douching of the anus should be repeated two or 
three times in the twenty-four hours, and you will 
find that the patients experience a good deal of 
comfort from this simple means. This mode of 
dressing should be continued until the parts have 
entirely healed. 

Action of the Bowels .—As a rule, the bowels will 
give no trouble, showing no tendency to act of 
themselves, and if the patient is not uncomfortable 
from flatulence they may be left until the morning 
of the fifth day, when you should give some gentle 
laxative, such as liquorice powder or castor oil; and 
when the patient is just feeling the action of this 
medicine the nurse should give him an enema, 
being very careful to use the soft rubber tube. In 
this way you will secure an easy, and, in all pro¬ 
bability, quite a painless evacuation. The first 
motion should be passed in bed into a bed-pan. 
There may be a little haemorrhage with it, some¬ 
times more than a little. If there is any pain you 
will find that a hot douche will very speedily and 
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completely remove it. Generally it is only neces¬ 
sary to repeat the evacuation of the bowel every 
second day, but, if necessary, it may be daily, and 
you must use your discretion as to whether you 
combine with the inevitable enema a slight 
aperient. So soon as a bloodless motion has 
been passed—often the first, almost invariably 
the second—the patient may be allowed to pass 
the subsequent motions on a commode—a matter 
of no small moment in the estimation of most 
men. 

Micturition .—You are aware that in all opera¬ 
tions upon the rectum there is a tendency to 
retention of urine. Be sure to see that this is not 
neglected, and if the patient is unable to empty 
his bladder introduce a Jacques’ catheter. This 
difficulty rarely lasts more than a few hours; I 
believe never after the first action of the bowels. 

Diet .—The diet of these patients for the first 
few days—until the bowels have acted—must be 
carefully attended to, with the object of not excit¬ 
ing the intestine to too active peristalsis and of 
guarding against the generation of much flatus. 
For the first twenty-four hours the patient will 
care for but little—water, milk, a small cup of tea; 
but on the second day he will have recovered from 
the effects of the anaesthetic, and will probably 
have more appetite. Then tea with dry toast (not 
bread), mutton broth, milk puddings, and bread 
and milk may be allowed. Do not give too large 
a quantity of fluid. Mutton broth is preferable to 
beef tea, as being less liable to cause flatulence. 
When the bowels have acted, ordinary mixed diet 
may be allowed. 

Position .—It is important to remember that 
wounds of the rectum never heal so rapidly as 
wounds of other parts of the body; and more 
especially is this true if the patient assumes the 
upright position. Make it a rule, to which you 
will allow of no exception, that your patients shall 
not resume their ordinary occupations until the 
wound in the bowel is perfectly healed. If you 
infringe this rule, unhealed granulating wounds 
are apt to degenerate into troublesome fissures. I 
think it is wise, even in the best cases, to keep the 
patients in bed for ten days, and then to allow 
them to lie on a couch or sit in a reclining chair 
for the few days necessary for the perfecting of the 
cure. 

Before you dismiss your patient it is a wise pre¬ 
caution to pass your lubricated finger into the 
bowel, not only to verify the perfect healing of the 


mucous surface, but also to be quite sure that 
there is no contraction. 

You will wonder, perhaps, that I have laid 
stress at all upon some of these little, apparently 
trifling, details. The reason is that they are all of 
importance for the comfort of the patient. An 
operation for piles in the great majority of cases 
may be, and therefore should be, performed with¬ 
out causing anything more than quite trifling 
inconvenience to your patient; but if you are 
careless about the dressing of the part, or the diet 
of your patient, or in your attention to the action 
of the bowels, or in allowing the patient to move 
about too soon, he may experience not only severe 
pain, but an extremely prolonged convalescence. 
Had I time I could mention to you many cases 
illustrating both of these statements. 

A good deal of discussion has taken place at 
different times upon the relative merits of this 
operation, of the operation by ligature, of the 
operation by crushing, and that of excision of the 
hsemorrhoidal area. In these discussions it seems 
to me there is a certain amount of over-statement 
on all sides. My own preference for the clamp 
and cautery rests upon these grounds. 

1. It is the most painless method I know; as 
compared with the ligature the contrast in this 
respect is very marked and altogether in favour 
of the clamp and cautery. As a rule the patients 
experience no acute pain after the operation. For 
the same reason retention of urine is less likely to 
occur than when the ligature is used. 

2. I have found it to be an entirely safe proce¬ 
dure. I know that it can be done in such a way 
as to expose the patient to considerable risk of 
haemorrhage, but I am also sure that if it is done 
in the way I have just described to you there is no 
danger of haemorrhage. 

3. It is also quite easy to determine by the 
cautery exactly how much of the bowel is re¬ 
moved. With the ligature this is not so. Not 
infrequently the surgeon removes less than he 
intends, and a repetition of the operation is not a 
very rare necessity. More frequently, however, 
the surgeon removes more than he intends, and 
some narrowing of the bowel results. 

4. The process of removal is accomplished at 
the time of the operation. When the ligature is 
used, the separation of the part to be removed 
takes three, four, or more days to complete, and 
therefore the convalescence is by that amount 
prolonged. 
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5. The cautery leaves a seared surface of bowel 
under which the first stages of healing are rapidly 
and safely performed. The ligature produces an 
open ulcer, and, however aseptic when put on, 
quickly becomes an infected thread, and this may 
seriously delay still more the healing of the wound. 

6. If you once seal the vessels in the base of a 
pile thoroughly with the cautery, I have never 
known them to reopen and bleed. Slipping of the 
ligature, however, has happened in the hands of 
even experienced surgeons, and not long ago I 
was consulted by a lady who had just before nearly 
lost her life from this accident. 

It is stated by some of the opponents of the 
cautery that the scar left has a special tendency to 
contract. This I believe to be an error. The 
statement rests upon the fact that the scars of 
burns are liable to most disfiguring and distressing 
contractions; but this is due not so much to the 
kind of injury as to the degree to which the tissues 
are destroyed by burns. The scar of a superficial 
burn shows no special tendency to contract, and 
it is only when the whole thickness of the skin, 
superficial fascia and deep fascia have been re¬ 
moved in a burn that serious contraction is met 
with. Certainly the cases which I have seen of 
contraction of the anus and rectum as the result of 
operations for piles have not been cases in which 
the cautery had been employed. 

Should you be called upon to deal with an anus 
narrowed by operation for piles, remember that in 
many cases all that is needed is the careful use of 
a bougie continued for weeks, or, in some cases, 
months. A short, conical, flexible bougie should 
be given to the patient, and passed by him every 
day after the motion. The mucous membrane of 
the bowel and the skin around the anus are both 
of them so elastic that by this means nearly all 
cases can be satisfactorily dealt with. If the anus 
is too tight for this, a well-planned division of the 
tightened parts will afford the necessary relief. 

You will sometimes be consulted by patients 
who experience a good deal of discomfort about 
the anus and difficulty in defecation, in whom 
examination will show nothing but redundant 
folds of skin about the anus. It is a fact which 
your experience even at hospital will probably 
verify, that the removal of these apparently harm¬ 
less folds of skin will afford these patients con¬ 
siderable relief. And more than that, in some 
oases where the patient has large internal piles 
and these folds of redundant skin, the removal of 


the skin alone may afford great relief to all his 
symptoms. 

There is one other condition connected with 
piles, for which operation is frequently resorted to. 
I refer to what is called an “ inflamed ” and also a 
“thrombosed” pile. The exact nature of this 
condition is variously stated. By some it is held 
to be intravascular coagulation, a true thrombosis 
in a dilated subcutaneous haemorrhoidal vein. By 
others these clots are believed to be extravasations 
which have subsequently coagulated. My own 
opinion is that they are intravascular clots. My 
reasons for so thinking are: (1) that in all the 
cases I have seen (and it is a very common con¬ 
dition), there is no staining of the skin or 
mucous membrane over the clot, as would be the 
case if the blood had escaped into the subcutaneous 
and submucous tissue; and (2) the shape of the 
clots is not that of extravasations of blood, but 
usually globular or ovoid, never flattened; and 
this, I think, is more consonant with their being 
formed within some pouch of a varicose vein than 
lying between the sphincter and the skin. You 
know the appearance of these thrombosed piles. 
A patient comes complaining of what he probably 
calls “ an attack of the piles,” aching, cutting and 
stabbing pain at the anus, greatly exaggerated by 
any act of defecation and by moving about. You 
examine him and find that on one side of the 
anus there is a little swelling, perhaps a little 
inflammatory redness and oedema, and, on gently 
everting the part, a black swelling, suggesting the 
appearance of a black currant, is seen. To the 
finger this little black swelling is firm and resistant 
In many cases these thrombi are quite small, 
unattended with inflammation and giving only 
slight pain. Then 1 think the wisest course is to 
render defecation brief and easy either by an 
enema or a laxative. The thrombus will be either 
absorbed or organized, and by its organization 
occlude the dilated vein in which it lies. If, 
however, it is a source of anything which can be 
called acute pain to the patient, open the swelling 
on its mucous aspect, gently turn out the clot and 
apply a pad and bandage. The relief to the 
patient’s pain is immediate, and the tiny wound 
speedily heals. 

And here, Gentlemen, I may remind you that 
uncomplicated piles are never the source of acute 
pain . This is a useful clinical fact, for it will 
compel you to search for some special complication 
in every case in which a patient, the subject of 
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piles, complains of acute suffering. The common 
causes of such pain are thrombosis, prolapse, 
strangulation, and fissure. But it was not to this 
point that I wished specially to direct your atten¬ 
tion to-day, but only to some details, small, but, I 
can assure you, not unimportant, attention to 
which will enable you to render valuable service 
to your patients. And, I may finally remind you, 
that it is a common experience of operating 
surgeons that no class of patients is so uniformly 
grateful for their services as those who have been 
successfully treated for piles. 


NOTES OF CASES DEMONSTRATED 
AT THE CLINICAL MUSEUM. 

BY 

JONATHAN HUTCHINSON, F.R.S., LL.D. 


Amongst the cases on July 24th were the fol¬ 
lowing :— 

A mother and child, both the subjects of 
Molluscum Contagiosum. 

They had been brought by Dr. Travers Smith 
from the Kilburn Dispensary. The child was 
about 6 years old. In both patients the eruption 
was very scanty, but quite characteristic. No his¬ 
tory could be obtained of any common source of 
contagion; the spots had been first seen in the 
child. 

Comments .—The contagiousness of molluscum 
contagiosum has been for long a settled point with 
all British dinicists. I remember in one instance, 
many years ago, that the mother of the child who 
had these spots told me that nearly all the chil¬ 
dren in the court where they lived had them. 
Almost the only instances which I see without any 
history of contagion occur in the frequenters of 
Turkish baths. Of molluscum in connection with 
this cause we have several excellent portraits in 
the Museum. Two or three points are worthy of 
special notice in connection with this curious 
malady. First, its contagious elements, under 
some law which we do not at present understand, 
appear to have a very limited life-duration. The 
disease always spreads for a time near where the 
spots first appeared, and it seldom travels far from 
that part. All parts of the skin are liable to it; 


yet it never attacks all at once, or becom es diffuse, 
and after it has lasted a few weeks, or a month or 
two, it comes wholly to an end. I have never 
seen a chronic case of molluscum contagiosum— 
/>., a case which had lasted for some years. Yet 
as it is, as you have just seen, a disease which may 
attack the skin at any age, it follows that the 
cause of its spontaneous cessation must be some¬ 
thing in connection with the life-history of its con¬ 
tagious or parasitic elements. What these elements 
are we do not as yet know. 


An example of recurring attacks of Der¬ 
matitis, probably tending to Multiple 
Sarcoma, and possibly in association 
with Gout. 


The subject of this very important case was 
brought by Dr. Barratt from the St. John’s Hos¬ 
pital. He was a German, aged 57. Over almost 
the whole surface of his face, body and limbs the 
skin was in a condition of diffuse erythema, with 
the development of large wheals, or oedematous 
and hardened patches. The swollen parts were in 
many instances arranged in long bands of a dusky 
red colour; thus the first sight of the man might 
have suggested tubercular leprosy. On his face 
the oedematous swelling was diffuse, or merely 
thrown into soft folds; but on the extremities, and 
especially on the hands, these folds were much 
indurated and in parts glossy. In both groins 
there were masses of very hard glands, which 
adhered to each other. There were some glands 
also in the axillae and'in the neck. The patient’s 
history was that during the last two years he had 
suffered from two or three attacks like the present, 
but none of them so severe. In reply to repeated 
questions, he stated that in the intervals his skin 
had been perfectly sound. Although a German 
by birth, he had lived thirty years in London. He 
was by occupation a tailor, and said that he had 
been accustomed to drink beer regularly. He did 
not admit that he had suffered from gout; but in 
the palms of both hands there was commencing 
Dupuytren’s contraction. 

Comments .—I should much fear that in this 
case the dermatitis is about to end in a malignant 
process. The kind of induration in the lymphatic 
glands is exceedingly suspicious, and such as I 
have seldom seen except where the disease is 
malignant. We may suitably compare the case 
with that illustrated by a portrait in the Museum, 
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in which a young surgeon became covered all over 
with sarcomatous nodules, which were immediately 
followed by extensive gland induration. In that 
case the preceding eruption had been supposed to 
be a syphilide. We may also, with much interest, 
compare the man’s hands with Hebra’s portrait of 
“ sarcoma melanodes,” and with one of my own, 
illustrating a similar condition, but in distinct 
association with acquired gout You will see the 
difficulties in the diagnosis which are introduced 
by the man’s history. He asserts, and apparently 
with accuracy, that he has had attacks of similar 
dermatitis before, which have subsided completely. 
If this history be admitted—and it takes consider¬ 
able support from the fact that his dermatitis 
presents at the present moment very different 
characters in different parts of the body—I shall 
claim the case as a remarkable illustration of a law 
for which I constantly contend that any form of 
in fl a mm atory action may, in an elderly person, 
slide into a malignant process. I am taking for 
granted that this case will prove to be one of 
malignant disease, and I fear that there is little 
hope that it will end otherwise. As to the pre¬ 
vious attacks from which the man has suffered, 
I should suppose that they have been a kind 
of erysipelatoid eczema, which not infrequently 
occurs in successive attacks, and to which gouty 
persons are especially liable. Whatever may be 
the result of the case, and whether these conjec¬ 
tures may or may not be confirmed, the conditions 
exhibited are of great, almost unique, interest, and 
we fce very much indebted to Dr. Barratt for 
bringing the case before ui. 


An instance of recurring attacks of Dif¬ 
fuse Dermatitis in an adult man. 

The patient in this case was a working man, 
aged about 30, who looked like a beer-drinker, 
but who did not admit that he was intemperate. 
He was in the desquamative stage of his fourth 
attack of an acute universal dermatitis, his skin 
everywhere dry, peeling, and shedding furfuraceous 
scales. He said that his first attack was in 
October, 1890, the next in September, 1893, the 
next in March, 1894, and that the fourth, his 
present one, had begun about a fortnight ago. 
Asked if he knew of anything that brought the 
attacks on, he said that he thought they came on 
in hot weather, and when he had been drinking too 
much beer. The first symptom was redness, with 


itching, which spread all over his body, and 
caused his face to swell so that his eyes were 
closed. Excepting in this liability, the man was 
in good health. 

Comments .—We recognize in this patient a good 
example of the recurrent form of dermatitis with 
oedema, and subsequent desquamative inflamma¬ 
tion to which I apply the designation of eczema- 
erysipelas. It is, I believe, precisely identical 
with the malady which spread as an epidemic in 
the wards of some of our workhouse-infirmaries 
two or three years ago, and of which Dr. Savill 
has written a very complete account. These 
workhouse cases occurred during several succes¬ 
sive summers, and were clearly in some association 
with hot weather. The disease was probably bred 
up into an epidemic by the close association of 
numbers of elderly and susceptible persons in the 
same ward. In private practice also the disease 
does sometimes manifest contagious properties, 
but this is exceptional. Its association with gout 
tendencies is perhaps not close, but I have no 
doubt that it is real. 


Amongst the cases brought forward for demon¬ 
stration on August 1st were the following:— 


Syphilitic Lupus involving the whole of 
the face and almost the whole of 


the scalp. 

The subject of this case was a man, aged 54, 
who had been sent up by Dr. Lyle, of Dunmow, 
from the Workhouse Infirmary of that place. He 
was most severely disfigured by* the scars of a 
lupoid affection which had covered the whole of 
his face and neck and the greater part of his scalp. 
In most parts the scar was quite healthy, thin, and 
supple; but the nostrils had been almost closed, 
the left eyelids were united so as to cover the eye 
and the upper lip had been destroyed. The dis¬ 
ease had been in progress for about ten years, and 
it was still aggressive on the top of the scalp. The 
external ear on both sides had been reduced to a 
cartilaginous stump. 

Comments .—I have seldom seen more extensive 
superficial destruction of the integuments of the 
head. The chief interest of the case rests in the 
diagnosis. Is it lupus vulgaris or syphilitic lupus? 
Although the history is wanting, and although in 
some features the conditions resemble common 
lupus, yet I have little hesitation in believing that 
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the disease is the result of syphilis. It is very rare 
indeed to see lupus vulgaris attack the hairy scalp, 
nor does it, as a rule, leave such a thin, healthy, 
supple scar as is here present. I have never seen 
common lupus close the eyelids by adhesions; its 
usual result is to evert them. We cannot find in 
any part of the scar, or at its margins, the slightest 
trace of the “apple-jelly” deposit of common 
lupus; on the contrary, at its edge, on the scalp, 
where it is still aggressive, there are unhealthy 
ulcers covered with dirty crusts. These crusts 
may be easily detached without causing bleeding, 
whereas if you pull off a lupus-crust you always 
tear blood-vessels. The diagnosis is of great im¬ 
portance, because I have little doubt that by the 
use of iodoform externally, and iodide of potassium 
internally, a cure might soon be effected. The 
diagnosis is confirmed by the existence of a very 
large scar over one buttock, which is supple, 
white, and perfectly sound. It is seldom that we 
see the scars of lupus vulgaris become sound and 
supple in all parts. 

Bladder symptoms in the Early Stage of 
Tabes. 

A man* aged 52, was introduced, and described 
his own symptoms. He said that he was much 
troubled by distressing feelings of dull aching 
about the bladder and hips. This aching was 
attended by a certain amount of numbness in 
the genitals, and a feeling as if they were swollen. 
These sensations were particularly apt to occur in 
the night, and to keep him awake. Sometimes he 
had much difficulty in passing water, and was 
obliged to wait long before he could commence 
the act; at others the flow was quite free. 

Comments .—I have thought this case worth 
bringing before you because it illustrates a group 
of symptoms referable to the bladder and genital 
organs not infrequently met with in the early stage 
of tabes. The patient whom you have seen has 
no knee-jerk whatever, and his pupils exhibit well 
the Argyle-Robertson phenomena. Although he 
has no other definite symptoms of tabes, and 
denies having had any of the characteristic pains 
in his legs, yet I have no doubt that he is a subject 
of that malady. The kind of bladder-ache, etc., 
of which he complains, is exactly what we often 
meet with in the early stage of tabes. Hesitation 
on the part of the bladder in micturition, some¬ 
times amounting to complete inability, are also 


common symptoms. When absolute retention of 
urine occurs there is often the peculiar symptom 
that the bladder may be very full, while the pa¬ 
tient experiences no distress. I am in the habit 
of recognizing two chief causes in the production 
of tabes, and they are generally met with in com¬ 
pany ; syphilis predisposes, and sexual intercourse 
induces it. It is not necessary that the latter 
should be in any great excess. In numberless 
instances I have known a patient, who had suf¬ 
fered from syphilis formerly, date the tabetic 
symptoms from his marriage. In the case which 
is before us I know the man’s whole history. I 
treated him ten years ago for syphilis. He is 
now married. I am no believer in the necessity 
for vigorous courses of mercury in the treatment 
of ordinary tabes. Should symptoms of the dis¬ 
ease occur within a short period of the primary 
infection, I would certainly push that remedy; 
but not if as in the present instance, they are de¬ 
veloped after a long period of good health. In 
these cases I always give mercury in small doses, 
but it is in combination with tonics and a liberal 
diet; and my chief insistance is upon rest in 
genera], and especially in reference to sexual 
matters. 


An infant, aged 5 weeks, exhibiting the 
Eruption known as Strophulus. 


The child appeared in perfect health; it was a 
firstborn, and was being fed on condensed milk. 
Over its face and limbs there were scattere8 in 
very irregular groups a number of erythematous 
spots, which in some places were attended by a 
hard, almost “shotty” centre—(an abortive pus¬ 
tule). No definite pustules or vesicles could be 
found. The little shotty indurations were especi¬ 
ally abundant on the front of forearms just above 
the wrists, but did not occur on the hands. The 
eruption did not appear to cause the child any 
trouble, and it showed no tendency to pass into 
eczema, or to cause any condition of general der¬ 
matitis. The mother’s history was that the spots 
began to appear on the fourth day after the child’s 
birth. 

Comments .—Although this case is an example of 
a very common malady, yet it is of much interest. 
We all know how to recognize the eruption to 
which our forefathers gave the name of strophulus, 
or “ red-gum ” of infants, but we know very little 
as to its real nature. The circumstances under 
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which it occurs would suggest that it has some 
connection with disturbance of function of the 
sebaceous glands, such disturbance being incident 
on the exposure of the infant’s skin after its birth. 
That it has nothing to do with the irritation of the 
child’s clothing is very certain, for we constantly 
see it on the face. It appears to have no relation 
to the state of health of the child, or to the manner 
of feeding; nor is there any reason to think that 
it is in any way contagious. It seldom or never 
shows any tendency to pass into any other forms 
of dermatitis, and it almost invariably disappears 
spontaneously. The grouping of the spots, and 
the absence of definite symmetry which we note in 
the patient before us, suggest a local cause rather 
than an internal one. Some of the spots in this 
infant are so vividly erythematous that they suggest 
bites, but most of them, on the contrary, have no 
resemblance to such lesions. The amount of ery¬ 
thema, however, clearly shows that the spots are 
due to something more than the mere obstruction 
of secretion. I fear we must leave the problem 
of the real nature of strophulus undetermined. 

Amputation of both Lower Extremities. 

The patient in this case was produced in order 
to demonstrate how well a man can walk, without 
crutch or stick, after a double amputation of the 
lower limbs. He walked rapidly across the floor, 
and until he was undressed, probably none of those 
present suspected that he had lost either limb. 
When the artificial limbs were removed, a stump 
in mid-thigh was shown on the right side, and in 
mid-leg on the left. 

Comments .—I have brought this young man for¬ 
ward in order to show that with modern mechanical 
appliances the loss of one or even of two limbs is 
not so great a detriment as some suppose. It is 
seven years since I saw this lad, then an inmate 
of the Dunmow Workhouse, under the care of my 
friend Dr. Lyle. He was then in bed in miserable 
health, with strumous destruction of one ankle and 
one knee. I advised amputation of both limbs, 
and this Dr. Lyle subsequently did, with the result 
which you have seen. The stumps are excellent, 
and the young man has regained his health, and 
shows no further manifestations of struma. I may 
add that I have under observation a young gentle¬ 
man for whom, about six years ago, we amputated 
both legs below the knee. He now walks well 
without a stick, can swim with vigour, plays lawn* 
tennis, and will even venture to engage in a match. 
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THE INFANTILE CAUSES OF 
EPILEPSY. 


Gentlemen. —Many pleasant and useful memories 
remain to me of the two years’ apprenticeship to a 
country surgeon by which I commenced the study 
of medicine. One incident often comes to my 
mind in connection with the subject of infantile 
convulsions. I remember spending some hours 
in a cottage, one summer afternoon, watching a 
child in “ teething fits.” The child was kept con« 
tinuously in a warm bath. I do not know that 
my presence there was of much service to the 
patient, but it is of service to me now. It brings 
before me, very forcibly, the changes which have 
come to our conceptions in the thirty years that 
have elapsed. Fits, associated with dentition, were 
then always due to “ cerebral congestion,” excited 
by the irritation of the backward teeth, and it was 
necessary to keep the blood in the vessels of the 
skin that there might be less in the intracranial 
vessels. I remember well how the colour of the 
skin testified to the continuous action of the 
process, and yet how the convulsions continued 
without the slightest alteration although the “ deri¬ 
vative ” influence of the bath was so marked. It 
was, indeed, some years before this time that the 
true relation of convulsions to dentition was made 
clear by Sir William Jenner. But knowledge 
filtrates slowly through the profession, or at least 
its diffusion was then slow in rural districts, even 
among intelligent practitioners. The lectures on 
“Rickets” of Sir William Jenner not only marked, 
but made a turning-point in professional know¬ 
ledge. The facts he demonstrated have now for 
long become general knowledge, and their chief 
source is lost to sight. The perusal of his lecture? 
cannot, however, be too strongly recommended, 
and, happily, their forthcoming reprint will make 
it easy. 

No one now dreams of associating the common 
convulsions of retarded dentition with congestion 
of the brain, although a direct influence on the 
brain by the irritation of the process of teething is 
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still sometimes thought to be the sole element 
in causation. In general, however, the influence 
of the process of the eruption of the teeth is 
relegated to its proper place, as merely a possible 
excitant in a few cases. 

I hope it will not be very long before the pro¬ 
gress of medical knowledge, and the improvement 
in medical education, makes “ congestion ” every¬ 
where a morbid state that needs definite discern¬ 
ment, and not merely the equivalent for a nega¬ 
tion. This may be, perhaps, too much to hope 
for. The assumption of “congestion” of this or 
that organ, of the liver in dyspepsia, or of the 
brain in hypochondriasis, is so easy; its assertion 
is so precise, so satisfactory, and it enables treat¬ 
ment to produce such a definite result, that the 
assumption will not readily be regarded as a thing 
to be proved. As far as can be judged, its end is 
not yet. Of course, I am speaking only of the 
active congestion, which is constantly invoked to 
explain that which is not understood, not of the 
passive mechanical congestion, which is quite a 
different process, and is ignored when it exists as 
frequently as active congestion is assumed when it 
is absent. 

The service which Sir William Jenner did was 
to demonstrate that the condition of rickets is a 
general retardation of development, with various 
secondary, necessary, results, and that the associa¬ 
tion of convulsions is with this general state, of 
which the backward teething is only one of the 
manifestations. 

The convulsions are a consequence of the re¬ 
tarded development which occurs so often towards 
the end of the first year. This epoch is one in 
which development is readily checked. Growth, 
indeed, goes on, but the progressive development 
of the tissues is hindered; their elements are still 
produced, but do not present the progressive deve¬ 
lopment that should coincide with general growth. 
It is the epoch at which the character of the food- 
supply undergoes change, often unwise in sudden¬ 
ness, or does not undergo the change that is 
natural. It is a period also, when much functional 
capacity passes into functional use. Any general 
illness or prolonged digestive disturbance may 
have, as a result, distinct signs of this malady, but 
in considerable degree it is the result of preventive 
causes, which it would be foreign to my present 
purpose to discuss. 

The influence of rickets on causing such fits is 
of great importance in connection with epilepsy, 


because there is no doubt that such convulsions 
are a frequent element in the causation of that 
disorder. They leave behind a residual disposition 
to the like morbid action, which may be continuous 
in its results or may become active at a later period 
of life. Betweep the cases in which dentition 
convulsions have ceased after a few months and 
convulsions have recurred as epileptic fits at 
puberty, on the one hand, and, on the other, cases 
in which the infantile convulsions did not cease, 
but continued into life-long epilepsy, we have 
every gradation. There are cases in which the 
attacks went on for a few years, ceased for a year 
or two, and then returned, and cases in which the 
interval of freedom was five or six jears. Indeed, 
every variation of interval is met with. It is thus 
impossible to doubt that the dentition convulsions 
are a definite element in the causation of epilepsy. 
So constant, moreover, is their association with the 
defective development which we call rickets, that 
it is impossible to doubt that the prevention of 
rickets would have a considerable influence in the 
prevention of epilepsy. 

One question to which I desire especially to 
direct your attention is this. How does the state 
of defective development cause the liability to 
convulsions? I believe that they can be ade¬ 
quately explained by the simple fact of retarded 
development. This is conspicuous in all parts of 
the system. The morbid conditions that are 
characteristic of rickets can be, for the most part, 
explained by the perversion of nutrition, which is a 
necessary result of the retardation of the process. 
In the nervous system we know that, at birth, the 
state of the various structures differs, that some are 
structurally perfect, while in others a considerable 
amount of developmental change has still to occur 
before full functional capacity can exist It is not 
necessary to describe the facts in detail, because the 
general character of the relation is alone important. 
The nerve structures which are lower in function, 
and in part in position, are developed before the 
higher. This is true of the motor elements and 
reflex centres. The lower centres are under the 
control of the higher, and their activity in early 
infancy, when the higher centres are less developed, 
is manifested in the restless, aimless, movements 
of the child, and the conspicuous activity of the 
reflex processes. At birth these are developed to 
such a degree as to enable the mouth to suck, and 
the thorax and larynx to co-operate in producing 
too-famHiar sounds. The process of development 
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goes on, and as structure is complete, function be¬ 
comes established in more perfect degree. But 
the establishment of perfect function follows struc¬ 
tural completion, and it is long before the influence 
of the relative development ceases to have an in¬ 
fluence on the action of the nervous system. Hence 
it is that all through infancy and early childhood 9 
reflex processes are so active. Their early pre¬ 
dominance is only slowly reduced into subordina¬ 
tion as the function of the higher centres becomes 
established in effective degree. It must be re¬ 
membered that the motor centre in the cortex of 
the brain, from which impulses proceed directly to 
the spinal cord, is a centre relatively low, and its 
control by higher structure is a comparatively late 
event. Not only does this relativity of develop¬ 
ment and function explain the excessive spon¬ 
taneous and reflex movement of infancy, but it 
explains to some extent the readiness with which 
the motor cortex acts in the sudden violent manner 
which gives rise to convulsions. It is sudden and 
violent, although incomparably slighter than the 
convulsions of later life. It is important to re¬ 
member the fact. Without doubt many of the 
attacks in infancy which consist only of tonic 
spasm, would in an adult consist of violent clonic 
spasm as well as of tonic spasm. The same activity 
in the well*developed centres for the larynx gives 
rise to the familiar “ laryngismus stridulus.” 

The hindrance to development, which acts upon 
all structures, of necessity has most effect upon 
those which are least complete. Where structure 
has become perfect, and function is established 
and is being fixed by use, its influence has little 
effect. Where structure is not yet perfect, and 
where it has just become perfect, but function is 
only just assuming its adequate form, the retarda¬ 
tion has an influence in proportion to the imperfec¬ 
tion of structural and functional development. It 
must be remembered that the retardation has an 
influence on growth and nutrition, and the effect 
on the finer nutrition which is related to function 
may be considerable, even after structural growth 
is at an end. Hence the relation of the lower 
centres to the higher, the excessive activity of the 
lower which is so conspicuous in early infancy, is 
reproduced by the influence of rickets. The ex¬ 
cessive activity of early life, moreover, becomes 
definitely morbid insubordination. . The greater 
capacity for functional action of the lower centres 
needs the proportioned control which should come 
. from the due development of the higher, and this 


is wanting. Hence the uncontrolled activity is 
manifested by morbid action, possibly contributed 
to by the general failure of nutrition, which involves 
a less perfect form of action even in the centres in 
which development is complete and function es¬ 
tablished. Thus we can understand, without diffi¬ 
culty, the morbid action of the reflex centres which 
causes such a state as the contracture in the hands 
and feet and the laryngismus stridulus of rickets, 
and also the occurrence of the characteristic con¬ 
vulsions which probably depend upon the lower 
cortical centres of the brain, those of the motor 
region. 

With the restoration of the normal process of 
development which comes from the treatment of 
the general state, the higher centres acquire in¬ 
creased control, and, in most cases, the tendency to 
convulsion ceases. But the sudden spontaneous 
overaction has left its residual effects. These may 
be so strong that there is no cessation of the fits, 
or only a brief cessation, or a recurrence under 
favourable conditions. Thus we have the series 
of cases to which I have already referred, which 
demonstrate the relation of such convulsions to 
ordinary epilepsy. The residual influence, with its 
consequent tendency to persist or to recur, is cer¬ 
tainly influenced by the mysterious functional state 
which is due to inheritance. The precise nature of 
this we do not know; we can only guess it from its 
effects. It seems to be a defect in the chemical 
composition or the molecular structure of the nerve 
centres, in consequence of which nerve force is 
liable to be released without the stimulus which 
alone should excite this liberation. The tendency 
is seen in its special and isolated operation only 
after infancy is passed, but during this period it 
seems to co-operate with other conditions, and 
seems to increase the relative liability to con¬ 
vulsions in rickets. A slight degree of hindrance 
to development suffices then to give rise to the 
convulsions. Still more markedly does the in¬ 
herited tendency dispose to the residual disposition 
to recurrence which is left behind by every fit, to 
which the persistence of convulsions is due, and 
still more again does it dispose to a recurrence, in 
consequence of this residual effect (which never 
entirely ceases) at some period in later childhood 
or in youth. 

All parts share in the defective nutrition and in 
the hindrance to their development The bilateral 
symmetry of the frame involves the equal affection 
of both sides, and hence it is that the convulsions 


Digitized by 


Google 




312 The Glinioal Journal, Ac.] THERAPEUTICAL NOTES AND FORMULAE. 


[Sept. 5, 1894. 


which are due to these causes are general. This 
is an important fact, as I shall hope to show in the 
next lecture. The persistent convulsions which 
may carry on the malady from infancy to adult life 
are of the same general character. Often, indeed, 
the establishment of the control of the higher 
centres, when it does not arrest the process of dis¬ 
charge, modifies its form in a way we cannot yet 
understand, and attacks of “ minor” character re¬ 
place the convulsions, to be succeeded, at the time 
when epilepsy is most prone to develop, by con¬ 
vulsive attacks of greater severity. The convulsions 
of rickets, as I have said, in the slightness and 
tonic character of the spasm in a large number of 
cases, are nearer to minor than to major epilepsy. 
This fact is important because attacks of petit mat 
may succeed the convulsions of rickets and be un¬ 
noticed until spasm is again added. 

I need not say anything of the treatment of these 
convulsions, because it is well known to you all. 
But one point it may not be superfluous to mention. 
The bromide which is given to check the tendency 
to convulsions while the general treatment is re-es¬ 
tablishing the proper course of development, should 
not be too hastily discontinued when the fits cease. 
The residual tendency must be remembered, and 
this may be lessened, I believe, by continuing 
the treatment for some months after the attacks 
have ceased, and the time should be still longer 
when there is reason to think, from the fact of 
inheritance, that this tendency is likely to be pro¬ 
found. 


THERAPEUTICAL NOTES AND FORMULAS. 


Catheterization in Enlarged Prostate.— 

Dr. Phelip publishes a useful little suggestion for 
passing a catheter in those cases where the middle 
lobe offers an obstruction to the passage of the 
instrument:—Use a gum elastic catheter, attach 
a strong thread or string to the margin of the 
eye, pass the instrument with string or thread 
attached, and when the point meets the obstacle 
pull firmly on the end of the string, thus bending 
forward the end of the catheter.— (Lyon. Med.) 


Cocillana. —Five to twenty-five minims of the 
fluid extract given in chronic bronchitis secures 
expectorant effect without depression, while it in¬ 
creases appetite.— (Wilcox, Med. Nee.) 


Anal Fissure. —In the treatment of anal 
fissure, Allingham strongly advocates the local 
use of the following ointment: 


R Hydrarg. subchlor. gr.iv 

Pulv. opii .gr.ij 

Ext. belladonnas . gr.ij 

Ung. sambuci . 7 >j 


M. Sig. To be applied frequently. 

He states that he has had many cures with 
this ointment alone. 


Another excellent ointment recommended 
the same authority is: 


R Plumb, acetatis 
Zinci oxidi 
Pulv. calaminae 
Adipis benzoinat 
M. 


gr.x 

gr.x 

gr.xx 

gss 


by 


An ointment of the oxide of mercury, 30 grains 
to the ounce, has cured many cases. 

(Journ. of the Amer. Med . Assoc.) 


Convulsions in Babies. — Dr. Schumann 
warmly recommends massage of the abdomen. 
He has found it very useful, even in severe cases 
with coma, when continued for several minutes. 
Inasmuch as a large number of such cases depend 
upon gastro intestinal reflex irritation, the rationale 
of the treatment is thoroughly sound. 

(Therap. Monatsch.) 

Antipyrin as a Local Anasthetic in Urethral 
Injections. —Walthier holds that by means of 
antipyrin, injections of the ordinary antiseptics 
may be rendered quite painless. His formula is 
as follows:— 

R Bichloride of mercury ... .02 parts 

Antipyrin... ... ... 2 „ 

Distilled water ... ... 200 „ 

Antipyrin is also commended in conjunction 
with bromide of potassium as being extremely 
valuable in subduing painful erections. It is 
given in doses of 15 grains, combined with three 
times this quantity of bromide. 

(Bull. Gener. de Therapeutique.) 
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II. 

THE INFANTILE CAUSES OF 
EPILEPSY. 


Gentlemen, —The convulsions which we con¬ 
sidered in the last lecture as a cause of epilepsy— 
those that occur during the period of dentition 
and are the result of the hindered development of 
rickets, are general. The later convulsions of 
epilepsy, which are developed from them, or de¬ 
posed to by them, are also general. They are 
the characteristic convulsions of what is called 
“ idiopathic” epilepsy. The convulsions of rickets 
are moderate in severity, and, when they are con¬ 
tinued into epilepsy, the attacks often become 
slighter, until they are merely minor attacks with 
loss of consciousness; there may be only the 
slightest indication of spasm, or there may be no 
trace of spasm after a time. Such minor attacks 
may continue for a few years, and then again 
muscular contractions may be combined with the 
loss of consciousness; increasing in severity, the 
seizures gradually assume the features of severe 
epileptic attacks. But the practical lesson to be 
learnt from the facts which we have considered 
is this: in a case of epilepsy which dates from 
convulsions in the period of the first dentition, 
moderate in degree and general, whether the 
attacks have been continuous or interrupted by a 
few years freedom, you are justified in considering 
that the case is one of idiopathic epilepsy, founded 
on the convulsions of rickets. 

But there are two other forms of epilepsy in 
which the disease can be traced to infantile con¬ 
vulsions. The first of these is especially impor¬ 
tant It differs from that we have considered in 
three features. The epileptic convulsion is one¬ 
sided, at any rate when moderate in degree, and if 
there is an aura, it is in one limb or in the face on 
Van. IV. No. 20. 


one side. The spasm can generally be observed 
to commence locally in the hand or face. When 
both sides are convulsed, one is affected before 
the other, except in the most violent attacks. In 
these there may be no perceptible interval between 
the affection of the two sides. Inquiry regarding 
the character of the infantile convulsions will 
usually elicit the fact, when their character is 
known, that these also were confined to one side. 
The second feature is that the first attack of infan¬ 
tile convulsions was of great severity. Often, 
indeed, there was a series of convulsions, one after 
another, for several hours. Sometimes such a 
series was the only infantile attack; often initial 
attacks were followed by others for a month or 
two, which ceased, to recur when a few years had 
passed. Complete continuity of occurrence from 
infancy to adult life is less common in these than 
in the cases first considered. The third feature is 
that the first convulsions often occur during some 
acute illness, or soon after a fall, or in a state of 
general physical prostration. This is not always 
the case, nor is it always true that there are several 
consecutive convulsions at the onset. But the 
first fit is seldom slight in degree, and, if the facts 
can be accurately ascertained, the first fits are 
known to have been unilateral. 

The unilateral character of the convulsion 
means unilateral instability of the motor structures 
of the brain. The commencement in one limb 
means local instability in a certain part of these 
motor structures. This part differs considerably 
from the rest in its morbid functional tendency. 
Such local change excludes a general cause, which 
would act on the whole brain. The suddenness 
of the onset indicates a sudden development of the 
instability—that is, a sudden change at one spot. 
This is, however, equivalent to the assertion that 
the convulsions are due to a local lesion in the 
motor structures, because a sudden change means 
organic disease. Without doubt, this is the fact 
in the class of cases we are considering. There 
is organic disease at the cortex of the brain. 
Its occurrence is indicated by the initial convul¬ 
sions. The effects of the process on the adjacent 
tissue, which is slightly changed, is such as to 
induce a permanent alteration in nutrition and 
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function. In consequence of this, the structures 
“ discharge ” from time to time. The disease may 
be either in or only near the motor region. If it 
is in the motor region, and is more than minute, 
there is loss of power—hemiplegia—the amount 
of which depends on the extent of the lesion. It 
may be such as to be persistent through life, or it 
may be transient and pass away in a few months. 
When the disease is only near the motor region, 
any initial loss of power may be too slight to be 
recognized. In an infant slight weakness on one 
side usually escapes recognition, and considerable 
paralysis may be unnoticed if the child is at the 
time prostrate from some general illness. When 
there is no lasting palsy, and when there is no his¬ 
tory of initial palsy, we may nevertheless obtain 
some indication of it. You are familiar with the 
aspect of cases of infantile hemiplegia, you know 
that they frequently present a peculiar inco¬ 
ordination of voluntary movement, especially con¬ 
spicuous in the peculiar ataxy of the hand. When 
this is present in the arm, you will seldom fail to 
discern that in a slight smile there is more move¬ 
ment of the face on that side than on the other. 
You may often detect this when there is no other 
indication of hemiplegia. Corresponding to the 
side on which the convulsions begin, or to which 
they are limited, it is of very definite significance. 
Its significance, indeed, is far greater and more 
trustworthy than you would conceive from the 
trifling nature of the symptom. It is only in a 
minority of these cases that we find persistent 
hemiplegia. The tendency to “ discharge ” in the 
motor structures is due to damage; the hemiplegia 
is due to destruction. The tissues which are 
destroyed cannot give rise to convulsion. Hence, 
when the damage is too slight to cause persistent 
loss of power, or is situated outside the motor 
region but near it, so that the nerve elements in 
the motor region are damaged but not destroyed, 
the tendency to convulsions is met with in chief 
degree. 

The actual lesion in these cases is still a 
matter of conjecture to an almost strange degree. 
Perhaps, however, it is not so strange. The lesion 
is comparatively slight, and vitality in early life is 
strong and has a marvellous power of resisting the 
influence of local disease, readily as it often yields 
to a general morbid state. Although the motto of 
the Pathological Society asserts that death is not 
silent, the truth is relative. Death has her secrets 
still, and, when death does not unfold the closed 


roll, the secrecy often baffles the most careful 
scrutiny. Not only is scrutiny baffled, but effort 
is tantalized, and the region of inference is a field 
of % contest. Hence, opinions differ widely as to 
the character of such sudden lesions. Doubtless 
we shall not have to wait much longer before facts 
assist us. At present the opinion which seems to 
myself to deserve most weight is that there is a 
sudden occlusion of a small surface vein by dot, 
with the consequent intense congestion and haemor¬ 
rhagic softening of the region of the cortex. In 
the softened region the nerve elements are de¬ 
stroyed; an indurated contracted area ultimately 
represents the disease. There is not usually the 
actual softening that is met with in arterial ocdu- 
sion, or in traumatic injury, but on the margin of 
the chief destruction, in every form, there is a 
region of slighter damage, and it is, no doubt, 
from this that the discharges proceed. 

Remember that the function of the motor nerve 
structures depends on their ability to release a 
considerable amount of nerve force, without any ap- 
predable interval of time after the stimulus reaches 
them. There must be a large amount of “ latent 
energy” in the structures, which the stimulus at once 
releases as active force. In the structures in which 
the nutrition is deranged by the previous process, 
the energy is not retained in its latent form until 
the proper stimulus releases it; it accumulates and 
escapes without any influence, that we can recog¬ 
nize, acting upon the structures to cause the 
release of the force. This we call “discharge." 
The process, once set up, spreads widely in pro¬ 
portion to its energy. If this is slight, it is limited 
to the part in which it began; if greater, it spreads 
through that side of the brain; if greater still, to 
the opposite hemisphere. And note this—wher¬ 
ever it occurs, wherever it spreads—in every place 
the discharge leaves behind it a residual state dis¬ 
posing to its repetition. This residual disposition 
is, in health, the foundation of all our habits, of all 
our education, of all our acquirements, muscular 
and mental. It is the physical basis of memory, 
and it is the basis of such functional disease as 
that which we are now considering. It facilitates 
the spread of the discharge, so that the convul¬ 
sions, after a time, become general more readily 
than at first. Remember this, because we shall 
presently see that it has an important practical 
application. 

Lastly, there is yet a third class of cases in 
which epilepsy has its origin in infancy. There 
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are cases in which the first symptoms can be 
traced back, not only to infancy, but through 
infancy—back to the earliest period of separate 
existence. They are cases in which there were 
convulsions during the first two or three days of 
life, or, at least, convulsive twitchings and other 
indications, such as difficulty of swallowing, of 
grave impairment of the brain. These cases occur 
in the children who are the “first-born,” who 
enter the world with greater difficulty than those 
which follow them, and whose birth, as you can 
generally ascertain, was long and tedious, often 
needing the aid of instruments to terminate it soon 
enough to save the new life. You know that such 
children pass out of infancy into an imperfect 
physical childhood, with weakness of the legs, 
sometimes also of the arms, with irregularity of the 
movements of the hands, and often also with con¬ 
vulsions. You have heard the cases described, 
and they have doubtless been pointed out to you 
as examples of the condition for which I have pro¬ 
posed the name of “ birth palsy.” The symptoms 
are the result of damage to the cortex of the brain, 
commonly the effect of meningeal haemorrhage. 
When the damage is slight there may be no 
symptoms of paralysis, but its effect may be mani¬ 
fest by the occurrence of convulsions, either in 
childhood or in later life. Do not forget this 
because, although it is not common for epilepsy to 
be the sole effect, some cases, otherwise mys¬ 
terious, can be thus explained. 

You will meet with few cases of epilepsy in 
which the fits can be traced back to infancy which 
do not fall into one of these three classes, and you 
will seldom have any difficulty in discerning to 
which class a given case belongs. Of the small 
remainder, most are associated with congenital 
mental defect, and occur in families with neurotic 
disposition, and in which other instances of idiocy 
can be heard of. In these the malady must be 
ascribed to a congenital imperfection of the nerve 
tissue, of which the convulsions and the mental 
defect are both consequences. Such cases are 
usually self-evident. In the others, those which I 
have considered in this and the last lecture, the 
diagnosis is determined by the character of the 
fits and of the initial convulsions, and the circum¬ 
stances under which these occur. But there is 
one important effect of the influence of attacks 
in disposing to their recurrence. After long con¬ 
tinuance of convulsions, which begin locally and 
spread to the other side, the spread becomes 


facilitated by the residual disposition, and its 
influence on the whole brain may be such that 
minor attacks occur quite like those of idiopathic 
epilepsy. They are typical attacks of the form 
which is understood by the term petit mal . You 
must not, therefore, let the occurrence of these 
have weight against other evidence that the original 
cause was a local lesion. 

A still more important question is connected 
with this residual disposition, and its action in 
augmenting the tendency to discharge of structures 
far away from the initial seat of the process. The 
question to which I refer, is that of the removal 
of the part from which the discharge proceeds, the 
extreme instability of which is the source of each 
convulsion. The operation seems at first sight a 
promising one, but the condition with which we 
have to deal differs much from the state in which 
there is some removable disease outside the nerve 
tissue, and acting upon it, such as depressed bone. 
Should the disease proceed from tissue which has 
recovered from partial damage, and which is in the 
vicinity of the original lesion, it is necessary to 
take away all that is around the latter in order 
to afford a reasonable prospect of the cessation of 
the fits. This involves, however, an increased loss 
of substance in the motor region, and an increased 
loss of function. There is at once increased loss 
of power, and although this lessens, it is per¬ 
manently greater than before. It is, however, 
seldom sufficient to be put against the entire 
arrest of frequent and severe convulsions. Un¬ 
fortunately, in a considerable proportion of the 
cases this arrest is not obtained. After an interval 
of freedom, which excites hope, the attacks return. 
This is not indeed surprising. The operation is 
only undertaken after long years of recurring fits. 
Every discharge has helped to fix the tendency in 
the structures, and in greater degree the nearer 
they are to the original lesion. The operation 
itself cannot but have, on the adjacent structures, 
some of the influence which the original lesion 
had on those near it, and this fresh influence will 
be exerted on structures already accustomed to 
discharge. How profound the effect on the whole 
brain is in these cases, is sufficiently shown by 
the occasional occurrence of the minor attacks 
already spoken of. When the prospect of failure 
is added to the definite risk of the operation, 
which involves at least some danger that life may 
be terminated in forty-eight hours by acute cere- 
britis, its value must have been already reduced 
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almost to zero by the fits to make the proceeding 
justifiable. 

Underlying all the phenomena of epilepsy, 
whatever its cause and whatever its features, there 
is one fact which it is important to recognize and 
to realize. Convulsions are far nearer normal 
action than their startling aspect suggests. In 
health, the nerve centres are always ready for 
the instant vigorous liberation of nerve force. A 
perception of danger induces in an animal, and 
often also in man, motor activity as intense as that 
of an epileptic fit. The nerve structures, by their 
nutritional state, hold, ever ready for release, the 
latent energy which excites the muscles, and this 
in what we consider vast amount. Considered 
from the dynamical point of view, it is no doubt 
trifling, not to be measured by its manifestation 
in the muscular contraction it excites. But the 
perfect readiness, which underlies its instant release 
in health, underlies also its instant liberation in 
disease, and thus it is less difficult for us to 
conceive the fact that the apparent causes of 
epilepsy are often such as seem to us inadequate. 

I have no practical facts of prognosis or treat¬ 
ment to state to you, which result from the causal 
conditions I have described, except this. The 
cases in which we can trace an organic cause are 
less amenable to treatment than are those which 
are purely idiopathic. When the infantile con¬ 
vulsions of rickets are the remote cause of the 
disease, the prognosis is only influenced by the 
long duration of the malady. But when an old 
organic lesion gives rise to the affection, and is 
perpetuated by its extensive influence on the func¬ 
tional action of the motor structures, the treatment 
which is useful in the idiopathic affection is less 
effectual. Exceptions there are, and most cases 
are susceptible of benefit, but on the whole we 
can feel less hopeful of effecting great good in 
such cases than in others. 


Ovaritis. —This affords much relief in cases ol 
ovaritis: 

R Morphia.gr.xv 


Menthol 
Camphor ... 
Ol. cinnamon 
Lanolin 


M. 


gr.xxxv 

gr.xx 

gtt.xx 

3 


Sig.: Apply twice or thrice daily ovei 
the seat of pain. 

(Indiana Med\ Jour.) 


CONGENITAL SYPHILITIC 
CURVATURE OF THE TIBIA. 

BY 

A. H. TUBBY, M.S. Lond.. F.B.O.S. Eng., 

Surgeon to Out-Patients, Evelina Hospital for Sick Children; 
Surgeon to the National Orthopaedic Hospital. 


Instances of pure congenital syphilitic curva¬ 
ture of the tibia are sufficiently rare to warrant me 
in giving details of, and figures from this case. 

M. E., aged 5, came to me at the National 
Orthopaedic Hospital, in October, 1892. There 
are five children in the family, and this is the 
second child. The mother has had no miscarriage, 
but she suffered from a rash after the birth of this 
patient, who had snuffles at birth, and “red spots” 
on the body, up to three years of age. There is 
now a peculiar earthy pallor, with the high-arched 
palate and the scoring round the mouth associated 
with the congenital taint. The mother states that 
this child was born at the eighth month. It should 
be added that the next child has also shown signs 
of congenital syphilis. 

The Deformity. This is shewn in the figures. On 
looking at the child from the front but little abnor¬ 
mality is observed, except some genu-valgtun. A 
lateral view, however, shows a remarkable anterior 
curvature on both legs, nearly symmetrical, and 
affecting the middle rather than the lower third. 
The curvature in both cases is directly anterior 
and not antero-lateral. The crest of the tibia is 
very rounded, and the internal and external sur¬ 
faces of the bone are convex. 

Im rickets, the curvature of the tibia is markedly 
different. The curve is either lateral or antero¬ 
lateral, and not directly anterior. The crest of the 
tibia is sharp and prominent, and the internal and 
external surfaces are concave, so that, in all these 
respects, my case differs entirely from a rhaehitic 
curve. I have since seen a similar case among 
the out-patients at Guy’s Hospital, but have been 
unable to obtain a picture of it. 

Parrot states that congenital syphilis of the 
bones assumes two principal forms; one Atrophic 
and the other Hypertrophic. The Atrophic form, 
he divides into two varieties, the gelatini-form, in 
which rapid decalcification of the compact tissue 
occurs, with melting away of the lamellae, and the 
appearance of large spaces between them filled with 
a gelatinous substance; and chondro-calcareous 
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atrophy, which is well exemplified in the epiphysial 
line, causing syphilitic epiphysitis and giving rise 
to syphilitic pseudo-paralysis. The second form 
of the disease is called the Hypertrophic or the 
Osteo-phytic. If this is hard or bony it is called 
osteoid tissue; if soft, fibro-spongioid or rhachitic. 
The most common situations are the cranium, 
humerus, tibia, femur, and ulna. It is highly pro¬ 



bable that in the case of M. E., the genu-valgum 
is due to a syphilitic affection of the inner part of 
the lower epiphysis of the femur, and in her case 
the anterior curvature of the tibia is probably 
osteoid in variety. 

Microscopic examination shows that the osteoid 
growth is composed of trabeculae, arranged more 
or less perpendicularly to the surface of the bone, 
separated from each other by medullary tissue; 
the new tissue contains large quantities of lime 
salts. It differs from normal bone in its brittleness 
and in its yellow or pink colour. There is almost 
always a distinct line of demarcation between the 
new tissue and the healthy bone beneath. 


ON THE MANAGEMENT OF 
SEVERE INJURY OF THE EYE. 

BY 

ROBERT BRUDENEIilj CARTER, F.R.O.S., 
Consulting Ophthalmic Suigeon to St. George’s Hospital. 


There are few cases in surgery which involve 
a heavier or more anxious responsibility than 
those in which an eye has been injured so severely 
as to become a possible exciting cause of sym¬ 
pathetic ophthalmia, but not so severely as to 
preclude hope of its recovery with useful sight. 
There are, I believe, practitioners who adopt what 
our forefathers would have called “ a short way ” 
in such cases; and who invariably remove an 
injured eye in order, as they say, to afford security 
to the sound one, without very much consideration 
of the loss suffered by the patient. Such practice 
may be excellent rule of thumb, but it can hardly 
be called either science or surgery; for it is clearly 
the duty of the surgeon to be as conservative as 
circumstances will permit, and to preserve as much 
of any organ or endowment as may be possible. 
The fact that some injuries of the eye are followed 
by sympathetic ophthalmia of its fellow, and that 
this may entail total loss of sight, should never be 
absent from the memory; but, at the same time, 
it affords no excuse for the sacrifice of eyes in cir¬ 
cumstances in which the danger can be obviated 
or overcome. Every case should be carefully 
studied in its details, and all its peculiarities should 
be fully weighed, before any decision is formed or 
acted upon. 

C. C., a boy 8 years old, was sent to me 
from the country on the 18th of August, 1892. 
The point of a toy arrow had entered his right 
eye a few days previously, the wound of entrance 
being wholly within the limits of the cornea. 
There was traumatic cataract, with much swelling 
of the opaque lens, and some iritis. The cornea 
was transparent around the wound, perception of 
light and projection unimpaired. There was but 
little pain, and I decided upon attempting to 
save the eye. Iridectomy was performed on the 
following day, and most of the wounded lens was 
removed by suction. Matters progressed fairly 
well, and, on the 27 th of the month, the child 
went home to be watched over by the family 
medical attendant. He returned to me for in¬ 
spection on the 9th of September, when I found 
r Digitized by VjUUVIC 





318 The Clinical Journal, do.] MB. BRUDENELL CARTER—INJURY OF THE EYE. [Sept 12,1894. 


but little change, the eye still congested, the 
anterior chamber containing lymph, and vision 
not improved. The left eye was then perfectly 
normal. I told the friends that I feared it would 
not be possible to save useful sight in the injured 
eye, but that I would give the case another fort¬ 
night, after which, unless there was decided im¬ 
provement, I should advise the performance of 
Mules’s operation. The child went back to his 
country home on the next day, the ioth, but was 
hastily sent up again by his family doctor on the 
13th, in consequence of inflammation having com¬ 
menced in the left eye. I saw him on the morning 
of the 14th, and found declared sympathetic oph¬ 
thalmia of considerable severity. There were 
adhesions of the pupil, puncdform deposits on 
the inner surface of the cornea, and there was a 
considerable amount of lymph in the anterior 
chamber. In these circumstances, I feared to 
trust to a Mules’s operation, and removed the 
injured eye the same morning, even although this 
proceeding is said to be of doubtful efficacy when 
once sympathetic ophthalmia is established. The 
child remained in a nursing home in London, 
where I had him placed in a darkened room. A 
drop of a strong solution of atropine and cocaine 
was applied to the left eye every four hours, and 
a wafer containing T0 V^th of a grain of perchloride 
of mercury night and morning; a drachm of mer¬ 
curial ointment was rubbed into the inner side 
of one thigh twice a day, and quinine was given 
internally. Under this treatment steady improve¬ 
ment occurred, the pupil became dilated, the 
adhesions yielded, and the lymph was absorbed. 
In about three weeks, and in view of the better 
condition, the mercurial inunction was omitted, 
but the omission was followed by speedy relapse. 
The ointment was at once resumed with good 
result; but, when it was again left off, a second 
relapse occurred. When this had yielded, the 
mercury was relinquished by degrees, very gradually 
and carefully, this time without accident, and the 
boy returned home at the end of January, 1893, 
practically quite well, and with nothing to show 
what he had passed through except that the move¬ 
ments of the pupil were sluggish and imperfect, as 
if the iris stroma were still more or less pervaded by 
effused lymph. The normal activity was gradually 
restored; and, in March of this year, I found the 
eye perfectly well. It is hypermetropic to two 
dioptres; but, with a glass of this power, the 
distant vision is normal, and brilliant type is easily 


read in the hand. The mobility of the pupil is 
completely restored. Perhaps the most remarkable 
feature of the case was that the large amount of 
mercury administered never produced any un¬ 
pleasant symptom. The boy, although healthy, 
would fairly have been described as delicate- 
looking when he received the injury. He im¬ 
proved greatly in general appearance during the 
four months of his stay in London, and is now 
strong and robust. 

J. B., a boy of 10 years old, was playing with a 
toy percussion gun on the evening of the 25th of 
December, 1893. The hammer was not counter¬ 
sunk to inclose the cap and nipple, but struck 
with a flat surface, so that the fragments of an 
exploded cap were scattered in all directions, and 
a considerable piece entered the boy’s left eye 
He was brought to me on the morning of the 
26th, when I found a horizontal corneal wound 
below the area of the pupil, which was contracted, 
but through which the corner of a piece of copper 
could be seen lying behind the iris, the rest of the 
piece being concealed by the iris on the temporal 
side. On the same day I performed iridectomy 
outwards, and extracted the piece of copper, which 
may have been about one-fourth of the cylindrical 
portion of the cap. There was an insignificant 
loss of vitreous, but nothing was seen of the lens, 
which had apparently been dislocated by the in¬ 
jury. There was a good deal of pain after the 
operation, and on the following day the opaque 
lens showed itself in the pupillary space, and 
became adherent to the iris. A leech was applied 
to the temple, atropine and cocaine were freely 
used, and the irritation subsided, but did not 
entirely disappear until the absorption of the lens 
was completed. Vision continued to improve, 
and on the 29th of January I noted that the lens 
had disappeared and that several large test-types 
could be read with the assistance of a +10 glass. 
On the 26th of July the pupil had become an 
elliptical horizontal slit above the line of corneal 
cicatrix, the eye was of normal tension, white and 
quiet, and, on account of the smallness of the 
pupil, moderately large types could be read with¬ 
out assistance. A glass of +10 gave 8/2oths of 
normal vision, and, with +14, brilliant type could 
be read easily in the hand. The defensive field 
was perfect. 

As far as the original character of the injuries 
was concerned, these two cases presented a re¬ 
markable degree of resemblance. In both the 
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external wound was strictly limited to tbe cornea, 
in both there was traumatic cataract, and in both 
there was reason to believe that the deeper parts 
of the eye had escaped. The chief point of 
difference was probably in the character of the 
missiles by which the injuries were respectively 
inflicted. In the first case, two boys had been 
playing with bows and arrows in a garden, shoot¬ 
ing their arrows about at random and picking 
them up again, and they finally agreed to take 
each other’s backs as targets, and to shoot in turn. 
My patient, being the target, thought the arrow 
long in coming, and turned his head to look for 
it, hence receiving it in his eye. The point was 
almost certainly loaded with septic material, which 
probably determined the character of the resulting 
inflammation. In the second case, the percussion 
caps had been in the boy’s pocket; but it seems 
likely that the fragments of the one which was 
used were effectually sterilized by the heat of the 
explosion, and that what penetrated the eye was a 
piece of metal, clean in the surgical sense. It was 
impossible to overlook the great difference in the 
character of the iritis and of its products in the 
two cases; and I can recall several other instances 
in which inflammation of a distinctly septic cha¬ 
racter has followed upon injuries to tbe eye which 
were not at first of great apparent severity, but 
which were inflicted by dirty substances, such as 
chips of wood, old metallic pens, and so forth. 
We have been accustomed to believe that wounds 
of the ciliary region were especially apt to produce 
sympathetic ophthalmia; but if we may regard 
this most unfortunate consequence as being pro¬ 
bably septic in its origin, it seems as if the old 
view would have to be reconsidered, and as if it 
may have been at first based upon a deduction 
from a limited number of instances, and then 
transferred, with a strange and mischievous vitality, 
from one text-book to another. My experience of 
recent years would certainly induce me to attach 
very high importance to the question whether, in 
any case of injury, septic inoculation was likely to 
have occurred, and to watch very carefully for any 
indications in this direction which the character of 
the inflammation might afford. Chief among these 
characters I should place a tendency to extension 
or diffusion of the inflammatory process, a general 
turbidity of the contents of the anterior chamber, 
and an inclination on the part of the effused lymph 
to assume the characters of pus. 

When the inflammation following injury to an 


eye assumes a definitely septic character, I should 
abandon, generally speaking, any expectation of 
preserving useful vision, and should make the 
safety of the uninjured eye the chief or even the 
sole consideration. Not only is the risk of sym¬ 
pathetic trouble much greater in such cases, but 
the septic inflammation itself is but little amenable 
to control, and is likely to extend to the choroid, 
and to produce softening and wasting of the globe. 
When once inflammation of a septic character is 
established, delay in dealing with it offers no 
advantages equivalent to the serious risks which 
such delay must entail. 

What, then, should be done ? Practically 
speaking, only two courses are open to the sur¬ 
geon—the removal of the injured eye, or the per¬ 
formance upon it of Mules’s operation. In all 
ordinary circumstances I greatly prefer the latter; 
and, for some years past, have only performed 
enucleation under very special conditions. 

In Mules’s operation, the cornea and the whole 
contents of the eyeball being first removed, the 
sclerotic cavity is rendered thoroughly aseptic, and 
is then filled by a sterilized ball, of glass or silver, 
over which the edges of the sclera sue united by 
sutures. The attachments of the muscles are left 
untouched, and the result is a globular stump, 
which moves perfectly with the sound eye in every 
direction, and which affords a firm support for an 
artificial one. There is no cavity behind the arti¬ 
ficial eye to retain secretion, no painful pressure 
from its edges, and practically no limitation of its 
movements. When carefully made and fitted, it 
is not to be distinguished from a natural eye, 
and the patient soon becomes unconscious of its 
presence. I have now performed Mules’s opera¬ 
tion in a very large number of cases, both in 
hospital and in private practice, upon patients 
ranging in age from nine months to seventy years, 
and my earlier cases have now been for eight 
years under observation. My experience is that 
the Mules affords as much security against sympa¬ 
thetic ophthalmia as can be afforded by enuclea¬ 
tion, that it is infinitely superior to enucleation in 
point of convenience, comfort and appearance, 
and that it is always to be preferred to enucleation 
excepting in very feeble and aged persons, in 
cases of malignant growth within the eye, and in 
cases in which sympathetic ophthalmia has actually 
commenced. In all these I have performed 
enucleation; but, in the last-mentioned class, in 
deference to the opinion of others, rather than in 
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accordance with my own. In all the ordinary 
circumstances in which enucleation is performed 
I regard the removal of the eye as a slovenly and 
unjustifiable mutilation. 

I am quite aware that my favourable opinion of 
Mules's operation is dissented from by a certain 
number of ophthalmic surgeons, especially, I 
think, in London. The truth is that the opera¬ 
tion, like many others, can only be brought to a 
successful issue by careful attention to many 
points of detail; and it has been tried and aban¬ 
doned by some surgeons without this attention 
ever having been bestowed upon it. I once heard 
it condemned, in strong language, by a surgeon 
who admitted that he had never done it at all, and 
who, when pressed by me to give some reasons 
for his condemnation, could only say that the 
operation “was opposed to all his surgical in¬ 
stincts." I ventured to remind him of Paley’s 
definition of instinct, as “ an impulse, independent 
of reflection and prior to experience,” and to add 
that, in my case, reflection and experience had 
alike led me to a different view. I asked him to 
formulate his objections in a paper for a medical 
society, and said that I would meet him in the dis¬ 
cussion and would exhibit cases, but this offer he 
did not accept. I have heard of instances in 
which prejudicial results were said to have fol¬ 
lowed the operation, but in these, as they were 
described to me, the essential conditions of suc¬ 
cess had not been fulfilled by the operators, who 
seemed not even to have made themselves masters 
of Dr. Mules’s original description of the steps of 
his procedure, and still less of the various im¬ 
provements in detail which have since been sug¬ 
gested by myself and others. The only objections 
to it, when correctly performed, which can be 
sustained in the face of a now veiy extensive 
experience, are that the edges of the sclera will 
sometimes fail to unite, and that the union, 
although apparently perfect when formed, will 
sometimes give way in the course of years and 
permit the escape of the ball. In either of these 
cases the resulting stump, formed by the collapsed 
sclera with its muscles retaining their natural 
attachments, is far superior to the best basis for an 
artificial eye which is ever left after enucleation. 
Failure of union, moreover, although not un¬ 
common in the earlier cases, can be prevented 
with a very near approach to certainty by the 
proper selection and proper insertion of the 
sutures. With reference to the alleged “ severity ” 


of the operation, I may say that I performed 
it, on the 13th of last August, upon a little girl, 6 
years of age; that the sutures were removed on 
the 20th, and that she went home well on the 23rd. 

It cannot be said that we possess, as yet, any 
certain knowledge with regard either to the causes 
of sympathetic ophthalmia, or to the channel 
or channels through which these causes may be 
conveyed; and it is impossible to ignore the fact 
that very many diseases of the eye, altogether 
independent of injury, are apt to appear in the 
second after they have existed for some time 
in the first. Some of these, as, for example, the 
keratitis of inherited syphilis, must be regarded as 
being essentially of constitutional origin; but it is 
none the less uncertain to what extent the ap¬ 
pearance of the malady in the second eye may be 
due to such an origin, or to direct propagation 
through some unknown channel from the first. 
The uncertainty which envelops the causes of 
sympathetic ophthalmia, extends, almost ne¬ 
cessarily, to the period of time during which 
these causes may be operative; and forbids any 
positive conclusion as to the period at which the 
danger either commences or passes away. We 
know by experience that sympathetic ophthalmia 
seldom follows injury until at least five or six 
weeks after it has been inflicted; but the excep¬ 
tions to this rule are too numerous for the rule 
itself to be relied upon as a source of safety. In 
the case of C. C., for example, related above, only 
four weeks intervened; and still shorter periods 
have been placed on record. The safe course 
would seem to be, if the character of the inflamma¬ 
tion justifies any fear of sympathetic mischief, to 
proceed without delay to such operative procedure 
as to render its occurrence in the highest degree 
improbable. It is manifestly impossible to say 
how soon the causes of infection may depart from 
the injured eye on a journey which may conduct 
them to the other; and it is, therefore, impossible 
to declare that, at any given time, either enuclea¬ 
tion or Mules’s operation will confer absolute 
safety. The result must be tested by time before 
it can be looked upon as secure. 

The experience afforded by the case of C G, 
with regard to the influence of mercury in checking, 
I will even say in curing, sympathetic ophthalmia, is 
manifestly of the greatest clinical value and import 
tance. The control of mercury over common 
plastic iritis has become a truism, but no similar 

control has hitherto been recorded in sympathetic 
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cases, which have almost invariably gone on to 
destruction. It may fairly be asked whether some¬ 
thing was not due to the quantity administered and 
to the method of administration. The way in which 
the omission of the inunction was twice followed 
by relapse was extremely remarkable, and seems 
to leave no room for doubt that this inunction was 
the cause of the improvement which was produced. 
The application of mercurial wafers to the eye 
itself was never suspended, and their action, there¬ 
fore, was at best only subsidiary. Fortunately, there 
was nothing to interfere with the continuance of 
the treatment; and it is interesting to consider how 
far such continuance would have been justifiable, 
•s a security against otherwise unavoidable blind¬ 
ness, if symptoms of mercurial poisoning had shown 
themselves. How far might we conclude that such 
symptoms would indicate a greater susceptibility 
to the therapeutic as well as to the deleterious 
action of the mineral, and how for should we be 
justified in hoping to bring about a cure by perse¬ 
verance in smaller doses ? How far, again, was the 
quinine of value, either as a bactericide, or as an 
aid to the system to resist the injurious effects of the 
mercury? The case bristles with problems of 
which the foregoing are but examples; and the in- 
•fooces of sympathetic ophthalmia are, fortunately, 
not sufficiently numerous to furnish data for any 
speedy solution of them. In the absence of such 
a solution, I think we have facts enough to supply 
os with certain definite propositions, which, in the 
present state of knowledge, may be accepted as 
guides to practice. As long as an injured eye is 
apparently aseptic, we may retain some hope of 
being able to guide it towards recovery; but, 
whenever the inflammation assumes a septic cha- 
I acter, we should perform Mules’ operation, or 
•bould enucleate, without unnecessary delay; and, 
whenever sympathetic ophthalmia becomes de¬ 
veloped, we should carry the sustained administra¬ 
tion of mercury by inunction, together with the 
internal administration of quinine, to the fullest 
Hmits which the condition and idiosjncrades of 
the patient will allow. I have more than once 
seen sympathetic ophthalmia stop, short of the 
production of absolute blindness; but, prior to the 
case of C. C., I have never seen it completely 
cored. The conditions by which that cure was 
brought about should, I think, be made to repeat 
themselves, in other instances of the disease, with 
os much exactness as the circumstances of each 
case may render possible. 


A CLINICAL LECTURE 

ON 

PUERPERAL SEPTICAEMIA. 

BY 

T. MORE MADDEN, M.D., F.R.O.S. Edin., 

Obstetric Physician and Gynaecologist to the Mater 
Misericordiae Hospital; Consultant and Ex-Master National 
Lying-in Hospital, Dublin, etc. 


Gentlemen, —Although the beds under my 
charge in this hospital are chiefly occupied by 
strictly gynaecological cases, we are occasionally 
here also confronted with disorders directly 
consequent on parturition, such as pelvic cellu¬ 
litis, phlegmasia dolens, mammary abscess, and, 
though less frequently, puerperal septicaemia. To 
the latter of these I desire on the present occasion 
to direct your attention, as we have in St. Monica’s 
Ward a typical instance of this kind in the case 
of a patient who, a week ago, when admitted into 
hospital, eight days after a premature confinement, 
presented well-marked symptoms of septicaemia, 
her pulse being 120°, temperature 104°, the mam¬ 
mary secretion arrested, and the lochial discharge 
foetid and scanty. Under the method of treat¬ 
ment adopted, to which I shall refer subsequently, 
her condition has so far improved that there is 
now apparently a fair probability of a favourable 
termination. 

Before referring to the general symptoms and 
treatment of such cases, and to their prophylaxis, 
I must allude to their etiology, and in so doing I 
shall avail myself of a recent communication of 
mine to the Royal Academy of Medicine,* on 
puerperal septicaemia, a subject of which I have a 
somewhat long and extensive experience. This 
disease is one well entitled to your most careful 
consideration, it being but too clearly evinced by 
the recent Annual Death Reports of the Registrar- 
General, that there still remains abundant need 
for all the light that can be thrown on its causes, 
prevention, and treatment by clinical observation 
as well as by scientific research. 

Under the term puerperal septicaemia, I would 
include all those forms of infective pyrexial disease 
that are immediately consequent on parturition, 
and peculiar to the puerperal condition, or which 
then assume a specific character. Hence the older 
expressions—puerperal or lying-in fever, metro- 

• Vide “The Dublin Journal of Medical Science,” June, 18944 
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peritonitis, metria, etc., should be considered as 
merely synonyms for a disease, or group of diseases, 
the characteristic of which is an infective affinity 
for the puerperal state, and the varying phases and 
different symptoms of which in successive epidemics 
are chiefly ascribable to the special circumstances, 
hygienic surroundings, and constitutional con¬ 
dition of the patients in each instance, as well as 
to the source of the septic matter, or infective 
micro-organisms, in which must be sought the 
fons et origo of every type of puerperal fever. 

Etiology of Puerperal Septicemia .— Bacteria . 

The specific nature of the organic germs in 
which we now recognize the starting-point of 
septicaemia after child-birth is, however, a question 
which as yet is by no means definitively settled.* 
As Dr. Manton of Detroit has observed in an able 
resumk of the modem literature of this subject, 
although many workers are in the field endeavour¬ 
ing to discover a special germ of puerperal 
infection, no great addition has been made to our 
positive knowledge of the subject The great 
difficulty lies in the fact that apparently the same 
micro-organisms found in septic infection are also 
found in a variety of other morbid conditions, and 
even in the healthy body. 

Smith has discovered in cultures from the heart- 
blood of a woman dead of “ puerperal fever,” a 
streptococcus which he believes to be specific, as 
the same organism was found in blood taken from 
the finger of a woman suffering from puerperal 
septic infection. He states that his germ differs 
essentially from all other streptococci, and from 
those described by Fehleisen and Rasenbach. 
Lustig has also demonstrated a streptococcus in 
the blood from the heart and spleen of a woman 
who died from septic endometritis and peritonitis, 
but concludes that the organism is identical with 
that of Fehleisen. Clivio and Monti have pub¬ 
lished similar observations. 

Bumm states that the micro-organisms which 
cause the infectious form of puerperal fever are 
almost exclusively the chain micrococci, which are 
identical with the streptococci of ordinary wound 
infection. He believes that the differentiation of 
streptococci into streptococcus erysipelatis, etc, 
is purely artificial, as no morphological or bio¬ 
logical differences exist between the streptococci 
of phlegmon, puerperal septicaemia, and true ery¬ 
sipelas. Widal concurs with this opinion, as he 
has found the streptococcus pyogenes not only in 


septic infection, but in erysipelas, suppurative 
pleuritis occurring in the puerperium, and other 
conditions.* 

The investigations thus summarized sustain the 
opinion which I have before expressed from evi¬ 
dence furnished by the history of epidemics of 
puerperal fever that in my own day and previously 
have from time to time prevailed in the Dublin, as 
in all other lying-in hospitals, viz., that puerperal 
septicaemia may result from infection with the 
poison of various zymotic diseases, such as ery¬ 
sipelas, scarlatina and typhoidal fevers, as well as 
from contagion transmitted from patients suffering 
from puerperal fever. 

“ Researches into the germ theory of disease," 
as Dr. Kinnead says, “ would seem to support this 
view. Thus it is stated that micro-organisms of 
one group may, by development, change into one 
of another group— a micrococcus developing into 
a bacterium, this into a bacillus, and this again 
into a spirillum. Buchner believed that, by 
changing the nutritive soil, the micro-organisms 
could be altered. His experiments are looked on 
as uncertain, because he used in some of them 
blood; but blood could hardly be a more impure 
cultivator than the fluids of a puerperal woman. 
According to Wemich, an innocent bacillus may 
develop in a typhoid one, and it appears probable 
that it is the condition of the virus which deter¬ 
mines the form of the disease set up by the micro¬ 
organism ” 

Traumatic Causes of Puerperal Septicemia . 

Amongst the channels through which bacteria 
may invade the puerperal system not the least 
important are traumatic lesions of the genital 
tract, such as lacerations of the perinaeum and 
cervix uteri and vaginal abrasions from parturition, 
however slight and unrecognized their extent may 
be. Nor should it be forgotten that such lesions, 
as shown by Leopold,t are not unlikely to be¬ 
come the avenues of puerperal infection originat¬ 
ing in the introduction, by careless examination or 
otherwise, of purulent or gonorrhoeal matter, 
dirt, urine, faeces, or vulvo-vaginal discharges, the 
latter of which may possibly contain pathogenic 
micro-organisms or germs. 

Under these circumstances the importance of 
thoroughly cleansing the genital tract by hot 

• Vide “ Puerperal Diseases," by W. P. Manton, M.D., 
in Annual of Universal Medical Sciences, vol. ii., 189a. 

f Leopold, “Centralbl. fiir Gynak.”, No. 29, 1892. 
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water irrigation, preferably medicated with some 
safe and effectual antiseptic, such as boric acid 
{3ij to the pint) or carbolic acid (1 in 40) or lysol 
{1 in 100) immediately before as well as after 
delivery is apparent. No less obvious is the 
necessity for the strictest asepsis in the manage¬ 
ment of every stage of labour as well as of the 
puerperium to prevent the possible conveyance 
of infection through the hand of the midwifery 
attendant. For the prevention of this danger 
something more, however, is required than the 
Toutine practice now relied on by some practi¬ 
tioners and nurses of dipping their hands (not 
impossibly previously undeansed) in corrosive 
sublimate or other antiseptic solutions. For my 
own part, although I fully recognize the utility of 
antiseptics, and I yield to no one in my apprecia¬ 
tion of their importance as adjuncts to asepsis, I 
believe that they can never replace the latter, 
and per se, without it, as probably of about as 
much value as “ the fetish of an African medicine 
man” might be under similar drcumstances. 
Hence I would still advise you to rely chiefly on 
•cleanliness as the most effective prophylactic 
of puerperal septicaemia. That obstetric asepsis 
should as far as possible be secured by long and 
•careful hand-scrubbing in dean hot water with 
nail-brush and soap (if strong carbolic soap so 
much the better), after which the surgeon’s hand 
ought to be soaked in an antiseptic solution before 
oach and every vaginal or uterine examination or 
•contact with the lying-in woman. Besides this, it 
will be necessary to give due consideration to sub¬ 
sequent local irrigation and careful attention to 
the perfect cleanliness of the person and surround¬ 
ings of your patient in every midwifery case. 

Auto* Infection. 

Although no longer holding the position formerly 
assigned to it in the etiology of puerperal fever, 
this cannot be dismissed from consideration as a 
principal factor in the causation of the disease. 
To that source of puerperal sepsis should, I think, 
be attached a greater importance and a different 
significance than is assigned by Kaltenbach, who 
•defines auto-infection as “a process in which 
the micro-organisms which are present in the 
genital secretions before labour develop virulence.” 
If this view be a correct one it should lead us to 
Tely on the systematic use of antiseptic vaginal 
injections for some time previous to the expected 
date of labour, as the most effectual prophylactic 1 


of auto-genetic puerperal fever. But this con¬ 
clusion is not borne out by experience. According 
to Dr. Herman the results observed in hospitals 
where that practice was followed have not proved 
better than those attained without it, and as the 
same writer concludes: “ The usefulness of vaginal 
injections before delivery is theoretically not shown, 
practically not proved; moreover, such injections 
may be the means of doing harm, and, therefore, 
midwives should not be taught to use them.” 
Moreover, if, as Bokelmann pointed out, no one 
has demonstrated pathogenic germs in either the 
ante- or post-partum vaginal discharges of a 
healthy woman the preparatory disinfection of 
this passage cadnot be necessary in such cases. 

It does not, however, appear to me necessary to 
admit the existence of pathological microbes in 
the antepartum vaginal secretions of a healthy 
woman to understand the occurrence of so-called 
auto-genitic puerperal fever; the more probable 
explanation of which may be found in the de¬ 
composition of retained puerperal discharges, 
clots, membranes, or placental debris, into which 
infective micro-organisms have gained access. 

For the prevention, therefore, of such infection, 
all those details of skilled nursing by which the 
nearest approach to asepsis may be attained in the 
general management of the lying-in patient are of 
vital importance. Nor is it beneath the practi¬ 
tioner to see that these precautions are properly 
carried out by the nurse, and that throughout the 
puerperium the genitalia are kept as free as 
possible from sepsis by frequent and systematic 
antiseptic ablutions. For this purpose the ordinary 
sponges, which are too commonly employed in the 
puerperal toilet, should be replaced by artificial 
sponges, or by wood wool pads, which can be 
thrown into the fire immediately after use. In 
like manner sanitary napkins of the same ma¬ 
terial, which may be similarly destroyed when 
soiled, should be substituted for linen diapers. The 
excreta should be received in utensils containing 
chloride of lime or izal, and at once removed from 
the lying-in room, for the perfect cleanliness of 
every part of which the nurse should be made to 
feel herself under the ever-watchful supervision of 
the obstetrician. 

All such attention to external cleanliness will 
however, avail little for the prevention of puerperal 
septicaemia if the complete asepsis of the internal 
genital tract be neglected. With this view the 
importance of favouring natural drainage, or escape 
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of utero-vaginal discharges, which, as Dr. Goodell, 
of Philadelphia, and Dr. Duke, of Cheltenham, 
have shown, may be facilitated by departing from 
the routine maintenance of the horizontal position, 
frequently too rigidly or too long enforced during 
the puerperiom, must commend itself to every 
obstetrician, no less than the advantages then 
obtainable from thoroughly washing away from 
the parts all such possibly pent-up discharges by 
efficient local antiseptic flushing by the uterine 
irrigator. 

Whether the latter practice is universally neces¬ 
sary or not after perfectly normal labour there is 
still difference of opinion. Nevertheless, with 
some eminent exceptions, the consensus of modern 
opinion is in its favour as a general rule of practice, 
and when not specially contra-indicated. There 
can, however, be no possible doubt whatever of 
the absolute necessity of thus washing out the 
uterus as well as the vagina in every instance of 
deviation from the course of natural delivery that 
has called for instrumental or manual interposition, 
or labour has been unduly protracted, or the ex¬ 
pulsion of the placenta delayed, or the soft parts 
injured; as well as cases wherein, either from too 
frequent or careless examinations, or where, from 
the general condition of the patient, or of her 
surroundings, there has been any special probability 
of the admission of sepsis. Under all such cir¬ 
cumstances unquestionably the uterus should be 
thoroughly flushed out, immediately after delivery, 
with hot water (120°), medicated with some suit¬ 
able antiseptic, by means of the irrigator, and 
never by the ordinary syphon syringe. 

The last-named instrument, though in common 
use, is, in my opinion, decidedly unsafe when 
employed for the purpose now referred to, as 
exemplified in the cases which I have elsewhere 
recorded in which fluid thus injected was forced, 
with serious consequences, into the peritoneal 
cavity through the patulous fallopian tubes, or into 
the general circulation through the open uterine 
sinuses. Hence I would again counsel the com¬ 
plete disuse of the ordinary syringe in midwifery 
practice, and recommend in its stead the employ¬ 
ment of an irrigator such as that here shown, 
which I first exhibited nearly twenty years ago, 
and which since then has been reproduced by 
others, without acknowledgment, as an appliance 
by which the necessary washing out of the uterus 
after parturition may be more safely as well as 
effectually accomplished. 


To thus cleanse out the uterus pure hot water, 
if properly employed in sufficient quantity and at 
a sufficiently high temperature, viz., 120°, may 
probably in many instances be found as efficient 
as any of the antiseptic solutions in general use, 
and has the advantage of being procurable when 
no antiseptic may be obtainable. This is, how¬ 
ever, seldom the case, and where we have the 
power we are, I think, bound to employ an anti¬ 
septic, and in so doing to consider not only the 
potency of its germicidal action but also the safety 
of its use. Of these agents, for the purpose 
under consideration, I myself therefore prefer 
either a 1 in 50 or 60 solution of carbolic add, 
or a saturated boric solution (§ss ad Oj), or 
turpentine (§ss ad Oj), or some one of the still 
milder disinfectants, such as a ten volume prepara¬ 
tion of peroxide of hydrogen, or Condy’s fluid, or 
sanitas, in preference to corrosive sublimate solu¬ 
tion for intra-uterine flushing. The latter, although 
probably the most active and generally employed, 
is, in my opinion, the most hazardous to the 
patient of all germiddes used in obstetric practice. 
If so employed at all, the solution of bichloride of 
mercury should never be stronger than 1 in 2000, 
which is sufficiently germicidal whilst of course 
less liable to produce those toxicological and 
fatal effects that have followed the use of the 
unnecessarily strong solutions (such as 1 in 1000 
or even 1 in 500) recommended by some author¬ 
ities, of this unsafe uterine antiseptic, the obstetric 
use of which should I think be chiefly restricted 
to ablutions of the external genitalia. 


Atmospheric , Epidemic and Endemic Causes of 
Puerperal Fever . 


Besides those sources whence the infection of 
puerperal septicaemia may invade the utero-genital 
tracts already predisposed by recent parturition 
for its reception and development, the germs of 
the disease may also be introduced through other 
channels into the system of the lying-in patient 
Firstly, this may occur from what die older writers 
aptly termed the “ prevailing epidemic constitution 
of the atmosphere, 19 or, as Dr. McClintock ex¬ 
pressed the same idea, from “ certain states of the 
atmosphere which powerfully influence the exten¬ 
sion of zymotics, either by favouring the spread 
and transference of their respective contagia, or 
by disposing the constitution to their receptivity. 19 
Secondly, puerperal fever may be enderaically 
occasioned by an atmosphere contaminated Jbf 
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septic emanations — malarial, sewerage gas, or 
otherwise, as well as directly from disease germs 
evolved from other patients in the same locality. 
The potentiality of the first-named cause of 
puerperal fever is strikingly evinced in the history 
of several of those epidemic of this disease, which 
in former years at times when other zymotic 
diseases, such as typhus fever or erysipelas were 
also epidemic, broke out in Dublin, and then, 
manifesting an intensity of virulence, now fortun¬ 
ately unknown, repeatedly decimated the wards of 
the lying-in hospital. Moreover, the area over 
which the disease then extended was so large, and 
the number of patients thus simultaneously affected 
in different districts so great, as to preclude the 
possibility of its prevalence being ascribable to any 
personally transmitted contagion, and supporting 
the view that both epidemics were modifications 
of the same virus and were consequent on the 
same “ generally prevalent pervading atmospheric 
influence.” 

Atmospheric Contamination by Sewerage Gas . 

This, as a cause of puerperal septicaemia, is a 
more practically important, because preventive, 
matter for consideration than that last referred to. 
Nor is it confined as some think to the unsanitary 
dwellings of the poor. On the contrary, the worst 
cases of septicaemia that have come under my 
observation in consultation practice have been in 
patients of the wealthier class, whose rooms fitted 
with the most costly appliances of so-called sani¬ 
tary engineering were in actuality less sanitarily 
circumstanced than the squalid tenements of 
the slums behind their mansions, being in direct 
communication, through bath-room or closet, with 
sewerage pipes, the defective arrangements of which 
proved veritable death-traps for such patients. As 
Dr. Handfield-Jones observed,—“ On the ques¬ 
tion, however, of puerperal poisoning due to bad 
sanitary surroundings much has yet to be learnt. 
... In what manner the foul material gains access 
to the patient’s body, whether by the respiratory 
tract or otherwise may for some time be a debated 
question; but there can be no doubt that this 
form of septic intoxication does actually exist. 
Probably most practitioners know of cases in 
which patients whose lying-in chamber was in 
close proximity to bad drains, privies, slaughter¬ 
houses, or other sources of foul emanations, have 
suffered some weeks after delivery from pyrexia, 
Jfaetid discharge, and other signs of poison¬ 


ing. In all such cases the remarkable clinical 
fact is this, viz., that while douching, quinine, and 
other remedial means have no effect on the 
diseased condition, recovery rapidly takes place 
when the patient is moved into some sanitary 
dwelling. Numerous cases could be quoted in 
support of this assertion, did space permit.” * 

Lying-in Hospitals and Septicccmia. 

It would be impossible to discuss the etiology 
of puerperal fever without allusion to the oc¬ 
casional influence of lying-in hospitals in its 
epidemic diffusion. In such institutions it has 
been repeatedly observed that epidemics of this 
kind were distinctly traceable to one, and that 
possibly a mild case of puerperal fever, which 
was followed by the occurrence in the hospital of 
other cases of increasing virulence, the epidemic 
spread of which could only be arrested by the 
temporary closure of the maternity. This fact 
confirms the old view that in such hospitals “ a 
specific or puerperal atmosphere ” is liable to be 
created, in which the germs of septicaemia may 
linger in a latent form for an indefinite period, and 
then under certain conditions may suddenly 
develop a special infective activity or virulence. 
The risk of such consequences may, however, as 
experience here and elsewhere has now proved, 
be largely obviated by judicious precautions. 
Therefore, no ward should ever be occupied by 
an uninterrupted succession of lying-in patients. 
Secondly, after each fresh batch of obstetric cases 
the wards should be thoroughly cleansed and dis¬ 
infected. Thirdly, the purity and sufficiency of 
air essential for this class of cases should be duly 
secured by efficient ventilation and avoidance of 
overcrowding in obstetric wards in which every 
puerperal patient requires as a minimum at least 
2500 cubic feet of space. 

Prophylaxis of Puerperal Septiccemia before 
Delivery . 

Having already dwelt sufficiently on the vital 
importance of strict asepsis in everything relating 
to the lying-in patient and her surroundings, and 
the means by which this may be secured during 
labour and in the puerperal state, I must here 
supply the omission that I have made with regard 
to the measures that should te taken before 
delivery for the prevention of subsequent septi¬ 
caemia. It is hardly necessary to emphasize the 

* Vide ** Year Book of Treatment for 1893,” p. 368. 
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fact that to minimize the risk of that disease as 
far as possible is the primary duty of every 
practitioner who accepts an obstetric engagement. 
I may, therefore, repeat that if the obstetrician 
has any voice, as he should have, on such a matter 
he cannot use it better than in urging his patient 
to select for her confinement a room apart from 
any probable communication by lavatory or other¬ 
wise with the sewerage of the house. That apart¬ 
ment should, moreover, be as large, well ventilated, 
sunny in aspect, and scrupulously clean as can be 
obtained. Without going to the length of those 
who insist on stripping the lying-in room of nearly 
all its usual furniture and comforts, to an extent 
calculated to increase the terrors of parturition 
and thus add to its dangers, it is desirable to free 
the room from any such superfluity of furniture 
as might materially interfere with the necessary 
cubic respiratory space, to clear it, as far as 
possible, from any heavy curtains or hangings, 
and to see that the patient has a light metal 
bedstead with spring mattress for her ac¬ 
couchement. 

During the later months of pregnancy the 
patient should be, as it were, “ put in training ” for 
the coming event. By careful attention to her 
general hygiene, diet, and evacuations, as well as 
by cheerful surroundings, mental occupation and 
open exercise, we should thus endeavour to main¬ 
tain her general health at the highest attainable 
level. In most cases, bearing in mind that the 
latter portion of pregnancy is physiologically an 
anaemic condition, that object may be also aided 
at this time by the administration of some ferru¬ 
ginous tonic, such as tincture of perchloride of 
iron. Finally, I may be permitted to add, although 
it hardly comes under the above heading, that after 
delivery the same remedy given in combination 
with liquor ergotae, in full and efficient doses, will 
be found most useful (by securing contraction of 
the uterus, sealing its vessels, and expressing dis¬ 
charges therefrom) in the prevention of puerperal 
septicaemia when employed in conjunction with the 
measures before referred to. 

Treatment. 

The therapeutics of a disease so complex in 
its pathology and many-sided in its forms and 
relations cannot be discussed without reference 
to the special type of the disease and its pre¬ 
dominant symptoms in each instance. To enter 
fully on so extensive a subject would be mani¬ 


festly impossible within my present limits. But, 
without attempting this I may, at least, reiterate 
that during my own experience the prevalent type 
or character of puerperal fever and consequently 
the requisite treatment has varied widely in 
successive epidemics. For instance, in my student 
days, metria or septic metro-peritonitis was the 
ordinary, and too commonly fatal, form of in¬ 
fective puerperal disease witnessed in the Rotunda 
Hospital, where it was then appropriately treated 
by mercurials, opium and stimulants, together with 
local leeching and poulticing over the hypo- 
gastrium. 

A few years later, when I became one of the 
medical staff of the same hospital, the general 
form of puerperal fever as noticed by myself 
during some very fatal epidemics, had changed 
from an inflammatory to a typhoid character, with 
little local pain or tenderness, but attended by 
great prostration, retching, diarrhoea, occasionally 
low muttering, delirium, and other evidences of 
profound septic intoxication, in which no anti¬ 
phlogistic measures such as were previously 
adopted could for a moment be thought of. 

With some modifications the latter type of sep¬ 
ticaemia, although in a lesser degree of intensity, 
has continued to the present time, when it very 
commonly presents a distinctly remittant character. 
In such cases as I have more recently observed 
the septic nature of the disease is clearly evinced 
by “ spikey ” clinical charts, exemplified by those 
here shown, which, especially in unfavourable 
cases, such as in that the chart of which is now 
exhibited, present the most marked and sudden 
alternation of temperature, i.e. from 105° to sub¬ 
normal within a few hours, a circumstance gene¬ 
rally prognosticating a speedily fatal event. Even 
in more favourable instances there are, as a rule, 
distinct daily remissions and remarkable alterna¬ 
tions in pulse rate and temperature. Thus, in 
four of these charts of cases in which patients 
recovered we observe a morning temperature of 
99° or ioo°, with a pulse little above normal, 
whilst on the same evening the pulse approxi¬ 
mated to or exceeded 120°, and the temperature 
reached 104° or upwards. 

Such symptoms obviously demand, in the first 
place, free stimulation and suitable nutrition; 
secondly, the exhibition of quinine, both as an 
anti-periodic and as a possible germicide; and 
thirdly, the removal of all removable septic matter 
from the internal genitalia by antiseptic flushing, 
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or in some instances as recommended by Dr. 
Duke and others by the use of the uterine 
curette. The advantages of washing out the 
uterus under the circumstances referred to with 
either a ten volume preparation of peroxide of 
hydrogen, or else a 40 or 50 per cent solution of 
carbolic acid at a temperature of 115° or 120° are 
incontestable. The result of thus flushing out a 
septic uterine cavity was apparent in many cases 
that have come under my own notice in which 
this procedure was followed by subsidence of pre¬ 
viously high temperature and pulse-rate increase, 
and improvement in the discharges and a speedy 
improvement in the aspect and general condition 
of the patient. 

With regard to the more heroic surgical proce¬ 
dures that have been advocated, and in some in¬ 
stances successfully employed in the acute local 
inflammatory forms of puerperal fever or puerperal 
metro-peritonitis, viz., resort to laparotomy and 
washing out the peritoneal cavity, I need only 
observe that such operations, however useful in 
appropriate cases, are by no means frequently 
called for or justified in the present type of puer¬ 
peral septicaemic fever that here comes under 
notice in which the disease is very seldom thus 
localized. Nor in many of the cases of the kind 
that I have seen of late years would the employ¬ 
ment of the cold baths or affusion as a puerperal 
anti-pyretic which has been recently revived in 
Australasian practice * as a remedy for puerperal 
septicaemia appear to me admissible. 

Of the countless drugs that from time to time 
have been advocated in such cases, there are but 
three which in the present type of puerperal 
septicaemia appear to me to possess even an 
approach to any specific remedial influence, viz., 
quinine, sulphurous acid, and turpentine. The 
value of the first-named of these, viz., quinine, 
more especially when given in combination with 
grey powder and dried soda, I have already referred 
to. The second, sulphurous-acid, ever since its 
suggestion by Polli of Milan as a remedy in pyaemic 
cases, has been employed by myself, in half¬ 
drachm doses every third hour, in many instances 
of puerperal septicaemia, in which it has apparently 
acted as a powerful oxyginating and germicidal 
agent, being more especially indicated in cases 
wherein the occurrence of gastro-intestinal com¬ 
plications increased by retching and diarrhoea 

• Vide Arthur and Anderson, in “ Australasian Medical 
Gazette,” January and March, 1894. 


prevent the exhibition of the last of the above* 
mentioned remedies, to which I shall now refer. 

Turpentine . 

To this latter I would myself attach special 
importance in all cases of puerperal septicaemia 
in which its use may be tolerated by the stomach 
and bowels. In such cases rectified spirits of 
turpentine, when given in efficient, />. Jss, 
doses every third or fourth hour, and when not 
specially contra-indicated by the above-mentioned 
complications, unquestionably exerts a marked 
influence in relieving meteorism, stimulating the 
system, and improving the discharges of the puer¬ 
peral patient, as has been abundantly proved by 
clinical experience from the time of Dr. Brennan, 
who, eighty years ago, was expelled from the 
Rotunda Hospital for there first insisting on its 
use, down to that of those who, like myself, 
have continued its employment in similar in* 
stances to the present day. How turpentine 
operates in such cases I know not, though aa 
I have before conjectured its germicidal potency 
has probably no less share in its remedial action 
than its effect as a powerful stimulant. Be 
this surmise well or ill founded matters compara¬ 
tively little, so long as curative results follow it& 
judicious administration; for if all remedies, the 
modus medendi of which was not accurately known, 
were to be excluded from the coming edition of 
the Pharmacopoeia, that now bulky volume might 
well be compressed into Liliputian dimensions. 
Two other circumstances have possibly militated 
against the more general recognition in modern 
practice of the value of turpentine in some cases 
of puerperal septicaemia, viz., firstly, that it is a 
remedy belonging to a pre-scientific period; and, 
secondly, that it was originally suggested by an 
Irish physician, and one, moreover, by no mean* 
popular with his contemporaries. These objec¬ 
tions, although no doubt sufficiently grave, are, 
however, hardly as fully appreciated by myself aa 
they may be by some possibly more scientific 
practitioners, who apparently regard the antiquity 
of a remedy as synonymous with its efficacy; or 
by others again who in reference to any allusion to 
neglected Irish medical contributors or contribu¬ 
tions, such as Brennan and his suggestion of 
turpentine, seem dispose to re-echo the old-time 
expressed doubt— u Can any good come out of 
this Nazareth” of ours? I am not altogether 
without hope, however, that the utility in certain. 
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forms of septicaemia of that now too little employed 
remedy may perchance, like other plans of treat¬ 
ment, be rediscovered by some foreign authority, 
and that if thus recommended the value of turpen¬ 
tine in appropriate puerperal cases will be here 
and elsewhere again more adequately recognized 
Besides those three just-mentioned drugs, from 
which as I think some specific advantage may 
possibly be derived in the treatment of septicaemia, 
there are of course many others available in 
.accordance with the predominant symptoms and 
stage of the disease, as well as the special con¬ 
dition of the patient in each instance. These 
•remedies, however, it would be needless to con- 
aider here, as their employment must obviously be 
directed by the broad principles of general thera¬ 
peutics. I may, however, refer very briefly to one 
.agent from which I had experienced much benefit 
•in some cases of this kind, namely, phenazone. 
In the earlier stages of the disease no remedy 
would appear to me to have such influence, 
.generally speaking, in reducing temperature and 
pulse rate, unlocking pent-up mammary and 
lochial secretions, inducing sleep and tranquillizing 
the patient, as phenazone (or antipyrin) in small, 
from seven to ten grain doses every sixth or 
eighth hour. The effects thus produced are, 
however, too frequently but temporary; and in the 
later stages of puerperal fever, or where from the 
■first the intensity of the septic intoxication and 
^consequent prostration are most marked—then 
.obviously phenazone is distinctly contra-indicated. 
Finally, Gentlemen, I have but to repeat that in 
your future practice you will do well to devote 
your attention to the prevention, rather than to the 
(treatment, of puerperal septicaemia. 


•THERAPEUTICAL NOTES AND FORMULAS. 

We are always happy to publish any useful 
Therapeutical Notes and Formulae sent by our 
subscsibers. The following have been sent by 
R. J. Blacaham, M.D. (U.S.A.), L.R.GP.E. 

Chloral in the Treatment of Boils. — I have 
•modified Sphen’s treatment of boils by dissolving 
-one part of chloral hydrate in six parts of cherry 
tfaurel water, with excellent results. To be applied 
•on spongio-piline and covered with oiled silk or 
.gutta percha tissue and a bandage. 


To Relieve the Dysnria of Gonorrheas.— 
The following has given very brilliant results in 
this most distressing malady— 

Be Salicylate of soda ... ... 3ij 

Tincture of belladonna ... 3ij 

Tincture of orange . 3 j 

Distilled water. to 3 *j 

M. A tablespoonful every third hour. 


Y&ginismus. — I have used the following 
pessary with excellent results in six cases:— 

R Bromide of sodium. gr.x 

Extract of opium . gr.iss 

Thymol . gr.iss 

Oil of theobroma . 3 j 

M. Make into a pessary by the aid of a 
gentle heat, and use one every five 
hours. 


Gout. —A good gout pill is always acceptable. 
Both the following formulae give the most gratifying 
results: 

R Sulphate of quinine 
Extract of colchicum 
Powdered digitalis 
Powdered squill ... of each gr.j 
Glycerine of tragacanth, q. s. 

M. Ft. pilula. Once, twice or thrice daily 
before meals. 

R Asparagin 

Lithii guaiacate ... of each gr.iss 
M. Ft pilula. One pill every fourth hour. 


Chronic Bronchitis and the Catarrhal 
Bronchitis of Childhood.— The following I have 
found very useful: 

R Oil of amber.£j 

Oil of origanum . 3ij 

Liniment of camphor, b. p. to 5 iij 
M. Ft. embrocatio. To be well rubbed in. 


Thuja Occidentaiis for Cystitis.— Dr. Dana 
prescribes five-drop doses every three hours. He 
says that the severest case is relieved in a very 
short time.— (N. Y. Medical Times.) 
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III. 

FACIAL CONTRACTION AFTER 
PALSY. 


Gentlemen, —When I asked your attention to 
the chief symptoms of facial paralysis, I had to 
leave for subsequent consideration the troublesome 
condition which accompanies return of power—the 
secondary state of contraction. It is not a trifling 
matter in many cases. It may be almost as great 
an evil as the original paralysis. It is, moreover, 
a subject of considerable interest, and its study 
throws light on other conditions. 

Observe carefully the face of the patient before 
you. The left side presents a slightly deeper 
naso-labial furrow than there is upon the right 
side. It would be natural for an observer to 
assume that the side on which the furrow is least 
marked is Ithe weaker side, is that which was para¬ 
lyzed. As a matter of fact, such an assumption is 
commonly made by students in such cases. The 
farrows of the face are determined by muscular 
action, and where furrows are less there is less 
muscular action, and therefore muscular weakness 
seems to exist The impression is strengthened 
by the aspect of a gentle smile; it is not easy to 
obtain it—the attempt often results in no move¬ 
ment, or in one that is much in excess of “ gentle” 
But the request for one, cautiously put, often 
obtains what is desired. You see it does so here. 
You see that the gentle movement is distinctly 
greater on the side of the deeper furrow, and the 
smile thus seems to confirm the opinion that there 
is more power of movement on this side. 

But our ability to excite emotion may be suf¬ 
ficient to make a patient laugh; or we may obtain 
an energetic movement in elevation of the upper 
lip. In this you can see how much slighter the 
strong movement is on the side on which the 

Von. IV. No. 21. 


slight movement was greatest. On the side of the 
deep furrow a slight movement is greater, but a 
strong movement is much less. Note, also, that 
when the eyes are tightly closed there is the same 
difference. An excessive degree of slight move¬ 
ment is associated with a diminished degree of 
strong movement. 

But you may have already observed for your¬ 
selves that there is more than this difference in 
degree. Even in the gentle smile, you could not 
fail to see that the eyelids were more approximated 
on the side on which the slight movement was 
most considerable, and that this was conspicuous 
also with the stronger movement. It is very 
marked in the laugh. You know that emotional 
movement normally involves all parts of the face. 
The ocular fissure is narrowed in a laugh, the 
eyes may even be almost closed, while the angles 
of the mouth are drawn outwards and upwards by 
the zygomatic muscles in the ungraceful distortion 
of the face which custom makes us appreciate so 
keenly. This associated action is increased in the 
condition we are considering. With the increased 
readiness of action, there is an increase in the 
associated action of the different parts. Moreover 
with these there is associated the feature to which 
I first directed your attention—the muscular con¬ 
traction which deepens the furrows. This muscular 
contraction is a persistent state; it is accompanied 
by, and indeed, I might say, illustrated and em¬ 
phasized by occasional slight clonic contraction in 
the muscles, which you will have no difficulty in 
perceiving in this patient, if you presently carefully 
observe her. 

The furrows which come with years, sooner or 
later, are the result of the shortening of the muscles 
which have been most frequently employed in 
their varied uses, and especially in the expression 
of emotion, a shortening increasing with years and 
being increased in effect by the loss of elasticity of 
the skin. The emotions that are chiefly dominant 
impress their transient influence on the muscles by 
long repetition as a permanent effect Everyone 
knows the varying expression which the furrows of 
age produce in the aspect of the face, and those 
who know the story of the life, can often read it in 
the lines. Yet most persons remember instances 
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which cannot altogether be thus explained. We 
sometimes meet with a face which bears the aspect 
of sorrow as the sequel to a tranquil life, or see 
the furrows of a constant frown in one who is 
seldom angry, or the transverse frontal lines when 
surprise or concern has seldom been dominant. 
Of course many of the lines which Time’s fingers 
trace are due to that which is common to all 
persons, habitual movements which have only a 
little to do with emotion. The zygomatic muscles, 
for instance, are constantly employed otherwise 
than in the smile or in expressing pain. Their 
contraction is the result of their habitual action, 
defectively opposed. But when all allowance is 
made for such influences, there remains much 
contraction which we cannot explain except as the 
result of hereditary influence—the effect of emotion 
in past generations, persisting to the present and 
telling a story which is untrue of the present, but, 
like so much else that is mysterious, is true of a 
perhaps distant past. It seems to be an indication 
of the continuity which makes our race extend 
unbroken, in all its variations, through time which 
we cannot estimate. 

The fact that the contracture which follows 
facial paralysis resembles in its effects the condition 
which age induces, renders its effect most dis¬ 
tressing to the young. The contracture follows 
inevitably in every case of facial paralysis, with 
the exception of those which last but a few days. 
If the paralysis is moderate, the contraction is 
moderate; if severe, so is this sequel. If the time 
of life has come when lines are proper, then the 
contraction reproduces the due symmetry of the 
two sides of the face ; and if it does a little more, 
the excess is almost imperceptible. Although the 
associated overaction may cause a difference in 
the expression of emotion, unless there is energetic 
movement, the difference is slight. But that which 
is natural in age is unnatural in youth. The con¬ 
traction produces its furrows in all periods of life, 
and the result in youth is that a face may one side 
correspond to the proper aspect of " sweet seven¬ 
teen,” and on the other to forty-five. The contrast 
is an evil as great as is the facial paralysis itself, 
and even greater. In the young, during the stage 
of palsy when the features are at rest, no difference 
is perceptible between the two sides, and it is only 
on movement that distortion occurs. But this late 
contraction causes a conspicuous contrast between 
the two sides, which is constant at rest. It is the 
more distressing because no hope can be held out 


that it will pass away. So keenly is it felt, that 
one patient of mine, a girl of 18, formerly epileptic 
and not of very stable mind, was so distressed at 
the daily reflection in the looking-glass, which she 
could not avoid, that she one day wrote a letter to 
me. It was to thank me for my efforts to do her 
good, but to say that she could bear it no longer, 
and that when the letter reached me she would be 
dead. The letter was to reach me on my visit 
to the hospital, and when it reached me it was 
true. 

In the old, however, the contraction is cosmetic 
in its influence. The early palsy obliterates the 
bilateral symmetry, because it substitutes the 
smoothness of youth for the wrinkles of age, but 
the symmetry is restored by the late contraction. 
It is curious, by-the-by, to note how difficult it is 
for many persons who have long ceased to be 
young, to believe that the normal side of the face 
is not that which is affected. In the early stage 
of the paralysis the smoothness of the affected side 
causes the furrows on the other, familiar as they 
are, to seem by contrast entirely strange. That 
which is so unseemly cannot be natural. They 
assume, therefore, that the side towards which the 
mouth is “ drawn,” is that which is affected. The 
conviction is not, as you might think, confined to 
one sex; I will not say that it is not a little more 
common in one, but it is frequent enough in the 
other. A mirror has an interest for men as well 
as women. 

This late contraction, as I have told you, 
always follows facial paralysis except when very 
slight. It accompanies return of power, but only 
return of power that is incomplete. This state¬ 
ment may surprise you. It implies that recovery 
of power is incomplete except in the slightest 
cases. You may have seen many cases of paralysis 
of the face which seem to have perfectly recovered. 
But you will find, on careful examination of the 
movements, that recovery is hardly ever perfect. 
You will find, also, that when you find any indica¬ 
tion of contraction and associated overaction, you 
can always detect imperfect power, however long 
it may be since the acute affection. Indeed, the 
overaction may be more conspicuous than the 
persistent defect; but the defect is always there, 
although it may be inconspicuous. In every organ 
and structure of the body, the condition after in¬ 
flammation is never as it was before. Could we 
perceive the minuter structure, we should be 
astonished at the degree of persistent change. In 
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most parts the effect on function is not perceptible, 
because the function of the organ is manifested 
by the combined action of all its parts. Where 
each part has a separate function, the effect of 
persistent change is evident. This is so with the 
face. The evidence of imperfection is the greater 
the more pronounced the function, and the more 
delicate its adjustment. The face is the great 
vehicle of emotional expression. No pain or 
sense of pleasure comes and goes without a change 
in the state of contraction of the facial muscles, 
too slight perhaps to be analyzed, but too definite 
to be unperceived. It is not surprising that an 
organ of expression so delicate should manifest 
the slightest interference with the process of con¬ 
duction of the impulses from the brain. 

This peculiar condition does not cause suffering. 
It may be attended with a sense of tightness in 
the face at the onset, but afterwards the patient is 
scarcely conscious of it, except when movement 
brings its presence to the mind. This, however, 
is not more than the patient quickly gets used to. 
The muscles in the lower part of the face on one 
side are, in general, adequately opposed by the 
action of those on the other side. If the second 
side should subsequently become paralyzed, the 
contracture instantly becomes far more obtrusive 
both to the patient and to others. It is indeed 
very rare for the second side to suffer at a sub¬ 
sequent period, and very few instances are on 
record. A case lately came under my notice: a 
lady had been under my care five years ago for 
severe paralysis of the right side of the face, which 
had left considerable contracture. One day she 
was startled by finding a great increase in the con¬ 
traction, and that there was deviation of the mouth 
considerable even on rest, greatly increased by 
movement. On looking in the glass, her previous 
experience made it at once obvious to her that the 
left side had become paralyzed. She came to 
London in a day or two, and the condition was 
very striking; the vast increase in the effect of the 
old contraction, consequent on the loss of power 
on the other side, caused extreme distortion. 
Fortunately the attack proved briefj and in a 
fortnight the fresh palsy had passed away, and her 
state was as before. How far the quick recovery 
was due to the treatment adopted (which I have 
described to you before) or to the slightness of 
the inflammation, I cannot say. Remember that 
this is one of the maladies in which nine-tenths 
of that which can be done by treatment, can be 


done only during the first few days. It is of the 
many diseases in which therapeutic knowledge on 
the part of the general practitioner, perfectly ready 
for use, is of the utmost importance. Physicians 
are impressed perhaps unduly with this fact, be¬ 
cause most of the patients who have reason to 
seek their subsequent aid, are cases in which the 
needed treatment has not been forthcoming. It is 
impossible to overlook the room there is for more 
knowledge of the proper treatment of many 
diseases, knowledge which is such as to enable 
the necessary measures to be at once and con¬ 
fidently adopted. Practitioners, perhaps, do not 
adequately realize how large is the proportion 
of all possible good which they alone can do. 

I have dwelt at length on the features of this 
late contraction because, trifling as it may seem 
to be, its practical importance is very great. As I 
said, although the annoyance occasioned by the 
paralysis may be greater in degree, it is almost 
always limited in its duration. That which is 
caused by the contracture is generally considerable 
in the first half of life, and it is not limited in its 
duration. It only ceases to annoy when the effect 
of years neutralises, by balancing, its effect. Why 
it should be thus persistent will be seen if we en¬ 
deavour to perceive something of its cause. 

Its cause is certainly the functional state of the 
nucleus of the nerve produced during the period 
of palsy. During the state of immobility, a condi¬ 
tion of the motor centre of the nerve has been in¬ 
duced by which a slight degree of excitation causes 
undue action, although the hindrance to conduc¬ 
tion along the nerve is such as to lessen the total 
amount of energy which can be transmitted. It is 
not difficult to conceive that the narrowed fibres 
should have their capacity for conduction restored 
so that they conduct perfectly a slight amount of 
nerve energy, and yet the amount of force they 
can conduct is permanently reduced. There is an 
explanation of this in the mode of conduction; but 
I cannot now make it clear, because I should have 
to begin far, far back, in the elements of molecular 
physics. 

This state which follows paralysis is evidently 
due to a state of the motor elements of the nucleus, 
that is, the structures from which nerve energy is 
evolved. These act too readily, they act sponta¬ 
neously so as to cause the twitching, and they act 
on each other too readily, so as to produce the 
associated overaction. The structures from which 
proceed the fibres for the different parts of the 
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face, are connected in the nucleus, and these con¬ 
nections which subserve the normal associated 
action present in health a certain resistance, which 
limits this action. It is on this resistance, deve¬ 
loped by normal function, that the due relation of 
the associated action depends. That resistance 
becomes lessened during the palsy. It is lessened 
in consequence of overaction of the centre. Where- 
ever we have overaction of nerve structures ex¬ 
tending from one to another, the resistance between 
them is lessened, and the activity tends to increase 
the condition. It is as if the grooves in which wheels 
run are deepened into ruts, and the continued mo¬ 
tion of the wheels precludes any diminution in the 
depth of the ruts. It is as if a channel for water had 
become widened by the flow, and yet is inacces¬ 
sible to any direct process of repair; the constant 
flow of water through it precludes any natural 
reproduction of the natural resistance. So this 
overaction of the nerve centre, once set up, goes 
on. 

It is not difficult to perceive how it is probably 
set up. At least it is easy to see a mechanism 
that must inevitably have the result. Normally, 
the action of the central structures of a motor 
nerve is regulated and restrained by impulses 
which reach the centre from the contracting fibres 
of the muscle by the afferent nerves, stimulated 
by the contraction of these muscular fibres. The 
voluntary and other impulses continually act on 
and excite the nucleus when the nerve is in¬ 
terrupted. In the absence of the control which 
should be exerted on them by the afferent nerves 
from the muscles, this must lead to overaction of 
the nerve centre. Moreover, the obstruction in 
the nerve fibres cannot be without its influence in 
disordering the centre. Nerve fibres conduct by 
a process similar to, but less in degree than, that 
by which the nerve force is generated, and although 
we do not understand the process, we must con¬ 
ceive that the arrest of the transmission onward of 
the energy has an effect on the functional state of 
the centre. If the molecular changes of conduc¬ 
tion cannot pass down the nerve, this passage into 
it must, after a time, be hindered, although the 
production force is not lessened. Hence also the 
abnormal action within the centre is increased. 

The occurrence of spontaneous twitching in the 
face is explained by the tendency to overaction on 
the part of the motor structures in the nucleus, 
and the fact that slight impulses of nerve force can 
pass readily through the nerve. 


I should like you to note the difference which 
there is between this form of contraction after 
paralysis and that which you meet with in the 
limbs. In these, the loss of power with changed 
reaction to electricity is often followed by muscular 
contraction, but the contraction is in the opponents 
of the muscles that are paralyzed, and not in these 
muscles themselves. It is due to the fact that the 
diminished extension permits shortening. But the 
peculiarity of the contraction after facial paralysis 
is that it occurs in the muscles that are paralyzed. 
The difference must be referred to the peculiar 
conditions which cause the loss of power. No¬ 
where else do we meet with so absolute an arrest 
of conduction in consequence of a lesion of the 
nerve which afterwards lessens or almost recovers, 
as we do in the case of the facial nerve. It is, of 
course, due to the course of the nerve within the 
bony canal. Moreover, nowhere else have we the 
constant energetic influences from the brain ex¬ 
citing the motor centre, as in the case of the centre 
for the face. I have already dwelt on the peculiar 
relations of the face to emotion, which involve 
the constant excitation of the centre. The perfect 
bilateral association of the action of the two sides 
is another condition which precludes any cessation 
of the action of the brain upon it. It is very 
different with the spinal centres for the muscles 
which may be paralyzed by disease of the nerves. 
Thus we can understand that the unique condi¬ 
tions of function and disease, in the case of facial 
paralysis, give rise to a condition here which we 
do not meet with elsewhere. 

You will perceive from what I have said that 
the condition is beyond the influence of treatment. 
I have never been able to form an opinion on the 
question whether it lessens with time or not If it 
does, the diminution is very slight. But there are 
three practical points connected with it. The first 
is that its advent is certain in all cases in which 
faradic irritability is lost or considerably reduced. 
Except in the very rare cases of absolute lasting 
atonic palsy, some power is always regained, but 
with it comes this sequel. Since it is annoying, it 
is always well to warn your patient that when the 
face recovers power, it will tend to overact, and 
that this is inevitable. Otherwise the patient is 
apt to think a fresh morbid state is coming on. 
When it begins, I think it is well to stop electrical 
treatment. Its commencement coincides with, or 
soon follows, the return of voluntary power. There 
is then enough power to influence the nutrition of 
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the muscular fibres, and to render electrical excita¬ 
tion unnecessary. On the other hand, the stimu¬ 
lation of the sensory nerves by electricity tends, I 
think, by reflex action, to increase the contraction. 
The third point is the only measure which has, or 
can have, any influence. A trifling effect on it is 
probably exerted by what may be called “ down¬ 
ward massage” of the face. The fingers should be 
drawn from the zygoma to the angle of the mouth 
repeatedly, with gentle pressure, for a minute or 
two, several times daily. 

It is not pleasant to be able to advise so little. 
Rut, Gentlemen, remember this,—it is true of our¬ 
selves and it is true of our patients—next to know¬ 
ing what can be done and how to do it, the most 
important thing is to know what cannot be done. 
Sad indeed is the waste of time and money caused 
by efforts to get that which cannot be; sadder still 
is the waste of hope—hope created by baseless 
expectation—and the destruction of it that we call 
disappointment, disappointment that would not be 
were it not for the anticipations that have no justi¬ 
fication. 


A POST-GRADUATE LECTURE 

ON 

ACUTE DESTRUCTIVE 
AFFECTIONS OF THE EYE IN 
YOUNG CHILDREN. 

Delivered at the Metropolitan Hospital, July ir, 1894, by 
W. T. HOLMES SPICER, F.R.O.S., 
Ophthalmic Surgeon to the Hospital. 


Gentlemen, —I propose to-day to lecture on 
the acute dangerous diseases of the eye in infants. 

It has been estimated that there are three 
hundred thousand blind persons in Europe; it is 
also a fact that of the total number of inmates of 
institutions for the blind in Europe between thirty 
and forty per cent, owe their infirmity to neglect 
or want of proper care in childhood. In any 
disease of the eyes household therapeutics limit 
themselves to bathing the eyes with a little milk, 
or to the application of a tea-leaf poultice, and we 
are often called upon to supplement when too late 
the ineffectual wrestlings of the mother or nurse 
with what is really a most serious affection. 

I thought it might be of advantage to discuss 


the management of some of these diseases, 
beginning with the most common, ophthalmia 
neonatorum. 

Ophthalmia Neonatorum. 

This is an infective disorder, the eyes being in¬ 
oculated with vaginal discharge during the passage 
of the head of the child into the world. It is 
not necessary for the mother to be suffering from 
gonorrhoea at the time, a benign discharge being 
sufficient to produce a considerable ophthalmia; 
and, on the other hand, even when the mother has 
undoubted gonorrhoea, it is not every eye that is 
inoculated, and it is not necessary for those that 
are inoculated to have the most virulent form of 
the disease. 

There is no doubt that the virulence of the dis¬ 
ease can be modified. The infective power is 
much weakened by dilution with water, virulent 
gonorrhoeal pus being rendered quite inert by 
diluting it with 100 times its bulk of water. It is 
also rendered less active by drying; if dried on a 
piece of linen for thirty-six hours it is harmless. 
If preserved like vaccine in a tube it retains its 
infective power for sixty hours ; the active poison 
has a definite term of life, and after this term is 
passed its activity is nil. The effect of this is 
probably a variation in the virulence of the poison 
inversely as the duration of the discharge in the 
mother. Differences in the severity of the oph¬ 
thalmia may be partly explained in this way. At 
any rate it is true of adults that a person who in¬ 
oculates his eye with gonorrhoeal pus late in the 
course of the disease, that is, when the disease 
causing the urethritis has existed for a long time, 
suffers, as a rule, a less virulent form of oph¬ 
thalmia than when he contracts the disease in the 
eyes at an early stage. On the other hand, 
benign discharge may, in certain cases, have 
disastrous results. An unduly prolonged birth 
means that the eyes remain exposed to the danger 
of infection for many hours. It may be that in 
some cases there is a temporary reduction in 
vitality in prolonged birth which makes the eyes 
more liable to infection. Some such explanation 
must be given for those cases in which children 
are born with a fully developed ophthalmia, and 
in some of which it has been found at birth that 
the whole cornea is already destroyed. 

The condition of the child itself is a factor in 
determining whether the eyes shall be infected or 
not, and, in the event of infection, in modifying 
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the subsequent course and severity of the disease. 
There can be no doubt whatever that, just as 
every one is daily exposed to all kinds of infective 
agencies without catching disease, so the eyes may 
be definitely inoculated with gonorrhoeal poison 
without suffering at all. A few months ago I saw 
a doctor, who, while syringing a patient’s urethra, 
got a definite drop of concentrated gonorrhoeal 
pus into his eye. He was away in the country, 
and there was no skilled assistance near him. 
He washed out the eye himself as well as he 
could, but, he admitted, only perfunctorily, as he 
was confident he would not be infected. It was 
only after he had been back in town some hours 
that he came for advice. Six hours had elapsed 
since the occurrence, and, more as a matter of 
form than from any belief in its efficacy after so 
long an interval, the lids were everted and washed 
with perchloride of mercury. Fortunately, not 
the slightest trace of ophthalmia followed the in¬ 
fection. Many surgeons maintain that healthy 
conjunctivas always resist a purulent infection. 
This is probably too strong a view to hold, as, in 
that case, we must assume that every child who 
has ophthalmia neonatorum is bom with a dis¬ 
eased conjunctiva. But there is undoubtedly 
something in the condition of the child which 
does influence the facility with which his con¬ 
junctiva can be inoculated. In a hospital clinic 
one notices that a large number of the children 
who have ophthalmia are puny, ill-developed and 
ill-nourished even in the early stages of the 
disease before it can itself have had any serious 
effect on the general health; and I have myself 
more than once remarked, in the case of twins, 
that the less robust alone has the ophthalmia. If 
it were not so, if all children were alike sus¬ 
ceptible to infection, and if the occurrence of 
ophthalmia were alone due to the accident of in¬ 
fection, surely cases of one-eyed ophthalmia would 
be more frequent than they are; they would be 
the rule rather than the exception. As a factor in 
modifying the severity of the disease personal 
robustness in the child is of very great value. 
A child born before full term, or whose mother 
has been subject to privation, or who is suffering 
from congenital syphilis, runs greater danger of 
losing one or both eyes from an attack of oph¬ 
thalmia than one with healthier antecedents. 

Speaking generally, then, it may be said that 
the more violent the attack is going to be, the 
earlier it begins. As a rule, the first signs appear 


on the second or third day. Occasionally cases 
are seen in which it does not begin until the 
fourth or fifth day. In such the inoculation has 
probably taken place after birth, during the 
process of washing, or by inoculation while the 
child is in bed with the mother. An acute 
attack of purulent ophthalmia, if the inoculation 
occurs at the time of birth, will probably begin in 
a shorter period than three days. The condition 
is generally binocular, but both eyes are not 
generally attacked with equal severity. 

Symptoms .—As a rule the manifestations of 
purulent ophthalmia are very much less marked 
in infants than in adults. The eyes are generally 
kept shut, there is some photophobia, the eye¬ 
lashes are glued together, and there is a certain 
amount of sticky discharge about them ; but that 
is all, there is no great swelling of the lids, not 
much discharge, and nothing to call attention to 
the eyes. On the other hand, in some cases the 
inflammatory appearances may be much more 
marked ; there may be great redness and swelling 
of the lids, the swelling being chiefly of the upper 
lid, so that it projects downwards and forwards, 
covering the lower one completely. In these 
cases there is sometimes great photophobia, 
intense redness of the conjunctiva of the lid, and 
after five or six hours a copious flow of green pus 
from the eyes. The presence of intense inflam¬ 
matory reaction is not by any means an indication 
that the case will turn out most gravely; it not 
unfrequently happens that a cornea will completely 
dissolve away, and sight be permanently lost when 
the mother thinks the child has only a slight cold 
in the eye, to which it is hardly necessary to call 
the doctor’s attention. 

For this reason, in every case in which a child 
has any discharge at all from the eyes, it is 
imperatively necessary that the cornea should be 
examined. The most satisfactory way of doing 
this is by sitting on a chair opposite that occupied 
by the nurse who holds the child; a towel being 
spread over his knees, the doctor takes the child’s 
head between them, so that he has complete 
command over the patient’s movements. In this 
way it is perfectly easy to examine the child quite 
comfortably. As a rule the cornea can be quite 
conveniently seen by opening the lids with the 
fingers; but, if there is much resistance, it is 
safer to use retractors, or, if these do not happen 
to be at hand, a probe turned over like a hook 
will be sufficient to hold back the upper lid, which 
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alone presents any difficulty, the lower being easily 
retracted with the finger. The use of the re¬ 
tractor or probe is preferable in cases where there 
is resistance, as undue pressure with the finger 
might cause the rupture of any ulcer which might 
be present; while, again, the use of the finger 
only, especially where there is resistance, is much 
more liable to damage the corneal epithelium, an 
accident to be carefully avoided, as the removal of 
that protecting layer may result in the infection of 
the corneal substance by the purulent pus in which 
the eye is bathed. 

As long as the epithelium of the cornea is kept 
sound, infection of the corneal substance, the 
great danger to be avoided in ophthalmia of the 
young, is prevented. Timely examination with 
appropriate treatment will enable the medical 
attendant to compass this end. Ulcers of the 
cornea usually show themselves in the early 
stages by loss of the epithelium, and yellow or 
grey infiltration of the corneal substance beneath. 
According to the seat of the ulcer, whether central 
or peripheral, will the prognosis be more or less 
bad. The usual course of an ulcer is to perforate 
the cornea and allow the aqueous humour to 
escape. If it be not too large a perforation, this 
is by no means the worst thing that could happen, 
because, generally speaking, when the cornea yields 
in one part, the inflammatory process in it is arrested. 
It seems to give rest to the cornea, as by the solu¬ 
tion in continuity of the posterior lining membrane 
of the cornea, the tension in the whole cornea is 
much diminished. One of the most successful 
methods of treating certain forms of ulcer in 
adults, is to divide the base of the ulcer, and so 
permit healing by reducing the tension. Instead 
of one ulcer there may be several, and the 
whole surface epithelium of the cornea may be 
roughened. Such ulcers frequently coalesce, and 
result in the establishment of a large perforation. 
Of course, this is a most serious thing. It 
commonly means that the whole eye will be 
destroyed. Sometimes as a result of infiltration 
and ulceration the whole cornea is densely yellow, 
in other cases it is a grey white, and in process of 
undergoing slow solution—a process to which the 
name of kerato-malacia has been given, a gradual 
softening of the whole cornea. 

The conjunctiva of the lids is generally much 
more swollen and congested than that of the globe 
itself; especially at the fornices of the lids the 
folds seem to be much increased in size. The 


discharge in the early hours is not very great, 
being thin and serous, but after the first twenty- 
four hours it becomes thick, purulent, and, at a 
later stage, stringy or membranous; in some cases 
it remains adherent to the lid in the form of 
thin membranes, not always easy to pull off. In 
favourable cases its duration is about a week or 
ten days. 

Treatment —This is an eminently preventible 
disease, and if sufficient cleanliness be observed in 
washing out the vagina before birth, and in seeing 
to the eyes immediately after birth, it can with 
certainty be shorn of its ill effects. As soon as 
the head of the child is born both eyes should be 
wiped with cotton wool before they are opened, to 
prevent infection by any discharge which may be 
present, and the nurse should be instructed when 
washing the child for the first time to use different 
water for the eyes with a pledget of cotton wool. 
When this has been done, one drop of a two per 
cent solution of nitrate of silver should be dropped 
inside each of the eyes. 

It is well known that in Germany and Austria, 
and also in England, in the Asylums for the Blind, 
old cases of ophthalmia neonatorum form one-third 
of the cases. An estimate purposely low ascribes to 
ophthalmia neonatorum one-tenth of all cases of 
blindness. There are 300,000 blind in Europe 
alone, of whom, therefore, one-tenth or 30,000 are 
blind from easily preventible causes. The treat¬ 
ment by separate washing and instillation of nitrate 
of silver was introduced by Cr 6 d 6 , and is known 
as Cr£d£*s method. This physician noticed that 
ten per cent, of the children born in Leipzig Lying- 
in Hospital formerly suffered from ophthalmia 
neonatorum, but after the introduction of his pro¬ 
phylactic measures the numbers fell to less than 
one-fifth per cent Boracic acid, alum, carbolic 
acid, corrosive sublimate and other measures have 
all been used as prophylactics, but they are less 
efficient than a two per cent solution of nitrate of 
silver. These results are similar to those recorded 
elsewhere, and the adoption of this method is 
practically universal in lying-in institutions; but 
this does not account for a large number of children 
brought into the world in the poorer parts of our 
cities by midwives with only a rudimentary know¬ 
ledge of their craft. The importance of this matter 
was so strongly impressed on the members of the 
Ophthalmological Society of the United Kingdom, 
that they sent a deputation to the Government of 
the day asking that registrars should distribute 
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leaflets to mothers about ophthalmia of the new- 
born; but this was refused on account of the 
expense that would be entailed, perhaps a somewhat 
questionable economy. 

Given a case of ophthalmia, what is the way of 
treating it so as to secure complete recovery ? 

The first great thing is to allow of no delay. 
Cases in which there is merely a suspicion of gum¬ 
miness of the lids should have their corneas 
examined, and be put under treatment at once. 
The course of the affection is often insidious, and 
serious damage may arise before the parents are 
aware of the possibility of it. In the earliest stage 
there is congestion, swelling, and a slight serous 
discharge. This, after the first few hours, yields 
to a copious purulent secretion. It is necessary to 
keep this discharge from accumulating in the eye 
and remaining in contact with the corneal epithe¬ 
lium. If we can maintain the integrity of the 
corneal epithelium we can be sure there will be no 
bad result, and the presence of so active a poison 
between the folds of the lid in an ideal condition 
for its active growth should be avoided as far as 
possible. Therefore the eye should be washed out 
every hour, at least while the child is awake. The 
best way is for the nurse to take a piece of cotton 
wool or rag, clean each time, separate the lids and 
wash off as much of the discharge as she can, re¬ 
moving also any shreds or membranes which can 
be seen. It is better to use some antiseptic lotion, 
such as boracic acid, perchloride of mercury, or 
Condy’s fluid for this cleansing; but the most im¬ 
portant thing is cleanliness, and the removal of the 
discharge, the antiseptic used, or whether any is 
used does not so much matter, the removal of the 
discharge being the essential point, and this is 
accomplished by simple water almost as well as by 
anything else. Next, the case ought to be seen by 
the doctor at least once a day, who, after the same 
preliminary cleansing should evert the upper and 
lower lids in turn, remove the flakes of lymph and 
tags of membrane adherent to the mucous mem¬ 
brane, and dry the conjunctiva with cotton wool. 
'Then the conjunctiva should be brushed over with 
the two per cent, solution of silver nitrate. 

I cannot help thinking that this is by far the 
most necessary part of the treatment. Some years 
ago I collected all the cases of gonorrhoeal oph¬ 
thalmia in adults which had occurred at Moorfields 
for fourteen years since their records were first 
accurately kept in available form. The results of 
this investigation were interesting in many ways, 


but two of the most striking were the danger of 
postponing treatment even for twenty-four hours, 
and the enormous superiority of treatment by the 
painting of a strong solution of nitrate of silver on 
the lids by the surgeon himself over any other. 
This should be done at least once a day. It might 
be supposed that an acute infective discharge like 
ophthalmia would best be combated by the use of 
powerful disinfectant remedies, like corrosive 
sublimate, etc.; but, as a matter of fact, none of 
these are so efficient as a two per cent solution of 
nitrate of silver. Most probably this is due to its 
action on the conjunctival surface. After painting 
with the silver, the whole surface of the mucous 
membrane is covered with a delicate milk-white 
film, which is only dissolved off after a consider¬ 
able interval of time. This film is, in fact, a 
delicate superficial slough in which the surface 
layers of the epithelium, which contain the gono¬ 
cocci, the active agents in the production of the 
disease, are removed. It is, therefore, not a mere 
cleansing of the surface which the silver produces. 
The perchloride of mercury and other antiseptic 
solutions do nothing more than remove the dis¬ 
charge ; but the nitrate of silver also removes the 
cause of the discharge as well as the discharge 
itself, namely, the gonococci actually contained in 
the cells of the epithelium. After the removal of 
this slough it is generally some hours, four or five, 
before the discharge is re-established. After 
bathing the eyes and painting on the solution there 
is a great deal of lachrymation or “ watering ” of 
the eyes, but it is some hours before the purulent 
discharge again sets in. This delay is, of course, 
a distinct gain as far as the integrity of the cornea 
is concerned, and is the sole object of the treat¬ 
ment. The only caution necessary in the use of 
the nitrate of silver is not to employ it too early; 
it should not be used, that is to say, in the con¬ 
gestive stage, which in children only lasts a fe* 
hours; in other words, it should only be resorted 
to after the establishment of a copious secretion. 
Before that it would possibly do more harm than 
good. 

If ulcers of the cornea are present it is still 
necessary to go on with the nitrate of silver treat¬ 
ment. 

The treatment of ulcers of the cornea during 
the course of the active discharge presents nothing 
special; as long as the virulent discharge is present, 
bathing the conjunctiva and cornea, no special 
remedies are of use in limiting the corneal ulcera- 
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tion. The most dangerous element is the presence 
of the discharge, and till that is overcome nothing 
else is of very much use; but after the first week, 
as soon as the conjunctival discharge becomes 
scanty, it is time to give special attention to the 
corneal ulceration. If the cornea is quite or 
almost perforated, atropine should be applied to 
the eye to dilate the pupil and free the iris from 
the cornea. In this way permanent adhesion of 
the iris to the cornea may be prevented, and a 
pyramidal cataract, caused by contact of the lens 
with the slough at the back of the cornea, avoided. 
The eye, also, being thus set at physiological rest, 
permits the ulcer to heal. 

The extent to which the cornea is involved in 
cases of ophthalmia neonatorum varies greatly, and 
seems to depend as much on the well-being and 
state of nutrition of the patient as on the local 
condition. For this reason it is generally a some¬ 
what hazardous experiment to attempt to bring up 
by hand a child who is suffering from ophthalmia 
neonatorum; it is much more dangerous to wean 
the child during the progress of the disease. 
The child may suffer so much from the change in 
diet, in the way of indigestion and diarrhoea, that 
the integrity of its cornea may be seriously im¬ 
perilled. 

In spite of all treatment, even when begun early, 
and in cases in which the amount of chemosis 
and discharge is not very great, a certain number 
of cases get perforation or total loss of the cornea, 
without any other apparent reason than a low 
state of general nutrition, such as occurs in 
syphilitic cachexia. This form of corneal destruc¬ 
tion comes on late in the course of the disease, at 
the end of a month or six weeks. 

Older female children frequently suffer from 
purulent ophthalmia inoculated from their own 
vulvae. In some cases possibly this is a gonor¬ 
rhoeal vulvitis, but it is certainly frequently of non- 
venereal origin. For all practical purposes such 
cases should be considered and treated just as 
ophthalmia of the new-born is treated. The sub¬ 
jects of the disease are frequently unhealthy, and 
the result of treatment is not always very satis¬ 
factory. 

Kerato-Malacia. 

Young children are much more susceptible to 
gangrene of the cornea than adults when the 
vitality is much reduced. After long illness, in 
which the strength fails largely, or after fasting or 


improper feeding, the cornea may become spon¬ 
taneously destroyed, or what would otherwise be 
a simple catarrhal conjunctivitis or a simple ulcer 
speedily ends in total destruction or serious per¬ 
foration of this tunic of the eye. In the late 
stages of tubercular meningitis it is well known 
that, owing to failure of action of the orbicularis, 
the lids do not close over and protect the now 
insensible cornea; in consequence its surface be¬ 
comes dry, a slight loss of transparency invades 
the lower exposed part, and if the child lives the 
cornea sloughs. The same thing happens in the 
late stages of infantile diarrhoea, the corneal 
affection in each being accompanied by a slight 
vascularity of the globe and a small amount of 
muco-purulent discharge. The onset of this trouble 
is a sign that the case is about to terminate fatally. 
These cases are not primarily due to a defect in 
nutrition, although this may be a considerable 
factor in their production; the actual cause is the 
exposure of the cornea to the air, the cornea itself 
being insensitive and unconscious of irritation set 
up by foreign bodies, dust and dryness. 

A very simple plan of preventing the conse¬ 
quences of this exposure of the cornea in coma¬ 
tose children is to close the eye entirely. If the 
danger of allowing this condition to be unremedied 
were more generally recognized both in children 
and adults, many eyes would be saved from total 
destruction. A piece of sticking plaster placed 
across the lids is quite enough to keep the cornea 
free from harm. 

Measles and whooping-cough, followed by an 
attack of bronchitis, frequently reduce a child so 
much as to lead to severe ulceration of the cornea. 
Measles especially seems to be followed by this 
result, as during the disease itself the children 
frequently suffer from a more or less chronic 
catarrh. 

Chicken-pox, too, although in itself a mild 
disease, often leads to great depression, espe¬ 
cially in those acute cases known as varicella 
gangrenosa; the corneas may undergo complete 
destruction during its course; the disease is 
generally bilateral. 

During the reaction from the collapse stage of 
cholera, sloughing of the cornea, preceded by a 
cloudy infiltration of its central part, is said to 
occur. It is also known in bad cases of typhus 
and scarlet fever, but of these I have no expe¬ 
rience, and do not know whether they occur in 


the very young. 
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In Russia especially, simple kerato-malacia, as 
it is called, or gangrene of the cornea, is very 
common. Towards the end of the long religious 
fasts which are strictly observed in Russia, a 
number of children who have been nursed by 
fasting mothers are brought to the hospitals with 
simple primary gangrene of the cornea. This 
comes on without any previous signs other 
than a dryness of the conjunctiva. For the 
same reason the disease seems to be common 
in Brazil, where long fasts are practised. The 
features presented by the disease are as follows: 
The children are generally under a year old—four 
to nine months being the usual range, but they 
may be older; they are undersized and wasted, 
obviously starved, and with the appearance of 
being very ill; the skin is shrivelled and gene¬ 
rally has a dusky pallor. They have, as a rule, 
not suffered from ophthalmia, or any affection of 
the eyes whatever. Suddenly in one eye, and 
then in the other, great photophobia comes on. 
The lids become tightly closed. On separating 
them their edges are found to be covered with a 
sticky secretion from the Meibomian glands. The 
eyes are absolutely bloodless, without any sign of 
inflammation whatever; the conjunctiva is dry, 
without polish, is not moistened by tears, and 
appears greasy. On one or both sides of the 
cornea little patches of fine foam can be seen, 
adherent to the conjunctiva. The surface of the 
cornea is also dry, lustreless, and greasy-looking. 
As the disease advances the cornea becomes uni¬ 
formly clouded up to its margins, and gradually 
takes on an opaque yellow appearance; later, 
spots of denser opacity appear, which spread, and 
finally the whole cornea is dissolved away to 
Descemel’s membrane, which also disappears, 
leaving the iris exposed, and leading to total 
destruction of the eye. The disease has often a 
very fatal ending. 

The conjunctiva seems to be actually covered 
with a fatty deposit, probably due to an excessive 
secretion from the Meibomian glands, as it can be 
removed by a little soap, leaving the conjunctiva 
beneath dry, but smooth, and to all appearance 
perfectly healthy. This dryness is due not to the 
absence of tears, but to the fact that they are not 
able to flow over the fatty greasy surface; but in 
some of them there seems to be an actual diminu¬ 
tion of tear secretion, as there is no lachrymation 
whatever, even when the intolerant eye is exposed 
to the light. 


This disease is sometimes accompanied by a 
film on the conjunctiva, which contains certain 
interesting organisms, which are the general 
accompaniment of the condition in people who 
suffer from night-blindness. It is well known that 
people who are underfed, and sailors who are sub¬ 
ject to attacks of scurvy, suffer from a similar 
disease—dryness of the conjunctiva, accompanied 
with a film on the surface, containing a definite 
micro-organism which does not occur in any other 
disease. 

. Apart from the fact that there is gangrene of 
the cornea, this disease in children appears to be 
identical with functional night-blindness as it 
occurs in adults; and in older children it has been 
observed that the first sign is that they stumble 
over things at night. As soon as twilight comes 
on they are to all intents and purposes blind, the 
condition being due to an exhaustion of the 
retina. 

This primary kerato-malacia is uncommon in 
England, because voluntary fasting is not much 
practised; but it does occur in starving or hand- 
reared infants brought up on the starch foods that 
are so common now-a-days, without milk, and with 
absence of nitrogenous elements and of fat. In 
these cases a physiological experiment is carried 
on like that of Magendie, in which he fed a well- 
nourished dog on nothing but pure white sugar 
and distilled water, the result being great wasting 
of the tissues with diminution of strength, and a 
central ulcer of the cornea, leading to perforation, 
and escape of the humours of the eye. Mr. 
Nettleship has told me of a similar experiment 
unintentionally brought about in a dog which was 
brought from the hot climate of India to live in 
England, and fed on nothing but dog biscuits. 
After a time he developed an opacity in the centre 
of both corneae, which was removed entirely when 
the dog was given only meat to eat. 

The experiment of Magendie, the one just men¬ 
tioned, the fact of the occurrence of these cases 


in fasting children, or in those having insufficient 
nitrogenous or fatty matter, all tend to show that 
the absence of these elements of food may be the 
cause of all the trouble, and is again an indication 
for treatment. Mr. Snell, who reported a series ol 
cases of functional night-blindness in children in the 
first volume of the “ Transactions of the Ophtbal- 
mological Society,” found that cod liver oil acted 


as a specific. I have always, as a matter of course, 
given cod liver oil; in addition, I have found it 
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better that the child should be put upon milk, 
properly diluted for its age, and a certain amount 
of the juice of raw meat, pounded in a mortar or 
chopped fine and placed in a muslin bag and 
given the child to suck. If the cod liver oil can¬ 
not be taken, a little cream may be substituted; 
but feeding is a matter of difficulty, as the chil¬ 
dren often have diarrhoea, and appear incapable of 
digesting anything. Locally, in every case of 
necrosis of the cornea, I believe that eserine is 
most valuable; used in the strength of J or £ grain 
to the ounce every four hours, I have seen the 
opacity clear up entirely. This happened in one 
case in which the child afterwards succumbed. 
When the eserine was. first used the cornea was so 
opaque that the outline of the pupil could be 
barely seen. The eserine in cases of malnutrition 
of the cornea appears to exert a special influence. 
It increases the vascularity of the ciliary region, 
and indirectly, therefore, the nutrition of the 
cornea; it contracts the pupil, and exposes the 
aqueous humour to the large vascular surface of 
the iris, thus heating the aqueous humour and 
keeping the cornea warm. 

The most typical case of primary acute kerato¬ 
malacia I have ever seen was that of Henry D., 
a small child, six months old. He was seen on 
July 12th, 1892, when his history and condition 
were as follows :— 

Ten days ago his eyes suddenly became affected 
with intolerance of light; they were kept closed 
till four days ago, when he was seen by the doctor 
and sent to the hospital. The eyes had been 
slightly gummy just after birth; but only for a few 
days; since that time they had been perfectly 
healthy and free from discharge. 

For the first three months he was nursed by 
his mother and thrived, but she lost her milk; 
he was then fed on undiluted condensed milk, and 
he was naturally always sick after it, as it was not 
even diluted to the strength of ordinary milk. He 
was taken to a chemist in the town in which the 
mother lived, by whom she was advised to give 
the child an artificial food prepared by the chemist 
himself. She gave him this and nothing else; 
since then he has had almost constant diarrhoea, 
but there has been no sickness, and the child has 
not thriven or grown. He is very puny; the skin 
is shrivelled, but not markedly so; there is no 
healthy plumpness, but he has a fairly good colour. 

Right eye.—There is no discharge at all, but 
great intolerance of light. On opening the lids, 


there is no vascularity; the conjunctiva is dry, 
without normal polish, and of a somewhat dusky 
yellow colour. The whole cornea right up to the 
margins is densely opaque, and the surface dull; 
while at the upper and inner part there is a per¬ 
foration with prolapse of the iris. 

Left eye.—The conjunctiva has the same ap¬ 
pearance as the right; the whole of the cornea is 
opaque, but less densely so than the right; the 
position of the pupil can be dimly seen; at the 
upper and inner part there is a more opaque area 
as if about to become perforated. There is no 
discharge. 

His food was regulated; he was given cod liver 
oil; while, locally, eserine, £ grain to the ounce, 
was ordered to be instilled every four hours. 

Three days later (July 15 th) the diarrhoea is 
better, and he takes the oil well. The right eye 
is unchanged, but in the left the cornea is much 
clearer, the structure of the iris can be seen 
through it, and the pupil is contracted. 

After ten days (July 22nd) the left cornea is 
clear and appears natural; the right eye is 
generally clearer, except for the spot where the 
cornea is perforated; the general condition is no 
better; he does not take his food, and the diar¬ 
rhoea is slightly worse than when last seen. He 
was, therefore, given some bismuth and soda. In 
the afternoon he took no food at all, the diarrhoea 
continued, and he died on the morning of 
the 23rd. 

Thus the eye recovered although the child 
succumbed. 

At first sight the cornea in these cases would 
lead one to think that one had to do with a 
neglected case of purulent ophthalmia. It is im¬ 
portant at once to recognise the nature of the 
affection in order that proper treatment may be 
begun without delay. 

Ulcers of the Cornea. 

It is not common for children to have de¬ 
structive inflammation of the tunics of the eye 
except where there is prolonged defective nutrition 
of the body as a whole. The cornea is placed 
beyond the reach of the blood vessels; its nutri¬ 
tion is only carried on by osmosis of lymph carried 
into the corneal substance through the spaces in 
which the corneal corpuscles lie; but it is so well 
protected by the lids and kept warm by the large 
vascular surface of the iris close behind it that, 

although on the surface pLthe body, exposed to 

Digitized by V^rrOOvIC 



340 The Clinioal Journal.] MR. HOLMES SPICER—AFFECTI0N8 OF THE EYE. 


I Sept. 19,1894. 


the air and liable to various injuries, it maintains 
its integrity remarkably well under conditions 
of normal health and nutrition of the body as a 
whole. However, as in adults, if wounded and 
infected, it is liable to the occurrence of severe 
ulceration; but it is not common for the eye to be 
lost in such a case if proper care be takea 

The signs of an infective ulcer are loss of 
epithelium, the formation of a more or less deep 
pit, surrounded by a zone of purulent exudation. 
Sometimes this exudation does not form a com¬ 
plete zone, but only a crescent, with perhaps the 
remainder of the base of the ulcer quite clear. 
There is generally in such a case pus in the 
anterior chamber, or, as it is called, hypopyon. 
This appears as a yellow mass in the lower part 
of the anterior chamber with a horizontal upper 
limit. 

The hypopyon is more or less fluid and changes 
its position with that of the head. As the head is 
generally erect when the case is seen, the exuda¬ 
tion is generally in the lower part of the chamber. 
Generally, speaking there is a certain amount of 
iritis as well. 

The best treatment of such an ulcer is to apply 
fomentations of hot water four or five times during 
the day. The water should be quite as hot as can 
conveniently be borne. Atropine should be used 
to the eye three or four times a day. It is better 
in the case of children to use the atropine in the 
form of an ointment with vaseline, four grains of 
the alkaloid to the ounce of vaseline. This oint¬ 
ment remains in the conjunctival sac in contact 
with the eye for a longer time than drops, does 
not drain off into the nose and throat, and is 
therefore less likely to produce symptoms of atro¬ 
pine poisoning. In the interval between the 
fomentations the eye should be kept covered with 
a pad and bandage. The ulcer will generally 
begin to heal at once, and the hypopyon will be 
absorbed ; but if this does not happen, if the ulcer 
spreads and the hypopyon does not clear up, it 
may be necessary to destroy the infected zone. 
The best way is to cauterize it with the actual 
cautery, or to scrape away the sloughing corneal 
surface when a small phlegmon has been formed, 
and paint the ulcer with a solution of ten or 
twenty grains to the ounce of nitrate of silver. 

Generally speaking, when the seat of the disease 
is conjunctival and the ulcer only secondary, as 
indicated by purulent or muco-purulent discharge, 
it is advisable not to bandage the eyes, as that 


would prevent the escape of the discharge and 
increase the conjunctivitis. 

The only other condition I have to mention is 

Suppuration of the Choroid. 

This sometimes comes on in children very in¬ 
sidiously, and runs its course as far even as 
shrinking of the eye without attention having been 
in any way called to it by local signs. It occurs 
by transfer of inflammation from the meninges 
of the brain in meningitis, most frequently in 
cerebro-spinal meningitis. Such metastatic in¬ 
flammations are pyaemic in character, and may 
occur after any acute infectious disease. Atten¬ 
tion is sometimes first called to the eye by a white 
mass seen through the pupil in the back of the 
eye. There are often no external signs of inflam¬ 
mation, such as congestion or swelling of the 
parts. The pupil may be irregular or dilated, 
there may be posterior synechiae and iritis, but it 
is of a very quiet and insidious kind. The eyeball 
is extremely tender and quite soft to the touch. 
The appearance is very remarkably like that of a 
new growth at the back of the eye, and especially 
like glioma of the retina, so that it is not always 
easy to be sure of the diagnosis between the two. 
The most certain test is the hardness or tension of 
the globe: in the neoplasm it will generally be 
increased, while in these cases invariably, after a 
few days, if not at once, the tension is very much 
reduced. That is the first stage in the process of 
softening and shrinking which, generally speaking, 
is the result. Occasionally these metastatic in¬ 
flammations take on a rapid inflammatory course, 
panophthalmitis sets in, and ultimately the whole 
eye is destroyed. 

Sometimes this mass of exudation at the back of 
the eye is simulated by tuberculosis. A mass of 
tubercle may form at the back of the eye very 
much in the same way. Tubercle may also occur 
in any part of the eye, e.g. in the iris and ciliary 
regioa It is a most serious thing for the eye, but 
fortunately it is very rare. 


Serous Diarrhoea. —Professor Hare highly 
recommends the following prescription: 

R Tinct. opii camphorat. ... f 3j 

Acid sulph., aromat. f 3ij 

Ext. haemotoxyli fluid ... f 3j 

Syr. zingiteris, q. s. ... ad f siij 

Sig. A teaspoonful every hour or two. 

(Indiana Med . Journal.J 
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A CLINICAL LECTURE 

ON 

ASTHMA IN CHILDHOOD. 

Delivered at the Westminster Hospital, June 13, 1894, by 
H. B. DONKIN, M.D., F.R.O.P. 

Gentlemen, —Although, owing to the nature of 
the complaint and its comparative rarity among 
hospital patients, I am unable to show you actual 
cases of asthma in childhood, I have chosen this 
subject for to-day’s lecture, several examples 
having quite recently come before me. In 
hospital work indeed, whether general or special, 
we have all too seldom the opportunity of be¬ 
coming practically familiar with this common 
disease at any age, and students are often driven 
back upon their recollection of what they have 
read in text-books or heard in systematic lectures 
when endeavouring to answer the simplest ques¬ 
tions of the examiner on this matter of asthma. 

I shall not, of course, discuss here the question 
of the nature and pathology of asthma; but 
merely premise that it is essentially, from a 
practical point of view at least, a neurosis with 
various exciting causes for its display. The 
particular form of dyspnoea known as asthma, 
although frequently associated with, or excited 
by, organic affections of the respiratory tract, of 
the heart, or other structures, is now generally 
admitted to be a spasmodic affection per se, and 
due immediately, necessarily, and always, to spas¬ 
modic contraction of the bronchial tubes. To 
this view, although there are others which may be 
worthy of consideration, I entirely subscribe, and 
every case I see seems to me to strengthen the 
conviction that it is at present the only tenable 
theory, since it best covers the facts which de¬ 
mand explanation. 

Let us, therefore, take it for granted that asthma 
means paroxysmal attacks of a certain kind of 
dyspnoea, due to a more or less frequently re¬ 
current contraction of the bronchial tubes. The 
recurrence is most often periodic. In a large 
number of cases, I should be inclined to say in 
most, there is distinct evidence of hereditary 
tendency, and even when a history of asthma in 
near relations is wanting, there is in many 
instances ample evidence of the existence of other 
well-marked neuroses in the family of the sufferer. 

As regards the clinical features of the asthmatic 


attack I shall here only remind you of the 
essential points before speaking of the matter in 
hand—the asthma of childhood. For what is still, 
in my opinion, the best description and discussion 
of asthma in all its relationships I would refer you 
to the well-known work of the late Dr. Hyde 
Salter,—a book which, were its teachings constantly 
borne in mind, would render unnecessary, and 
indeed untrue, the statement which I shall have to 
make regarding the frequency with which asthma 
in children is at the present day ignored and 
maltreated. 

The beginning of the paroxysm of pure spas¬ 
modic asthma—the type disease—is generally 
sudden, and most often occurs after the patient 
has been asleep for awhile. It is preceded by no 
catarrhal symptoms, and runs its course of hours 
or days with a normal or subnormal temperature. 
A sense of suffocation is a marked feature of the 
attack, and, what is most important to remember 
as marking off asthmatic from other forms of 
dyspnoea, the breathing is not quick, but slow; 
it is often much longer than in health, however 
great the labour and difficulty may be. Again, 
when the rhythm is altered, as it almost always is 
to a great degree, the inspiratory act is not 
lengthened in proportion to the expiratory; the 
expiration is always longer, and sometimes very 
much longer, than the inspiration, so that it 
occupies most of the breathing interval; and 
sometimes the inspiration is actually shorter than 
in health. This notable and excessive prolonga¬ 
tion of the expiratory act may be regarded, with 
Dr. Hyde Salter, as almost, if not quite, patho¬ 
gnomonic of spasmodic asthma. 

For the rest, the symptoms of an attack at its 
height must be seen to be realized. No descrip¬ 
tion is, or can be, truly graphic. The head is 
thrown back, the shoulders raised, the mouth 
open, the complexion livid, the eyes suffused and 
staring, the skin sweating. Every muscle which 
aids in respiration is seen working its hardest. 
The pulse is frequent, small, feeble, and usually 
irregular. Loud wheezing accompanies both in¬ 
spiration and expiration, and I need hardly say 
that no vesicular sounds are heard. The patient 
is a picture of direst distress, and during the 
paroxysm is the victim either of constant restless¬ 
ness or enduring orthopnoea. 

Such being the leading characters of spasmodic 
asthma in its more marked form in the adult, we 
must remember that the disease may occur in 
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minor paroxysms of any degree, and sometimes 
becomes in its milder form almost chronic. It is 
in its less severe and also in its almost chronic 
forms that it is perhaps most common in child¬ 
hood, although, as we shall see, by no means 
exclusively so, and from this fact the error of 
frequently ignoring asthma in childhood has partly, 
I think, arisen. 

There is unquestionably a wide-spread belief 
among practitioners of medicine—and not only 
among those who are long past their student days— 
that asthma is of extreme rarity in childhood, and 
especially in early childhood; and, as a con¬ 
sequence, attacks of what I contend is truly spas¬ 
modic asthma, and, in its nature, a neurosis, are 
often persistently treated, and as I shall try to show 
you, deplorably maltreated, by the methods which 
are appropriate to acute bronchitis. This teaching 
of the rarity of asthma in childhood is more or less 
enforced by modern books and lectures, and I 
have found on reference to several books that 
either the subject of asthma in children is al¬ 
together omitted, or it is stated that attacks of 
asthmatic breathing are excessively rare unless 
caused by pressure of enlarged bronchial glands at 
the bifurcation of the trachea. Among works 
devoted to disease in children, that of Ashby and 
Wright forms a notable exception on this point, 
giving full weight to the frequency and importance 
of asthma as an affection of very early life. 

It seems strange indeed that this teaching should 
be so frequent, when we reflect on the generally 
admitted fact that the beginning of asthma in 
adults can be traced back to childhood in a very 
large number of cases. Although asthma may 
begin at any age, it has been shown by Dr. Hyde 
Salter that no decennium of life is more pro¬ 
ductive of asthma than the first. It may at once 
be admitted that by far the most, though not all, 
cases of asthma in childhood are due to the 
bronchial disorders incident on that age, and 
arise out of measles, whooping cough, bronchitis, 
and broncho-pneumonia; while the purely spas¬ 
modic instances mostly begin in youth or middle 
life, and those that come on at a later age are 
usually due to chronic organic changes in the 
bronchi or lungs. But none the less are all these 
cases of spasmodic asthma in their essence—the 
instances associated with catarrh being exactly 
similar to those which are not. Yet we find it 
stated by a leading authority that bronchial asthma 
is comparatively seldom met with in the child, 


and that of recorded cases in young children 
there are very few in which the direct pressure of 
enlarged bronchial glands can be excluded. 

Again, many teachers who do not insist on the 
great rarity of asthmatic attacks in childhood, put far 
too great a stress, from the practical point of view, 
on the undoubtedly usual association of the com¬ 
plaint with catarrhal affections of the respiratory 
tract, forgetting the equally certain fact that the very 
great majority of broncho-pulmonary cases in chil¬ 
dren are not complicated by asthma—that asthma, 
indeed, is exceptional in these diseases, although 
when it occurs it is most often in association with 
them. Thus, the neurotic aspect of asthma in 
childhood is reduced to a minimum or altogether 
ignored, and the affection in early life is far too 
widely dissociated, for therapeutical purposes 
especially, from its familiar counterpart in more 
advanced age. 

What, then, I want to insist on is that although 
in a very large number of cases true asthma in 
children arises out of bronchial affections, acute or 
chronic, and most especially perhaps with such 
conditions following on an attack of convulsive 
cough or true whooping cough, yet these cases 
are the same in nature, and require, to speak 
generally, much the same treatment as the so- 
called pure cases of spasmodic asthma in later 
life ; and, further, that there is a notable residuum 
of cases of asthma in childhood, and even in 
infancy, which are not to be referred to any 
catarrhal or other organic conditions at all, but 
seem to be in all respects parallel to the most 
purely spasmodic cases in adults. 

Of the latter class of cases I will not say that 
they are common, but I have seen a few instances 
whose nature I could not doubt. The cases 
associated with antecedent catarrh are met with 
often, and in very various degrees, but I would 
concede to those who do not take this view, that 
very severe asthma of the familiar and pure type as 
seen in adults, is not at all common in early child¬ 
hood, although it does occur. Now, why is it that 
the important element of asthma in the course of 
an attack of catarrh, or even as a sequel of a nearly 
extinct catarrh, is ignored ? Largely, I think, be¬ 
cause when the chest is examined, some more or 
less positive signs are detected which point to some 
inflammatory condition of the bronchial tubes. 
Besides the wheezing due to the asthma we hear 
definite mucous rales, and sometimes we hear 
these in abundance. They may be such as to in* 
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dicate catarrh of the small bronchi, and, further, 
we may discover distinct evidence of pulmonary 
involvement, or the signs of broncho-pneumonic 
consolidation. 

These positive signs of structural affection being 
established, the case is pigeon-holed once and for 
all as bronchitis, or inflammation of the lung, and 
all subsequent attacks of dyspnoea, whether severe 
or slight, whether paroxysmal or chronic, are re¬ 
garded as recurrent attacks of catarrh, or as chronic 
sequelae of the original affection. 

It has occurred to me several times to observe 
the development of asthma in young children, both 
of the paroxysmal and of the somewhat chronic 
form, out of a severe attack of broncho-pneumonia; 
true dyspnoea of the asthmatic type, and increasing 
cyanosis setting in at a period when the physical 
signs of lung consolidation were receding, and the 
temperature was either falling, or had quite reached 
the normal. In cases like these I mention there 
is doubtless ajdifficulty sometimes in arriving at the 
due relative valuation of the catarrhal and spas¬ 
modic elements of the affection. We detect the 
signs of catarrh of the tubes, or even of consolida¬ 
tion of the lung; there may be, in older children, 
the characteristic sputa of bronchitis, and the 
temperature may be more or less raised. But in 
the cases which I say should be regarded as owning 
an asthmatic element, and treated as asthma, the 
dyspnoea is quite different from that of the catarrhal 
disease. It is out of proportion, very often, to 
the physical signs of which too much is made; 
and the trouble yields in no degree to the treat¬ 
ment usually appropriate to bronchitis, while it may 
rapidly subside with some of the remedies proper 
for asthma, or even with the mere discontinuance 
of the treatment which has been persevered in 
from the commencement of the catarrhal attack. 

I could quote to you in detail, had I the time, 
many instances that I have seen of children 
suffering from typical attacks of asthma, both 
with and without signs of catarrh of the bronchi 
or lungs, who were stated, with probable accuracy, 
to have recently suffered from some definite 
affection of the chest, often after measles or 
whooping cough. These children were being 
treated, secundum artem , for bronchitis or broncho¬ 
pneumonia as the case might be. The windows 
were closed, though it might be the height of 
summer; there was a fire, and a bronchitis kettle 
or a steam tent in constant use; the children were 
wrapped in flannel, their chests weighed down with 


poultices, their beds loaded with blankets; “ ex¬ 
pectorant” medicines were freely given, such as 
squills, senega, ipecacuanha, ammonia, and the 
like. Yet for all this the dyspnoea was great 
Oyer and over again have I seen such cases 
recover rapidly, or at least greatly improve by a 
prompt abandonment of all these remedial 
measures which may have been persisted with 
for days in spite of the evident air-hunger of the 
child, and in spite of the fact that there was no 
fever at all, nor any evidence of increase of the 
inflammation which may have existed at the 
onset 

Let me remind you, in the context, that in the 
asthma of childhood, the dyspnoea is not seldom 
apt to be less definitely paroxysmal, less severe, 
and more enduring than is the rule at a later age, 
and this even when the attack may have begun 
suddenly after the manner of the type-disease. It 
behoves us, therefore, considering these things, to 
make a careful study of cases of this kind, and 
we shall learn that we have often to deal with 
a very important element among the symptoms 
which cannot be referred to bronchial catarrh— 
the element of spasm. Remember that in pure 
acute bronchitis, causing real trouble to breathing 
and any degree of cyanosis, the symptom of 
dyspnoea cannot, it certainly does not, remain 
long in the same degree of intensity: it either 
increases unto death, or soon abates. 

One other point, out of many which I must 
omit, I must touch upon before speaking a little 
of the prognosis and the treatment of asthma in 
childhood. The asthma which begins, as it so 
very often does in early childhood, after an attack 
of bronchial catarrh, be that a sequela of whooping 
cough or measles or not, is notoriously in many 
cases the asthma, the spasmodic asthma, of a life¬ 
time, and excited by various immediate conditions. 
Although among these exciting causes, catching 
cold or bronchial catarrh may be one, it is not a 
necessary one, and we shall often see an adult 
asthmatic whose malady dates from whooping 
cough in childhood, suffering from attacks of 
asthma which may be directly excited by reflex or 
nervous causes, gastric derangement, or what not, 
and these attacks shall be in all respects unaccom¬ 
panied or at least unpreceded by signs of catarrh, 
and in all respects the same as the purely spas¬ 
modic class of cases which nearly all agree in 
recognizing as essentially neurotic in nature. We 
must therefore believe that there probably must 
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be in all or nearly all cases some constitutional 
proclivity in order to permit of true asthma arising 
out of respiratory catarrh. 

So we see that in childhood asthma is much 
the same as it is in the adult, and that a very 
large proportion of adult asthmas date from the 
first ten years of life. The chief peculiarities, if 
peculiarities they be, are that asthma in early 
life is not on the whole so severe in its paroxysms; 
that it often runs a subacute and somewhat pro¬ 
longed course; that it is in a large majority of 
cases directly called into being by a definite catarrh 
of the bronchial tubes, the bronchial spasm how¬ 
ever, so induced, being a more important element 
in the causation of the patient’s trouble than the 
bronchial lesion. 

I say little here of the dyspnoea of paroxysmal 
character which is seen sometimes in connection 
with enlarged bronchial glands, and put down to 
pressure at the bifurcation of the trachea or on the 
primary bronchi. I am sure that much enlarge¬ 
ment of these glands may occur without asthma 
or anything like it; and I feel almost equally sure 
that paroxysmal attacks of asthma require some¬ 
thing more for their production than merely pres¬ 
sure on the large tubes. I believe that in these 
cases, just the same as those where there is no 
notable enlargement of glands, bronchial spasm is 
a necessary element in the creation of asthma. 

As regards the prognosis of asthma in children, 
doubtless a good many cases improve with ad¬ 
vancing age, and the affection may cease at or 
before puberty. This was the teaching of Dr. 
Hyde Salter, and I can corroborate it from my 
own experience. Seeing, first, that children are 
more especially liable to bronchial and pulmonary 
catarrh, and, second, are endowed with high 
nervous irritability, we may take it that as child- 
nood wanes these two factors of asthma may be 
expected to become less prominent. The freer the 
intervals of the attacks from bronchial affection 
the better is the forecast, and the greater the hope 
of ultimate freedom from the tendency. But little 
more can, I think, be said of any practical value 
as regards prognosis in individual cases. On the 
whole it would seem that the less demonstrable 
the exciting causes of the attacks are, the more the 
malady is likely to endure; and this whether 
bronchial catarrh be present or not. 

In treating the asthma of childhood, we must 
inquire and search for exciting causes with a view 
to their avoidance as carefully as we have to do in 


the case of adults. But since the bronchial form 
of asthma is by far the commonest, that is to say, 
since for the production of asthma in childhood 
bronchial catarrh plays a necessary part in so 
many cases, we should expect, as in fact we find, 
that with the cessation of this condition the asthma 
should often disappear. I have known several 
cases of asthma in quite young children, beginning 
at the age of two or three years after a severe 
bronchial or broncho-pneumonic attack, or after 
whooping cough, where the trouble has disappeared 
with the gradual cessation of the chronic bronchial 
catarrh to which the children were subject. In 
these cases the attacks of asthma were most 
prominent when there were actual signs of catarrh, 
although often a definite asthmatic attack would 
occur, beginning suddenly and ending as suddenly, 
without any catarrhal signs. Residence in a warm 
dry climate for one or two or more winters has 
permanently cured in some of these cases the 
tendency to bronchial catarrh, and the asthma 
has been heard of no more. 

As regards the treatment of actual attacks of 
asthma in young children, I believe that nearly 
equal difficulty obtains in finding the appropriate 
locality and the appropriate dietetic and medicinal 
remedies, as in the case of adults. But still, as I 
have already said, these attacks as a rule are less 
severe than in later life, and they therefore seem 
to yield more readily to remedies of many kinds. 

Emetics are doubtless of great service in the 
acuter attacks, and lobelia and belladonna have 
an unquestionably remedial value in the less severe. 
Of all the inhalations that I have used, the fumes 
of nitre seem to me the best. But on this impor¬ 
tant and interesting and wide question of the 
medicinal treatment of asthma I can add no more 
now, nor is it indeed quite germane to our present 
subject. For an excellent and practical dis¬ 
cussion of this matter, and many invaluable hints, 
I would again refer you to the classical work of 
Dr. Salter. 
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Gentlemen,— The subject of my lecture to-day, 
viz., “ The Clinical Uses of Opium,” is, I think, 
one well deserving of your attention. Practice in 
this respect has become more and more narrow 
and routine. The use of opium in these days is 
chiefly limited to its administration in the form of 
hypodermic injections of morphia for the purpose 
of easing pain or of procuring sleep, or in 
suppositories, or in small doses by the mouth for 
the relief of cough or diarrhoea. It is given, 
moreover, as a rule, irregularly, in occasional 
doses only. Continuous and systematic treatment 
by opium is rarely seen, except in cases of 
peritonitis. 

Its therapeutic value has, I think, a wider range. 
Hypodermic injections of morphia have, no doubt, 
certain advantages. Of these the most striking 
are its quickness of action, the fulness of its effect, 
and the greater anodyne influence obtained when 
so administered. On the other hand, there are 
certain disadvantages connected with this method 
of administering opium. For one thing, it is by 
no means so safe as the older methods; nor is the 
effect produced so steadily maintained. There 
are also certain difficulties inseparable from the 
hypodermic administration of the drug. In 
ordinary practice the physician cannot always be 
at hand when its employment is desirable, so that 
the duty has to be handed over to the nurse, or 
even, in some cases, to the patient, which, con¬ 
sidering the abuse of opium so widely prevalent, 
is by no means a safe thing to do. Again, the 
frequent punctures produced by repeated injection 
with an unclean needle leads to the formation 
of abscesses. 


A former patient of mine, a confirmed morphine- 
maniac, suffered from a constant succession of 
such abscesses, and was for years in a state of 
chronic pyaemia from this cause. 

Moreover, in certain cases, where it is desirable 
to keep the patient under the constant influence 
of opium, there is a distinct advantage in giving 
it by the mouth, or where a local effect on the 
alimentary canal is desired, as in gastric ulcer. 
But this method, again, has its drawbacks; for 
the appetite and the gastric secretion are thereby 
diminished, and from this reduction in the amount 
of gastric and intestinal secretion and lessened 
peristalsis come loss of appetite, dyspepsia, and 
constipation. 

As regards opium, then, the manner of its ad¬ 
ministration, as well as the quantity and form of 
preparation required varies in different cases. In 
each of these the question whether opium will be 
administered with the maximum advantage and 
the minimum disadvantage, by hypodermic in¬ 
jection, in the form of suppository, endermically 
by means of blister, or through the mouth, has 
carefully to be considered. 

It is not necessary that I should describe to 
you in full detail the physiological effects of 
opium and the alkaloids derived from it; but 
some knowledge of them is essential to a correct 
therapeutic use of the drug. It will be sufficient 
for me to remind you of the leading influences it 
exerts upon the different organs and their 
functions. 

1. On the nervous system, as you will re¬ 
member, its influence is chiefly exercised on the 
brain. Given in small doses (£—£ gr.) its first 
effect is to produce a certain degree of excitement; 
this is speedily followed by a sense of increased 
energy and mental power; which, in its turn, 
gives way to an agreeable feeling of languor, 
passing into sleep. 

In moderate doses (1-2 grains) the stage of 
excitement is short, and deep sleep is soon in¬ 
duced ; while as after-effects headache, nausea, 
coated tongue, and loss of appetite prove trouble¬ 
some. By such doses the brain is rendered 
anaemic, its arteries and veins becoming com¬ 
paratively empty. 
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In large doses opium quickly produces sleep, 
which passes into coma, and the patient is in 
danger of death by asphyxia. Opium induces 
sleep by its direct depressant effect on the func¬ 
tional activity of the brain; this is followed by 
cerebral anaemia, which also favours sleep. 

With regard to the motor system, opium does 
not seem to exert any influence on the muscles, 
while its action on the motor nerves is doubtful. 
It has, however, a very definite effect on the 
sensory system, the sensory nerves being first 
excited and then paralyzed, so that any pain which 
may be present is either relieved or completely 
abolished. The effect produced by opium on the 
brain centres may be summarized in the order of 
importance thus: there is 

1. Loss of voluntary motion. 

2. Loss of co-ordination. 

3. Paralysis of the centres in the medulla. 

Respiration is affected in two ways: the re¬ 
spiratory centre in the medulla being depressed, 
and the bronchial secretion, like most other secre¬ 
tions, lessened. 

The action of opium on the circulation is in¬ 
dicated by a distinct dilatation of the cutaneous 
vessels, which may even amount to the production 
of a red eruption. The vasomotor centre does 
not seem to be affected by small, but is paralyzed 
by large doses. The blood pressure is only 
slightly affected. On the heart little or no direct 
influence is produced. All the secretions are 
lessened by opium except the urine, which may 
sometimes be increased, and the sweat, the secre¬ 
tion of which is always stimulated; 

On the alimentary canal the influence of opium 
in very large quantity has been ascertained by 
experiment to be the production of a tetanic con¬ 
traction of the stomach and intestines, while the 
peristalsis ceases. Thus experimentally adminis¬ 
tered to animals, opium produces a single copious 
evacuation of the intestinal contents. In moderate 
doses peristalsis is lessened, so that in this way, 
as well as from the diminution of the intestinal 
secretions, constipation is induced. In small 
doses, on the other hand, opium sometimes in¬ 
creases the peristalsis and so acts as a purgative. 
Especially is this the case when the existent con¬ 
stipation is due to reflex spasm, eg., from ovarian 
irritation, from peritonitis, or from intestinal ob¬ 
struction. The action of opium in peritonitis, 
according to Lauder Brunton, is probably twofold. 
(1) It lessens the peristaltic movements of the | 


intestines, and so diminishes the local irritation. 
(2) It lessens the reflex activity of the centres 
through which the irritation acts in causing dilata¬ 
tion of vessels, and thus it diminishes the peri¬ 
toneal congestion. Dr. Brunton quotes a sajing 
of Sir Robert Christison to the effect that not only 
coryza but probably all inflammations could be 
nipped in the bud by opium if it could only be 
given sufficiently early and sufficiently freely. 

Certain conditions exert a modifying influence 
on the action of opium:— 

1. Age. In infancy, the brain being larger in 
proportion to the rest of the organism than in 
adult life, opium has a greater effect; following 
the rule that in mammals the influence on tbe 
brain is in proportion to its degree of development 
in relation to the other nerve centres, so that 
even one minim has been known to prove fatal 
to infants between six and twelve months old. In 
old age, also, opium exerts a more powerful 
influence than in middle life. 

2. Idiosyncrasy. While some persons are very 
readily excited by opium, even in small doses, and 
are almost intolerant of it, others are but little 
influenced even by large doses of the drug. 
There is a marked difference between individuals 
in this respect. 

3. Habit has a most important effect on the 
degree of susceptibility shown by the patient to 
the action of opium and morphia. The habitual 
use of the drug may cause merely delay in its 
action when administered medicinally, or produce 
only a weakening of its effect, while in other 
cases both results may follow. These facts may 
possibly be explained by the lessened absorptive 
power of the intestine. Thus, it is said, opium 
eaters can take large doses of perchloride of 
mercury without being affected. The slow ab¬ 
sorption of the drug may allow of its conversion 
into oxydimorphine, which counteracts the soporific 
action of morphine. 

A case has been recorded in which two pints 
of the tincture were taken in a day. I have given 
ten grains of morphine subcutaneously in twenty- 
four hours without producing any marked effect on 
a regular morphine taker, and as many as forty- 
seven grains are said to have been taken in a day 
under similar conditions. 

Such being the physiological powers of opium, 
it has naturally found large application in disorders 
of the nervous system. Perhaps the condition it 
is most commonly employed to combat is that of 
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insomnia . Want of sleep results from many 

different conditions. It is produced by physical 
discomfort of various kinds, such as dyspepsia, 
pain, cardiac distress, and the like; and in such 
cases the sleeplessness is cured by the removal of 
the particular cause of discomfort. Alcoholism, 
chronic or acute, is also a common factor in the 
production of insomnia; while the condition may 
also appear as an early symptom in incipient 
mania. Want of sleep occurs in the specific fevers 
also, and in cases of morbus cordis (perhaps from 
the consequent fulness of the cerebral vessels), in 
old age (probably for the same reason), and in 
Bright’s disease as a result, perhaps, of the dis¬ 
turbance of the cerebral circulation. Apart from 
these it arises also from over-stimulation of the 
brain, e.g. t through worry or overwork, which keep 
up a condition of active hyperaemia in the organ. 
In the simple insomnia of old age and in that of 
excessive brain stimulation, opium is often most 
useful as a hypnotic. This ailment is an exceed¬ 
ingly common one, and its treatment by narcotics 
has led to a great abuse of them, especially of 
alcohol, opium, chloral, and sulphonal. So much 
has been said of the ill effects of the constant use 
of opium that people have become afraid of it, and 
have turned to other soporifics, so that now the 
most commonly used and abused narcotics are 
not opium and morphia, but chloral and sulphonal. 
The effect of the constant use of these drugs is, 
however, equally or more disastrous than that of 
opium. The habitual chloral and sulphonal taker 
becomes exceedingly nervous; his limbs tremulous; 
he grows more and more sleepless, and often 
hysterical; while in the case of chloral, a sudden 
end is not infrequent as the result of an overdose. 
With chloral, habitual use does not appear to lead 
to tolerance of the drug in larger and larger doses, 
as is the case with opium ; so that as the quantity 
is increased the limit of safety is suddenly reached 
without warning, and a fatal dose taken. 

Where sulphonal and chloral have been taken 
habitually, and nervous breakdown has followed, 
the substitution of opium is often most useful. In 
such cases it is best administered by the mouth in 
repeated small doses. I have just had under my 
care a medical man whose nervous system and 
general health had completely broken down under 
the continual use of sulphonal for senile insomnia. 
He was nervous, apprehensive, his hands trembled, 
his appetite declined. He had grown thin and 
feeble, and more and more sleepless. Under doses 


of seven drops of nepenthe with five drops of 
liq. strychniae every eight hours, and a cup of 
beef tea and port wine at bedtime, sleep came. 
He was able to abandon the use of sulphonal, 
gained fresh vigour and appetite, tremor ceased, 
and he is now well, enjoying natural sleep without 
the aid of any narcotic. 

In the insomnia of delirium tremens the old 
plan of using full doses of opium is a dangerous 
one. By this method patients have been sent to 
their last sleep. In such cases opium is best given 
in full but safe doses, combined with digitalis. 

In the insomnia of fever or pneumonia, if there 
be no lividity present, opium in moderate doses is 
the safest narcotic, since, when given by the 
mouth, without the sudden shock of hypodermic 
injection, it does not depress the heart. 

Opium is sometimes of signal service also in 
the delirium of acute disease , such as fever or 
pneumonia; while at other times it may prove 
absolutely futile. A distinction must be drawn 
here between cases where the delirium is due to 
active hypenemia of the brajn and those in which 
it is the result of failing circulation. In the first 
case opiates should be used, and ice applied to 
the head; in the second, stimulants, digitalis and 
strychnia are the proper remedies. In these cases 
of excitement and delirium in the course of fever, 
chloral, bromide and henbane may be used with 
or in the place of the opium. 

Great benefit is sometimes obtained from opium 
in cases of neuralgia. In these the opium acts 
most effectually when applied locally and hypo¬ 
dermically or endermically. 

Another nervous disease in which opium is of 
the greatest service is exophthalmic goitre . Al¬ 
though it seems probable, from the recent re¬ 
searches of Prof. Greenfield * that much of the 
physiological disturbance which occurs in this 
condition, — palpitation, pyrexia, emaciation, 
vomiting and diarrhoea,—is the result of the ex¬ 
cessive secretion of thyroid juice; yet the starting 
point of the disturbance would appear to be the 
vasomotor centre of the medulla. In any case— 
whether primarily or secondarily—the nervous 
system is profoundly affected, and the drug which 
exerts the most favourable influence is opium. 
Tachycardia is, as you know, one of the most 
troublesome and prominent symptoms in exoph¬ 
thalmic goitre, the heart-rate running up in some 


• Bradshaw Lecture, 1893. 
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cases to 150 or 200 per minute, and accordingly 
belladonna in full doses, or digitalis, on account of 
their slowing action on the heart, are the remedies 
most usually prescribed. These drugs are useful, 
and have their place in the treatment of the 
disease; but opium in full doses and at regular 
intervals not only soothes the nervous distress and 
palpitation, but arrests the diarrhoea and vomiting, 
which all other drugs seem powerless to control. 
In these complications the chief danger lies. 
When cases of exophthalmic goitre end fatally it 
is almost always from persistent and uncon¬ 
trollable vomiting and diarrhoea. Opium alone 
will arrest it. 

Opium may be employed beneficially in certain 
diseases of the heart and circulation . Thus in 
mitral disease, and other forms of affection which 
are constantly accompanied in their later stages 
by distress and cough, restlessness and sleepless¬ 
ness, it is of great service. Many authorities 
deprecate its use in these conditions on account 
of its action on the respiratory centre; but an ex¬ 
tensive experience has taught me that it may be 
administered without fear if given in moderate 
doses by the mouth, as by this method the shock 
and the sudden depressant action on the heart, 
which renders the use of the hypodermic method 
dangerous in such cases, are avoided. 

I remember well the case in which my attention 
was first drawn to the value of opium in these 
cases of cardiac distress. The patient, a woman 
of 60, was brought into the Alexandra Ward, in a 
state of urgent dyspnoea. She had a constant 
cough and somewhat profuse haemoptysis. Physical 
examination disclosed mitral stenosis and regurgi¬ 
tation, a large extent of dulness over the posterior 
portion of the right lung, with fine crepitations— 
due, no doubt, to an infarct—with basic conges¬ 
tion of the left. There was some cyanosis. The 
pulse was small and irregular. The patient was 
unable to sleep and in a condition of restlessness 
and distress from the sense of difficulty of 
breathing painful to witness. Stimulants such as 
ether and ammonia were administered without 
material effect. The case seemed to me hopeless 
—the patient at the end of the last stage of 
cardiac disease. I expressed this opinion, and 
that there was nothing to be done but to relieve 
suffering and promote the euthanasia. With this 
view I prescribed ten drops of ftq. opii every four 
hours. I had no expectation of seeing the woman 
again alive, but, to my surprise, at my next visit 


she was wonderfully better. She had slept, was 
able to take food, and the dyspnoea was no longer 
extreme. The improvement continued under the 
continued administration of opium—aided later 
by digitalis—and* in a few weeks she went out of 
hospital convalescent. 

Let me give you another instance. A boy of 
12, in the children’s ward, with mitral disease, 
adherent pericardium, and resultant engorgement 
of both lungs, had frequent pulse and palpitation, 
with harassing incessant cough which became so 
much aggravated on lying down that he could not 
sleep. He began to lose ground rapidly, chiefly 
from want of rest. He was given ten drops of 
nepenthe every four hours. Rapid improvement 
followed. The cough gradually ceased, the pulse 
rate fell from 120 to 90, good sleep was obtained, 
and appetite returned. It is worthy of note how 
the opium in this case acted as a tonic; instead of 
impairing appetite it increased it by giving ease 
and sleep. This patient went out convalescent, 
to return in a few months in almost exactly the 
same condition—sleepless from incessant cough 
due to congestion of the bases of the lungs. 
The same treatment proved efficacious a second 
time, and he again went out convalescent. You 
may indeed see an example of the singular 
benefit conferred by opium in such conditions in 
the case of a young fellow in the Albert Ward, 
with advanced aortic regurgitation, and great 
hypertrophy and dilatation. A few days ago he 
was in constant and increasing distress from 
tumultuous action of Jhe enlarged heart, cardiac 
pain and dyspnoea preventing rest and sleep. 
Ten drops of nepenthe every four hours have, in 
his case, also produced a marked improvement. 
His heart has become quieter, the distress is re¬ 
lieved, and he is able to sleep and eat once more. 

The terrible agony which occurs in angina 
pectoris when the patient is oppressed with a 
sense of impending death, and there is intense 
dyspnoea, is relieved by opium. Formerly the 
custom was to give a drachm of laudanum by the 
mouth; the action is, however, slow, while hypo¬ 
dermic injection will give instant relief. This, 
however, is not, as has been maintained, altogether 
unattended with risk. I have known death follow 
its use in a case of greatly dilated heart. 

Except in a desperate case, therefore, or unless 
nitrite of amyl be not available, I should not give 
a hypodermic injection, or only a small one, and 
administer it very slowly. In angina nitrite of 
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amyl or brandy, followed by the continuous use 
of nitro-glycerine regularly, or opium in frequent 
and moderate doses, is the best treatment, to¬ 
gether with the usual precautions against mental 
excitement, physical exertion and overloading of 
the stomach. 

Passing on now to diseases of respiration we 
find that in one affection where great results 
might have been anticipated, viz., whooping cough . 
the influence of opium has proved disappointing 
as a means of controlling the paroxysms. Chloral 
and, in the later stages, Indian hemp, are more 
efficient sedatives. 

In asthma the effect of opium in the shape of 
hypodermic injection is most striking, and is pro¬ 
duced in a few seconds. It is, perhaps, the most 
effective of all means of relieving asthmatic spasm. 
Here, again, however, its use is not altogether 
devoid of danger. As I have stated previously, 
when the heart is greatly dilated and feeble, the 
shock caused by the sudden intrusion of the drug 
into the circulation may cause fatal arrest of its 
action. 

Idiosyncrasy also supplies an element of danger 
in this condition. The injection of one-sixth of a 
grain of morphia has produced fatal coma in a girl 
of 9 suffering from severe asthma. In old-standing 
cases, therefore, it is safer to trust to other reme¬ 
dies, such as stramonium or lobelia. 

In bronchitis opium is, in my experience, the 
only drug which has any power in assuaging the 
severity of the cough. One of the best forms is 
the old-fashioned paregoric, which may be given 
in half-drachm doses, together with iodide of potas¬ 
sium and ipecacuanha, for the purpose of increasing 
and liquifying the bronchial secretion, which 
opium tends to diminish, although in a less degree 
than atropine. Opium relieves cough by lessening 
the excitability of the respiratory centre, and cau¬ 
tion must consequently be observed if any degree 
of cyanosis be present. 

Of the value of opium in pneumonia I have 
already spoken. 

In phthisis , as in bronchitis, opium is the only 
remedy which will effectually relieve the distressing 
cough. Other sedatives, with the exception, per¬ 
haps, of inhalations of conium, have small power 
in this respect, and conium inhalations are apt to 
nauseate the patient The objection to the free 
use of morphia in phthisis lies in the fact that it 
increases the sweating, already too profuse, and 
interferes, to some extent, with appetite and diges¬ 


tion. The first may be neutralised by the addition 
of belladonna or atropine; the second to a great 
degree by avoiding the coarser preparations of 
opium, and using morphia or nepenthe with hydro¬ 
chloric acid and gentian; the treatment in both 
cases being continuous, by moderate doses at 
short and regular intervals. 

The only conditions of the stomach in which 
opium comes effectively into play are those in 
which vomiting and pain are conspicuous symp¬ 
toms. In irritative dyspepsia , for example, where 
there is pain or discomfort, opium is extremely 
useful combined with hydrocyanic acid and full 
doses of sodium bicarbonate. In gastric ulcer opium 
is sometimes of signal service; it relieves pain, and 
by its power of arresting peristalsis, it lessens the 
churning movements and gives the injured organ 
rest. Again, opium relieves pain, and by its direct 
influence on the vomiting centre when absorbed, 
as well, possibly, as by reflex action in soothing 
the gastric nerve filaments, it relieves vomiting. 
For this purpose it should be given in small doses 
frequently repeated, as three to five minims of 
liq. opii with five grains of bicarbonate of soda in 
one or two teaspoonfuls of water. When the 
stomach is irritable it will often retain medicines 
in small bulk, when a larger quantity is at once 
rejected. If the vomiting is severe, hypodermic 
injection must be resorted to. Opium may also 
be given in this condition in the form of supposi¬ 
tory ; or by the dusting of one-sixth of a grain of 
morphia on the raw surface of an epigastric blister. 
These measures are, of course, subsidiary to the 
privation or limitation of food by the mouth, and 
rectal feeding, which are essential in all severe 
cases of gastric ulceration. 

Passing on to diseases of the intestine we find 
that in many of these opium is of immense service. 
It does good chiefly through its power of lessening 
peristaltic movement, either by paralyzing the 
motor fibres of the vagus, or by stimulating the 
inhibitory fibres of the splanchnic. Take, for ex¬ 
ample, that painful condition known as colic . In¬ 
testinal colic is due to a muscular spasm, or cramp 
of the bowel, set up by some irritant matter, such 
as indigestible food, part of the gut being, at the 
same time, unduly distended by gas. In these 
cases opium, by virtue of its power of arresting 
peristaltic contractions, gives relief A special 
form of colic which occurs in children, deserves 
mention in this regard. It is usually a sequel of 
diarrhoea, which leaves behind it increased irritabi- 
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lity of the intestinal muscle, producing cramp, and 
is liable to be very persistent. The child is seized 
from time to time—sometimes every day or two, 
sometimes once or twice a day—with more or less 
severe abdominal pain, generally in the region of 
the navel. It is usually found that there is ten¬ 
derness in this one particular spot. In these cases 
opium does wonders. Belladonna is more often 
given, but inasmuch as it increases peristalsis it 
tends to aggravate the condition. Bismuth is con¬ 
stantly given without result. Tonics are tried, 
and often make matters worse. Opium, properly 
administered, and its constipating effect neutralized 
by some mild laxative, will effect a cure. 1 think 
the best form is Dover’s powder, with or without 
grey powder, according to the state of the bowels ; 
one grain of Dover’s powder being given regularly 
every eight hours to a child of three years old, 
and so on in proportion. 

Take again diarrhoea of various forms; how es¬ 
sential opium is to the efficient control of it 1 It 
acts by lessening at the same time both the secre¬ 
tion and the peristalsis. It is an indispensable 
adjunct of all astringent or antiseptic remedies for 
this condition. The first are usually ineffective 
alone, the second, acting only by arresting the 
decomposition of the intestinal contents, take 
effect slowly, and hence the necessity for opium 
to restrain the activity of the gut until the ab¬ 
normal conditions which produced it subside. 

In the condition termed “ infantile diarrhoea ” 
or “cholera infantum ,” where there is profuse 
purging, death largely results from the draining of 
the vessels of fluid through the constant discharges 
by vomiting and purging, a bland digestible diet is 
an important part of the treatment. Nitrate of 
bismuth soothes the catarrhal mucous membrane, 
and is of great service if given in full doses of 
five to ten grains every four hours for a child three 
months old, with two to three grains of chalk to 
neutralize irritant acids. These remedies, however, 
require time to act; meanwhile it is necessary to 
arrest the drain quickly. Only opium will do 
this. 

Many practitioners are afraid of giving opium 
in any form to little children; and in the case of 
very young infants a few weeks old it has its risks, 
unless minute doses are given and their effect 
carefully watched. The text-books, indeed, almost 
invariably deprecate the use of opium in such 
cases in young children, yet I am sure that I have 
constantly saved life by its employment, where its 


use has not been ventured upon on account of the 
infancy of the patient. It may be given in doses 
of one eighth to half a grain of Dover’s powder, 
according to age, with a quarter of a grain to half 
a grain of grey powder, according to age, every 
four hours, or one eighth to one half a drop of 
nepenthe added to nitrate of bismuth in full doses. 
It will arrest profuse diarrhoea when added to 
these other remedies, which they alone seem quite 
powerless to control without it. 

In the dysenteric diarrhoea or catarrhal colitis of 
children opium relieves the pain, the vomiting 
(which is often a conspicuous symptom), and the 
tenesmus. Here, again, the best form is Dover’s 
powder with grey powder; that is, giving opium 
with ipecacuanha and grey powder at first, when 
sickness is prominent, and with bismuth and 
ipecacuanha when the intestinal symptoms prevail, 
in other words, when the diarrhoea is more urgent 
than the vomiting. 

There is another form of diarrhoea common in 
children, but met with also in adults, that called 
lieniery , in which opium is invaluable. This kind 
of diarrhoea is usually overlooked or very imper¬ 
fectly described in the text-books, and certainly 
not given the importance it merits. It is character¬ 
ized especially by the feature that the bowels are 
excited to act by taking food. This is the result 
of an undue irritability of the intestine, and chiefly 
of the small intestine, although the whole bowel is 
in fact in a condition of hyper-excitability. That 
this form of diarrhoea does start in too active 
peristalsis of the upper bowel is proved by the 
character of the stools. They are large and 
yeasty—chyme-like ; in fact, they consist of chyme, 
the contents of the stomach just in the state in 
which they pass from the pylorus into the duo¬ 
denum without further digestion in the intestine. 
Food taken into the stomach quickly stimulates 
peristalsis, which, starting in the duodenum, runs 
down the small and large intestines, causing an 
expulsion of their contents before the nutritive 
matter can receive pancreatic or intestinal diges¬ 
tion. Absorption necessarily takes place imper¬ 
fectly, because the food has been imperfectly 
prepared for that process and passes too quickly 
out. In fact, the condition of things is much the 
same as would obtain if the anus were placed in 
the duodenum. Now opium, by its power of re¬ 
straining excessive peristaltic action, has a powerful 
influence on this condition, and in conjunction 
with bismuth and ipecacuanha if necessary, and 
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proper diet, rarely fails according to my experience 
to effect a cure. 

This power of opium to restrain peristaltic move¬ 
ments is most useful again in typhlitis and in typhoid 
fever . An ulcer on the point of performing may 
heal if the part is kept absolutely at rest. So, too, 
when haemorrhage has occurred, the administration 
of opium facilitates the natural arrest of bleeding 
by keeping the part quiet and motionless. In the 
same way, the peritonitis caused by a perforation 
may be limited to the locality at which the accident 
has occurred. 

This leads me to speak of the use of opium in 
peritonitis . I believe that in general suppurative 
peritonitis, whether set up by perforation of the 
bowel, pelvic haemorrhage, or pyaemia, the case 
can only be dealt with surgically—by laparotomy 
and flushing. But in local adhesive peritonitis— 
tubercular, influenzal, or perityphlitic—opium does 
much. By keeping the parts at rest and by les¬ 
sening the activity of the local vasomotor centres, 
it lessens the vasomotor dilatation, and aids the 
subsidence of inflammation. In the various forms 
of intestinal obstruction opium plays an important 
part in treatment, possibly by its power of relieving 
spasm of the bowel. In faecal obstruction, for 
example, it sometimes acts probably by virtue of 
this property and thus aids effectually the use of 
repeated enemata. 

In the case of intussusception opium is of great 
benefit. By arresting peristaltic action it prevents 
the further invagination of the gut (which results 
usually from the too active peristalsis of the small 
intestine forcing the ileo-coecal valve before it). 
By stopping peristalsis it stops further intussuscep¬ 
tion. In this affection, therefore, opium should 
always be given to keep things in statu quo until 
the condition can be reduced by inflation or water 
distension. 

In cases of impacted gall-stone and in renal 
calculus opium gives a great relief, not only by 
easing the violent pain and vomiting, but also by 
relaxing spasm and thus facilitating the passage of 
the stone. 

In diabetes , again, opium and its alkaloids have 
great power in reducing glycosuria. They act 
probably by reducing the irritability of the afferent 
fibres in the nerves of the abdominal viscera, 
diminishing the irritation of the vagus by dulling 
it and its reflex agents, and thus reducing its 
activity in causing dilatation of the hepatic vessels. 

The beneficent effect of opium in aiding 


euthanasia is a matter which, I think, hardly 
receives the consideration it deserves. Where we 
cannot cure, we can by this “ best gift to man ” 
ease distress, both bodily and mental, and pass 
the patient almost painlessly across the dreaded 
river. 

In conclusion, let me add a word of caution. 
Remember that in cases of Bright's disease opium, 
especially if administered hypodermically, is liable 
to produce profound and fatal coma. 

In cases of fatty heart , and largely dilated hearty 
the hypodermic injection of morphia in full dose 
is attended with risk. 

Remember that children are susceptible to its 
influence in inverse proportion to their age. I 
have known fatal coma set up in a child of six 
months by half a drachm of tincture of opium, 
given as a rectal injection, and a child of fourteen 
months completely narcotized by 2\ grains of 
Dover’s powder. 

And lastly, remember, what is usually ignored, 
that if opium has been given freely, the sudden 
stoppage of it produces great nervous depression, 
often severe vomiting and diarrhoea—such is the 
effect of sudden privation in the case of opium 
eaters and morphine takers, and I have seen 
similar results follow in the case of patients 
who have been given it systematically, if it is 
abruptly discontinued. In exophthalmic goitre, 
for example, its sudden stoppage would be most 
disastrous. In these cases it is wise to let your 
patient down slowly and safely by gradual re¬ 
duction. 


Syphilis of the Lung.—Dr. Schirren considers 
the following points are established for this 
condition:— 

1. It may appear as a phenomenon of secondary 

syphilis. 

2. It may exist alone without any other syphilitic 

manifestation. 

3. The symptoms present nothing patho¬ 

gnomonic. 

4. The physical signs resemble tubercle most 

nearly. 

5. The diagnosis depends on— 

a . Absence of tubercle bacilli. 

b . The history of infection. 

c. Possible manifestations of syphilis else¬ 

where in the body. 

d. The result of antisyphilitic treatment. 

(Dermal . Zeilschr.) 
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I. 

ON DISEASE OF THE APPENDIX 
VERMIFORMIS. 

Delivered on June 6th. 


I purpose lecturing to-day, Gentlemen, about a 
small part of the body, but one which, under some 
circumstances, gives rise to a very serious amount 
•of trouble. 

Through the kindness of Mr. Stabb I am able 
to tell you something about thirty-three cases of 
disease in connection with the vermiform appendix 
which have been admitted to the hospital during 
the last five years. The tables here are for refer¬ 
ence and your inspection. I do not now propose 
?going into them in detail; but one or two points 
in connection with them I may mention. 

In the first place, of these thirty-three cases 
twenty-six were those of male subjects, and seven 
of female. In fifteen of them, or nearly one-half, 
the ages at which the attack took place were 
between ten and twenty years. The bulk of these 
cases ended in suppuration in the neighbourhood 
of the appendix, which afterwards extended in a 
number of them to the general peritoneal cavity. 
Out of the thirty-three no fewer than twenty died. 

Another point of interest in connection with 
these cases is the large number in which the 
onset was characterized by sudden pain occurring 
in persons otherwise perfectly healthy, previously 
complaining of no illness whatever. In some of 
the other cases there may also have been a sudden 
onset, although the notes make no mention of the 
fact. 

In all these instances the disease was distinctly 
traced to inflammatory changes in the vermiform 
appendix. We have, therefore, to do with a 
disease of very great importance, of frequent 
occurrence, and, at any rate when neglected, 
terminating fatally in a large proportion of cases. 

The occasion for these remarks is afforded by 
two cases at present in the hospital, cases illustrat¬ 


ing totally different types of the malady. The 
first case, a patient of Mr. Clutton, has had three 
previous attacks of pain and tenderness in the 
right iliac fossa, the attack being on each occasion 
associated with the formation of an inflammatory 
lump in the fossa. This induration or tumour 
disappeared in the interval. The attacks occurred 
during a period of four months. After the ter¬ 
mination of the third attack, which was the most 
severe, and when the lump that was associated 
with it had disappeared, Mr. Clutton, having arrived, 
after a consideration of the symptoms, at the 
diagnosis that the vermiform appendix was con¬ 
cerned in the trouble—and the reasons for arriving 
at such a conclusion I will afterwards give you— 
cut down in the semilunar line on the right side 
and found the appendix lying behind the caecum, 
surrounded by adhesions which were recent and 
easily separable. Having isolated the appendix, 
a circular cut was made near its base, a cuff-like 
process of peritoneum turned up, the rest of 
the tube cut across at the higher level, and the 
peritoneum inverted with a few stitches over 
the cut stump. All was thus made secure, and 
the patient made a perfectly good recovery with 
no bad symptom or interruption in its progress. 

The second case was that of a patient of Mr. 
Ballance, who had also had three previous attacks of 
appendicitis during a period of five months, accom¬ 
panied each time by the appearance of a swelling 
in the iliac region. Soon after the third attack an 
incision was made, at first parallel to Poupart’s 
ligament, but afterwards in a more vertical direc¬ 
tion; the parts being very much matted by 
adhesions, the wound required enlargement, and 
the incision was extended along the outer border 
of the right rectus muscle. After separation of the 
adhesions, the appendix was divided close to the 
caecum, and the stump pushed into and enclosed 
by a portion of caecal wall by means of a few 
Lembert stitches. This patient also made a very 
satisfactory recovery, the convalescence being only 
interrupted by slight suppuration of a superficial 
kind. 

These, as I have said, were two cases of a dis¬ 
tinctly different type from those that are contained 
in the long list I have here, where the patients 
made application at the hospital after periods 
varying from the onset of the attack from three or 
four to as many as twenty-one days. These cases 
were treated very much as patients with any large 
abdominal abscess would be dealt with. In none of 
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them, so far as the notes go, is there any mention 
of the removal of the appendix. 

Another case to which I would like to refer, was 
one in which an operation was performed by 
Mr. Stabb, three days after the onset of the acute 
symptoms; an illustration of operative interference 
under another set of conditions. The patient, a 
boy of sixteen, had a history of previous disturb¬ 
ance in this region, but the sudden severe pain 
and acute symptoms had supervened only three 
days before the patient came under Mr. Stabb’s 
care. On admission, the symptoms of peritonitis 
were present, and on making an incision in the 
right semilunar line very offensive pus was dis¬ 
charged, not merely from a more or less circum¬ 
scribed abscess in the neighbourhood of the ap¬ 
pendix, which was found to be perforated and 
sloughing, but also from the general peritoneal 
cavity. The appendix was discovered in the midst 
of the abscess in a gangrenous condition quite up 
to its base, behind and on the outer side of the 
caecum, close to which it was ligatured and re¬ 
moved. No flaps could be formed. The peritoneal 
cavity was thoroughly flushed, the external wound 
closed, and drainage tubes inserted. Three weeks 
later a secondary abscess had to be opened on 
the left side of the abdomen, and a faecal fistula 
persisted for a time. Finally, however, all the 
wounds closed, and the patient made a complete 
recovery. 

One can only congratulate Mr. Stabb on the 
successful issue of this case, for, so far as I know, 
general septic peritonitis, of which this was an 
instance, arising in connection with appendicular 
disease, is most rarely recovered from. As a general 
rule, all these patients die; and the hospital record 
shows a considerable number of deaths under these 
conditions; but in this instance, the patient made 
a satisfactory recovery after careful cleansing and 
disinfection of the peritoneum, with the subsequent 
use of drainage tubes. A considerable time elapsed, 
certainly four months passing by before the wound 
had completely healed; but still this result is most 
unusual. 

This, then, is the text upon which I purpose to 
address some remarks to you upon the characters 
of the diseases met with in this situation. 

The vermiform appendix is an organ with whose 
use or function we are quite unacquainted. It 
seems to be the imperfectly developed remnant of 
what in other mammals presents the form of a 
large conically-shaped caecal cavity. In man it is 


invested with peritoneum, and is connected with 
the caecum by a fold of mesentery which is some¬ 
what triangular in shape, the apex of the triangle 
being close to the ileo-caecal valve, the base a free 
concave border some distance down the length of 
the appendix. The terminal portion is free for a 
greater or less extent and is completely surrounded 
by serous membrane. 

This tube enters the caecum at its posterior 
part and the opening is more or less protected by a 
valve of mucous membrane which was first described 
by Gerlach. The appendix varies greatly in length, 
and also, to some extent, in position. It may be 
nine, or ten, or even more inches long; usually 
its length is three or four inches, but, on the other 
hand, it may be only one inch, one and a half, or 
two inches long. It varies very much in bulk as 
well as in length, and in some cases is of very 
much larger calibre than in others. Its general 
direction is upwards and to the left side, in the 
direction, roughly speaking, of the spleen. It lies 
behind the commencement of the ileum. 

With regard to its position with reference to the 
anterior abdominal wall, Fowler has made a 
number of measurements which are of some 
interest. He found that if a line be drawn from 
the anterior superior iliac spine on the one side to 
that on the other, that in some twenty-five cases 
the appendix was situated above this line, in as 
many as seventy-four it was placed below it, whilst 
in thirteen it corresponded in position to the line. 

The caecum, which may sometimes be concerned 
in the malady of which I am speaking, is that por¬ 
tion of intestine on the distal side of the ileo-caecal 
valve. It is about three inches wide in the adult 
distended condition, about two to two-and-a-half 
inches in length, and is completely invested with 
peritoneum. It rests commonly upon the psoas 
muscle; sometimes, however, upon the iliacus. 

The upper limit of the caecum is found some¬ 
where between the region bounded below by the 
line we have spoken of, and above by one corre¬ 
sponding to the highest part of the iliac crest, 
a transverse line that, we know, crosses the 
umbilicus. 

A very interesting paper which Dr. Hawkins has 
contributed to the twenty-first volume of our 
Reports, contains minute details, with numerous 
microscopic illustrations, of the pathological 
changes he found in a large number of cases of 
appendicular disease discovered post mortem in 
the bodies of patients who died, presumably, from 
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other causes. His investigations endorse and 
corroborate the views entertained by Fitz and 
other able observers that inflammation of the 
appendix assumes two forms: one catarrhal, which 
is chronic and not of great importance so far as 
the existence of the patient is concerned, and the 
other, the ulcerative, which is of extreme impor¬ 
tance and of great danger to the individual. The 
inflammatory changes thus brought about give rise 
to conditions which formerly were somewhat loosely 
called typhlitis, perityphlitis, and paratyphlitis. 
These words peri- and para-typhlitis are somewhat 
erroneously used (perityphlitis especially), because 
there is no post-caecal areolar tissue, as there is 
behind the colon and other parts, in which 
inflammatory changes can take place, the caecum 
being entirely invested with peritoneum. 

In 146 post-mortem examinations made by 
Matterstock, where acute suppuration had taken 
place in the right iliac region, he found that no 
fewer than 132 were cases of perforative appendi¬ 
citis. Fenwick in thirteen cases out of 125 found 
the same; while Kummel states he discovered this 
condition in every instance he examined. 

Then, again, we find disease in the appendix 
very commonly discoverable in post-mortem ex¬ 
aminations of persons who have died from other 
causes, as the mild or catarrhal form of the 
disease is very rarely fatal. Dr. Hawkins quotes 
the observations of Tungel, who, in the General 
Hospital of Hamburg, found in a number of cases of 
death from various causes, examined post mortem, 
that there were thirty instances of complete or 
partial obliteration of the appendix, forty-three 
cases in which catarrhal conditions were found 
associated with faecal concretions, twelve cases of 
abnormal adhesions, and eleven of tuberculous 
ulceration. In the 100 bodies examined by Dr. 
Hawkins for the purposes of his paper he found 
evidence of past or present disease in the appendix 
in sixteen. Professor Pepper, of Philadelphia, 
quotes 300 cases of post-mortem examination in 
persons in whom there had been no history of 
any previous appendicular disease, but where 
evidence of disease of the appendix was found in 
33 per cent. 

Affections of this organ, therefore, are exceed¬ 
ingly common, bearing a large proportion to 
other kinds of disease. We may fairly, I think, 
conclude that nearly every case of fatal inflam¬ 
matory disease in the right iliac fossa will be 
found, on examination, to be due to inflammation 


of the appendix, generally of a perforative kind. 
It was formerly thought that the caecum was the 
organ chiefly concerned in these troubles; but, 
although there is very little difference in structure 
between the two organs, except that in the appendix 
there is more lymphatic and muscular tissue, yet, 
as a point of clinical observation and fact, the 
caecum is very rarely indeed affected by perforative 
ulceration, so that it may be almost disregarded in 
treating these cases at the bedside and in arriving 
at a diagnosis, while, as I have shown you, disease 
of the appendix is common, either of the milder 
catarrhal type, or of the more severe ulcerative and 
perforative character. 

We do not know what is the cause of this 
catarrhal condition of the appendix. In a large 
proportion of cases, as post-mortem examinations, 
coupled with the antecedent history of the patients 
show, it causes no marked or definite symptoms. 
If the disease become more pronounced there 
will be slight pain or tenderness in the iliac region 
with more or less fulness, partly due, no doubt, 
to the faecal accumulation which takes place as 
the result of the paresis of the bowel which the 
inflammatory condition causes. There is a slight 
febrile disturbance, and, in some instances, there 
may be some strictly limited local peritonitis. 
There is no doubt, so far as our observations can 
tell us, that there are a few cases in which, even 
without perforation, this catarrhal condition, when 
it is repeated and causes considerable organic 
change in the structure of the appendix, may be 
the cause of a peritoneal inflammation with sup¬ 
puration. In other words, we should recognise 
the fact that suppuration in the neighbourhood of 
the organ may occur without any actual perfora¬ 
tion being discoverable in the appendix. No 
doubt this is only true of a few exceptional in¬ 
stances ; in the great bulk of these cases perfora¬ 
tion undoubtedly occurs. 

There is one cause of the catarrhal condition, 
however, that must be borne in mind, namely, the 
accumulation of inspissated faecal or otherwise 
changed matter in the interior of the tube, 
although this is more frequently a cause of the 
ulcerative type of disease. The latter was formerly 
supposed to be often due to foreign bodies finding 
their way into the interior of the appendix: 
grape pips, pickles of corn, seeds which had not 
lost their outer shell and could not be digested, 
hairs, etc., were supposed to get admission to the 
organ and to set up the ulcerative process; but 


Digitized by 


Google 



The Clinical Journal.] 


SIR W. MAC CORMAC—APPENDIX VERMIFORMI3. [ 8 ept. 26,1894. 355 


more accurate observation has shown that cases 
of ingested foreign bodies finding their way into 
the appendix are exceedingly rare, but a limited 
number of them being recorded; whilst, on the 
other hand, the association of faecal concretions 
with ulceration of the appendix is of very common 
occurrence. Of such concretions there are several 
specimens on the table, all of which were found in 
ulcerated appendices. In some instances they 
form laminated calculi with a central nucleus, the 
layers being composed of phosphates and accre¬ 
tions of faecal matter of various kinds. Here is 
one in situ showing the extensive necrotic ulcera¬ 
tion that has taken place in the appendicular 
wall as the result of its presence. In this other 
specimen the opening into the caecum is very 
small, and an accumulation of mucus and secre¬ 
tion in the interior of the tube has caused a 
number of hernial protrusions of the appendicular 
wall, which are very thin, and might at any time 
have given way and thus set up septic peritonitis. 

It has been calculated that not fewer than 
60 per cent, of the cases of ulcerative perforation 
of the appendix are associated with concretions. 
In that proportion of cases they have been actually 
discovered; but, as they are often small, and, 
being sometimes very soft, apt to disintegrate, they 
may be easily lost sight of, especially in the large 
abscess cavity which frequently forms, so that we 
may fairly assume that the actual proportion is 
even larger. 

The catarrhal and ulcerative forms of the dis¬ 
order may occur in succession in the same 
individual. The cases I have quoted well illus¬ 
trate the fact. A person may have one, two, 
three, four, five, or more attacks of the catarrhal 
or milder type of the affection, and then in some 
subsequent attack the severer form may supervene. 
Ulceration and perforation then take place, and the 
death of the patient too commonly follows. This 
history is repeated over and over again in the cases 
detailed in the list of Mr. Stabb, and no doubt a 
fatal result would have occurred in the usual way 
in Mr. Stabb’s case had he not fortunately been 
able to intervene in time. 

So far then as the pathological conditions in the 
two forms of the disease are concerned, we may 
say that we do not accurately know the causes of 
the catarrhal form; that it generally produces no 
very definite symptoms, is not discoverable during 
life, and frequently subsides, leaving but little 
pathological change behind; but, or* tne ctner 


hand, as the facts I have quoted show, the ap¬ 
pendix is frequently found to be, on post-mortem 
examination, abnormally thick and rigid, indicating 
the previous occurrence of inflammation. The 
minute changes that then occur are described in 
the paper of Dr. Hawkins. He there points out an 
important fact, that there is a great tendency in 
these catarrhal cases for the lining membrane of 
the tube to become transformed into granulation 
tissue, tending, in many instances, to produce 
obliteration of the tube. In a few cases this 
obliteration is complete, and then the patient is 
rendered immune to further attacks; more fre¬ 
quently it is only partial, and produces either a 
constriction, or perhaps a complete occlusion of 
the tube at some point, often near the caecal 
entrance. Behind this strictured portion, or oc¬ 
cluded part, an accumulation of mucous secretion 
distends the appendix, a dangerous condition, as 
violence, applied to the abdomen, may cause its 
rupture, or it may give way in consequence of 
an ulcerative process, and a fatal peritonitis result 

In some of the more acute cases the inflamma¬ 
tory changes extend through the wall of the 
appendix, the peritoneal investment becomes 
involved, and peritonitis occurs without perforation, 
due probably to a migration through the inflamed 
tissue of pyogenic cocci, derived from the intestine, 
and this may be followed by the formation of a 
localised abscess, or a general peritonitis. 

When the inflammation is very severe, it seems 
frequently to produce somewhat extensive necrosis 
of the wall of the appendix. This may involve one 
side to the extent of half an inch, an inch, or even 
more, sometimes the entire circumference is im¬ 
plicated, and then the distal portion may be 
detached; and it has been found in some 
instances floating in the pus discharged from the 
abscess which has been produced. In other cases 
the ulceration has not had time to extend far, and 
only produces a small pin-hole opening in the 
wall of the appendix, but this has proved sufficiently 
large to allow of the escape of putrescent matter, 
and peritonitis follows. 

The table I have had prepared shows then, that 
during the short period to which it applies, 
twenty-six of the cases were males, while only 
seven were females, and other observers have 
noticed that the disease is much more frequent 
in the male than in the female sex, occurring 
probably four or five times as often. 

Appendicitis generally occurs in young adults, 
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The largest proportion of cases probably occur— 
and my table corroborates the statement—between 
the ages of 15 and 30. Of 169 cases tabulated 
by Fowler, 81 took place between the ages of 5 
and 10 years, 50 between 10 and 20, 66 between 
20 and 30, 28 between 30 and 40, and 16 over 
40. It may, however, also occur in very young 
children, and in very old people. 

In investigating cases of this kind, it will be 
found that a great number of the persons who 
apply for medical and surgical relief, will have 
had previous similar attacks, and it is of great 
clinical importance to examine as closely as 
possible into the nature and history of these 
attacks, in order to form some conclusion as to 
what changes they may have caused in the 
relations and condition of the appendix. In.view 
of any possible operative interference the existence 
of previous adhesions, the result of inflammation, 
is a matter of vital moment. 

The very sudden onset of the disease is extremely 
characteristic, A person previously in the enjoy¬ 
ment of perfect health will suddenly complain of 
an exceedingly severe pain in the right iliac region, 
referred also to the epigastrium, of a colicky nature, 
and apt to be mistaken for ordinary colic. The 
pain is very severe and lancinating, and nearly 
always the first symptom complained of. 

Soon afterwards, three or four hours it may be, 
the patient complains of abdominal tenderness, 
always in the right iliac region, except in those 
cases where the appendix is displaced, as it may be. 
to the left side. There is something quite peculiar 
about this tenderness, so that a very excellent 
American surgeon, Dr. McBurney, has determined 
a point 1 £ to 2 inches along a line drawn from the 
anterior superior spine to the umbilicus, at which 
the tip of the index finger will discover a marked 
degree of localized tenderness not to be felt else¬ 
where, and often of an extreme kind. This is true 
no doubt in a certain number of cases in the early 
stage; but, unfortunately, in those cases which we 
have had the opportunity of observing in hospital 
practice this localized tenderness is concealed or 
masked by the general tenderness which is found in 
the iliac region. I mention this localized tenderness, 
which goes by the name of McBurney’s point, to 
make you aware that in the early condition you 
may sometimes make a diagnosis by this means. 
And therefore, when present, it is a most important 
symptom. 

Soon after the onset of the disease there will be 


nausea, frequently followed by vomiting. Con¬ 
stipation, which was once thought to play an 
important role in the production of this disorder, 
does not seem, on further investigation, to exercise 
any very distinct, exciting, or predisposing influence. 

At the beginning there is often a sensation of 
chilliness, but scarcely ever any marked rigor or 
anything approaching one. Further it has to be 
remembered that the rise of temperature, which is 
variable, reaching sometimes to ioi°, 102°, 103°, 
or even 104° F., and the pyrexia associated with it, 
are not trustworthy guides as to the progress of 
the disease within the abdominal cavity. It has 
been several times observed that the temperature 
has fallen and the condition of the patient appar¬ 
ently improved although the disease was progressing 
internally, and the pus-formation increasing. 

Another important and early sign to be de¬ 
tected in at least two-thirds of the cases, is well- 
marked rigidity on the right side. The right rectus 
becomes distinctly tense, and a localized rigidity of 
this kind is, I need hardly say, of great diagnostic 
importance. Of course, in the later stages the 
rigidity becomes general, and here again the 
hospital surgeon is at some disadvantage. 

In a very considerable proportion of cases there 
is a well-marked swelling or tumour in the iliac 
fossa. The presence of swelling is invariable when 
suppuration occurs, and there is often some 
oedematous infiltration of the abdominal wall over 
it. I have not noticed this very often in the 
skin, although I have seen it frequently during the 
progress of the operation in cutting through the 
layers of the abdominal wall to reach the deeper 
parts, and its occurrence in such circumstances is 
abundant confirmation of the accuracy of the 
diagnosis. 

These iliac swellings, even although large and 
containing a great quantity of pus, rarely betray 
themselves in the shape of fluctuating tumours. 
Fluctuation in these cases is not manifested at an 
early period, even in the presence of a large 
quantity of matter; so that this is a sign you 
should never expect, and for which certainly you 
should never wait. 

Cases such as those in the list referred to are 
dealt with as abscess in any situation would be 
dealt with. They are opened as speedily as 
possible, disinfected and drained, and the patient 
as a rule recovers. The adjacent coils of intestine 
have generally become glued together, and the 
collection of matter, which must of necessity be 
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intra-peritoneal, becomes shut off, so that general 
peritonitis is avoided; and where this limiting 
wall has not given way a good recovery may as a 
rule be expected. In washing out and disinfecting 
these abscesses, and in examining them for the 
remains of the appendix, the greatest care should 
be taken to avoid anything like violence, as other¬ 
wise the adhesions may be broken down and the 
peritoneal cavity infected, when in the great 
majority of cases a fatal result will ensue. 

It is not safe under these conditions to make 
any prolonged or extensive search for the appendix. 
If it be readily visible or accessible, no doubt it 
ought to be removed, as in that way the patient is 
protected against the recurrence of his trouble; 
but in these cases the recurrence of the trouble is 
exceptional, due probably to the fact that the 
inflammatory changes that have taken place in the 
appendix, the extensive ulceration, or necrosis of 
a part, even the greater part of it, may lead to its 
obliteration. 

These are the cases that we have most frequently 
to deal with in the hospital; but when the con¬ 
ditions are those I described at the beginning of 
this lecture, which may be spoken of as a relapsing 
appendicitis, where we find the patient suffering 
greatly, much incapacitated for his daily work, of 
little use to himself or anyone else, there is no 
doubt that if a diagnosis can be arrived at that the 
case is one of inflammation of the appendix, the 
proper treatment will be to cut into the abdominal 
cavity and remove it. The difficulty, of course, 
lies in forming a reasonably certain diagnosis. I 
would go even further and say that there are cases 
in which, although the diagnosis be not absolutely 
certain, it may be quite justifiable, in view of the 
safety of the proceeding when properly carried out, 
to make an exploratory incision and examine in 
what condition the appendix is. In several cases 
where this operation has been undertaken there 
has been found abundant evidence to justify its 
performance. 

The manipulative procedure is a simple one in 
many cases, and exceedingly difficult in others. 
It is simple when the case is not complicated by 
the presence of extensive adhesions; in some 
cases, however, the appendix is so matted down by 
adhesions to surrounding parts or concealed by 
the presence of these adhesions, that it is practic¬ 
ally impossible to free it, and the attempt may 
have to be abandoned. In other instances, as in 
one I have quoted, the adhesions are recent and 


easily separable, so that the operation can be 
completed without any considerable difficulty. 

The most convenient form of incision is one, 
two or three inches in length, along the outer 
border of the rectus muscle, which may afterwards 
be increased if extensive adhesions be discovered, 
in other words, in the right semilunar line. With 
the anatomical landmarks I have given you there 
is no difficulty in planning this incision. It runs 
obliquely along the margin of the rectus, and will 
bring you directly down upon the end of the 
caecum and the appendix. If this be found rigid 
and much altered by the inflammation it may be 
impossible to carry that flap-like procedure which 
is described in one case I have recited to you, 
an excellent plan when it can be adopted, and it 
may only be possible to ligature it close to the 
caecum and cauterise the extremity. In other 
cases it may be desirable to isolate the appendix 
stump by covering it over with caecal wall or a 
piece of omentum, thus investing the cut extremity, 
and shutting it out from the peritoneal cavity. 
If any suppuration be present it must be eva¬ 
cuated and the cavity carefully rendered aseptic, 
but in the larger number of cases where an opera¬ 
tion is performed for relapsing appendicitis no pus 
is present. 

Acute localised, and chronic appendicitis, then, 
are capable of radical treatment in these ways, and 
the result to the patient is generally satisfactory. 
The mortality is very small, and the result is a 
permanent cure. Of course, the earlier a diag¬ 
nosis can be made the more likely is the safety of 
the patient to be assured. It may certainly be 
assumed that there are no trustworthy indications 
at a quite early period of the disease as to whethtr 
the disorder is going to resolve, as it does in so 
many cases of the mild type, or to proceed to 
suppuration. A patient with a diseased appendix, 
we may also assume, is always exposed to the risk 
of a change from the catarrhal to the ulcerative 
type of the disease, from a comparatively non- 
dangerous to one of a serious character, from, 
it may be, when matter has formed, a cir¬ 
cumscribed collection to a diffused suppurative 
peritonitis by the escape of the matter through the 
wall of adhesions. 

The chief points to rely upon in making a 
diagnosis are the symptoms I have indicated and 
the order of their occurrence. In a patient other¬ 
wise well, a history of attacks of stabbing violent 
pain, recurring without warning after intervals of 
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ordinary health, associated with nausea and 
vomiting, local rigidity and tenderness, with ill- 
defined swelling, especially if the latter be dis¬ 
covered at McBurney’s point, will point to a 
dangerous condition, a condition which, in my 
opinion, justifies an operation for its treatment 
and relief. 


THREE CASES OF EMPYEMA OF 
THE FRONTAL SINUSES. 

Part of a Clinical Lecture delivered at the Royal 
Ophthalmic Hospital, June 7, 1894, 

By A. QUARRY BIBCOCK, 

M.D., B.S., F.R.0.8. Eng., 

Surgeon to the Hospital, & St. Mary’s Hospital, Paddington. 


These three cases at the present moment, in¬ 
patients under my care, are typical examples of 
distension of the frontal sinuses by retained 
muco pus. 

Case 1.—The first patient I show you is 49 
years of age. He came here on March 7th, 1894, 
with a sinus, just above the right inner canthus, in 
the superior orbito-palpebral furrow. A probe passed 
into the sinus readily made its way into the right 
frontal sinus. There was no proptosis, and no 
obvious disease of the nose. Both eyes were 
healthy in every respect, and the lachrymal 
passages normal. His temperature was normal. 

He gave the following history:—About a 
month ago he noticed he had considerable pain 
in the right supra orbital region, and he applied a 
mustard plaster. An abscess very soon pointed 
and broke close to the side of the nose, leaving 
the sinus you see. The pain then got much 
better, though it is still present to a slight extent. 
Three or four months ago he noticed that there 
was a discharge from the nose, which often would 
run down into his throat. 

On the day after admission we gave the patient 
an anaesthetic, and having enlarged the opening of 
the abscess sinus, passed a bent probe into the 
frontal sinus, thence into the infundibulum, and 
so into the nose. The bone at the base of the 
abscess sinus was carious and thinned; this was 
gouged away. Two strands of thick lead wire 
were passed through the external wound into the 
nose by way of the infundibulum. The cavity of 


the frontal sinus was then syringed out with iodo¬ 
form emulsion, and the wound was dressed with cya¬ 
nide gauze and alembroth wool, the wire drain being 
left in. The operation induced somewhat profuse 
haemorrhage from the swollen and congested 
mucous membrane lining the sinus. The latter 
was syringed out with iodoform emulsion daily, 
and with liquor sodae chlorinatis—a drachm to the 
pint—twice a day. The fluids could be easily 
syringed into the nose, making their way through 
the right infundibulum. On the 2nd April the 
leaden wire drain was removed. On April 10th the 
temperature suddenly rose to 102°, the patient 
complained of having a cold; but on the following 
day he was quite well. On April 22nd the wound 
had almost closed. On the 27th the syringing was 
stopped. On the 30th pus having re-accumulated, 
the wound was opened, and the sinus syringed 
out, a large quantity of pus being washed away 
through the nose. The irrigation was continued 
until the 6th June, when the patient was dis¬ 
charged, the wound having completely healed, 
and there being no evidence of retention of fluid 
in the frontal sinus. 

The obstruction in the infundibulum in this 
rase was near its entry into the middle meatus of 
the nose, and probably owed its origin to a 
chronic rhinitis. The duct was easily found when 
the frontal sinus had been opened up, and a probe 
passed readily into the nose when gently pushed 
downwards and forwards in the direction of the 
infundibulum. The bony walls of the latter were 
bare and carious in places. The haemorrhage 
noted as occurring during the operation followed 
the unavoidable abrasion of the mucous membrane 
lining the cavity. 

Case 2.—The second case is that of a woman, 
aged 55, who came to the hospital on May 5th, 
presenting an inflammatory swelling just above 
and internal to the tip of the nasal process of the 
superior maxilla of the right side, exactly in the 
position of the abscess sinus described in the 
previous case. The swelling was bony, and very 
tender to the touch; it “gave” beneath the 
pressure of the finger tip; whilst the skin over it 
was congested and oedematous. As in the other 
case, the eyes, lachrymal apparatus and orbit were 
otherwise normal. There was no proptosis. 

The patient gave the following history :— u The 
eye became suddenly bad three weeks ago. There 
has been a profuse discharge from both nostrils 

for three months. Sta had never previously 
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suffered from any affection of the nose or eyes. 
She has six children and had one miscarriage when 
pregnant for the third time. She has had a bad 
throat for the last eight months.” 

Her general health was much impaired by reason 
of extensive mitral disease, dating from an attack of 
rheumatic fever when she was 21 years of age. 

On the 7th of May an incision was made over 
the most prominent part of the swelling, the cavity 
of the right frontal sinus entered, and a large 
quantity of muco-pus and blood evicted. Some 
thin and carious bone was gouged away in order 
to make an opening of sufficient size through the 
distended wall of the sinus to turn out its contents. 
In a similar manner to that described in the last 
case, a probe was passed into the nose, and 
drainage established by means of leaden wire. 
The haemorrhage being profuse, it was thought 
advisable to stuff the sinus with strips of boracic 
lint; an iodoform gauze dressing was applied over 
all. In the evening the packing was removed, 
and the bleeding recurred; it was again restrained 
by pressure. On May 9th the patient showed 
evidences of pneumonia, and on the 10th became 
very ill. Owing to this complication the treat¬ 
ment of the sinus was necessarily suspended, and 
the leaden wire drains were removed as they gave 
rise to much irritation, the sinus being kept clear 
of discharge as far as possible by syringing 
regularly twice a day, as described in the previous 
case. On the nth of June we have the following 
note: “Still a considerable quantity of thick 
muco-pus which can be syringed down the nose. 
The passage is quite free. The patient discharged ; 
to attend as out-patient, and have sinus syringed 
out daily.” 

The pneumonia in this case delayed the treat¬ 
ment. As in the first case both frontal sinuses 
were involved, either as a result of an imperfectly 
developed septum, or possibly the septum, even 
though complete, had become perforated. We must 
assume in this, as in the first case—since the two 
sinuses communicated—that the left infundibulum 
was blocked, otherwise the contents of the dilated 
sinus would have escaped in that direction. 
When we syringed through the sinus leading into 
the passage which we had opened up on the right 
side, the liquid escaped only by the right anterior 
nares; hence the obstruction of the left duct still 
remains. It is possible that we may have some 
difficulty in re-establishing the normal secretory 
state of the mucous membrane in this case, owing 


to the closure of the outlet on the left side, and to 
the condition of the patient’s general health. We 
shall open it from above, or possibly catheterize 
it from below, if necessary. 

Case 3.—The third case is that of a man, aged 
34, who presented himself on May 7th with a 
swelling above and internal to the inner canthus, 
over the floor of the right frontal sinus, at the inner 
margin of the orbit. It was tender to pressure, 
the skin over it was red, but no fluctuation could 
be felt. The temperature was 99 0 . He gave us 
no definite history. He thinks that the swelling 
appeared first of all about a week or ten days ago, 
but it has gradually got larger and more painful. 
He has nothing wrong with his nose so far as he 
is aware, nor is there any affection of the eye, 
orbit, or lachrymal apparatus of either side. 

An anaesthetic was administered on the same 
day, and the swelling incised, the thinned bone 
gouged away, and a drain of silver wire threaded 
to a probe was passed through the infundibulum 
into the nose. 

The treatment of this case was exactly that 
followed in the two previous cases. The left 
frontal sinus was not involved. The silver wire 
was removed at the end of the first week, and on 
June 14th the patient was discharged, the sinus 
being still unhealed. The syringing has, however, 
been stopped, and there is now no evidence of re¬ 
accumulation of fluid; as you can see, the wound 
has absolutely closed, and is healed. 

No doubt in all three cases the distension of 
the sinus was due to the blocking of the infundi¬ 
bulum by reason of the swelling and inflammatory 
thickening of the mucous membrane lining the 
duct, induced by a chronic or acute inflammatory 
change spreading from the nose. Such swelling 
may subside without intervention or treatment. 
No doubt the frontal sinuses often become tem¬ 
porarily distended owing to the blocking of the 
ducts, during a coryza or “ cold in the head.” 
Thus, the frontal headache and discomfort which 
accompany that disorder may be explained. With 
the subsidence of the swelling of the mucous 
membrane, the accumulated mucus drains away, 
sometimes in large quantities at a time; so we 
may thus account for the profuse nasal discharge 
noticed in the history of two of these cases. 

It may occur to you that I did not employ the 
method of catheterization and irrigation of the 
sinus by way of the anterior nares in any of these 
cases. This can hr accomplished by means of 
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special curved probes or tubes, such as I show 
you; but insomuch as in Case 1, a sinus discharging 
pus already existed communicating with the frontal 
sinus, whilst in the other two cases perforation at 
the inner angle of the orbit appeared imminent. 
I did not think it worth while to waste time in 
seeking the lower orifice of the infundibulum, when 
I could, as I knew, easily find the upper opening 
through the wound. Moreover, I take it that 
irrigation can be much more thoroughly accom¬ 
plished through an external opening directly into 
the sinus, than by means of a syringe passed into 
it by way of the nose. And I may say that I have 
found catheterization of the infundibulum by no 
means so easy a matter as some surgeons seem to 
consider it. The procedure is perhaps more 
applicable to cases of acute non-suppurative dis¬ 
tension of the sinus in which the duct becomes 
temporarily blocked by swollen mucous membrane. 
The advantage of relieving such distension, tem¬ 
porary though it may be, is obvious; at once the 
frontal pain, which so often accompanies the 
condition, is mitigated; and no doubt the tendency 
to the conversion of the simple mucous distension 
into empyaema is lessened, as a result of the relief 
from the pressure of the pent-up fluid. 

You will meet with cases of frontal sinus dis¬ 
tension not so easily disposed of as these. For 
instance, the sinus may contain mucous polypi, and 
possibly the nose also; or malignant growths of 
the nose or of the sinuses may obtain; or, as a 
result of the empyawna, the walls of the sinus 
may become carious or necrotic, and then a lep¬ 
tomeningitis may be set up. Sometimes the sup¬ 
puration in the sinus has resulted from the 
presence of a foreign body, such as a parasite or 
a bullet. Again, the duct may be obliterated by 
newly-formed inflammatory bone. This may 
result from a fracture, or from disease, syphilitic 
and otherwise. 

In such circumstances the treatment is more 
complicated. In the case of the patient whose 
photograph I show you before and after treatment, 
having opened the distended sinus we could not 
find the infundibulum; hence we were compelled 
to make a new drain, by passing a finger into the 
nose on the affected side, and then perforating 
by means of a sharp steel director the floor of the 
dilated sinus where the bony partition separating 
it from the tip of the finger appeared to be 
thinnest. A curved trocar and cannula has been 
recommended for this purpose. We kept open 


this newly-formed passage for weeks by means 
of a leaden wire drain. Of course, the nose and 
sinus were kept as aseptic as possible by constant 
irrigation. 

[The notes of these cases from which I have 
largely quoted, were taken by Mr. Charles Devereux 
Marshall, F.R.C.S., our Senior House Surgeon.] 


THERAPEUTICAL NOTES AND FORMULA. 


Typhoid Fever. — I am still using the formula 
as already published, viz.: 


R Podophyllin 

... gr.j 

Hydrarg. chlor. nit. 

... oj 

Guaiacol carb. ... 

... 7 >vj 

Thymol. 

... 3 » 

Menthol. 

... 7 >) 

Sacch. alb. 

- 5 'j 

alternated with the 


Eucalyptol 

... 5 x 10 

Guaiacol 

... 2x5 


No pretence is made that this is the only pre¬ 
paration which will cure typhoid fever, nor that all 
or any of its ingredients are necessarily essential, 
but I use it because thus far it has not failed me, 
and crude and unscientific as the mixture appears 
I know of nothing better, and I hope no one will 
say he has given my treatment a trial and failed, 
who has not exhibited these identical mixtures, 
alternated as directed; nor must he interject any¬ 
thing calculated to interfere wkh their effect. As 
the mixture is practically harmless it may be 
exhibited in almost unlimited quantities. I, how¬ 
ever, advise beginning with exceedingly small doses 
and thus avoid early catharsis. 

J. E. WOODBRIDGE, M.D., 

(Joum . of the Amer . Med. Assoc J 


Leucorrhoea.—Prof. Hare considers that alum, 
in the strength of ten to twenty grains to the ounce 
of water, is useful as a vaginal wash in cases of 
excessive leucorrhoea. 
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Delivered at St. Thomas's Hospital during the Summer 
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Clinical Surgery at, St. Thomas’s Hospital. 


II. 

ON CASES OF HYDATID TUMOUR. 

Delivered on Saturday, June 13th. 


Gentlemen, —Not very long ago, amongst the 
questions put at one of the College of Surgeons 
examinations, was one in the following terms: 

‘ State the life-history of the hydatid echinococcus, 
giving all the stages of its development. How 
would you diagnose it when present in the abdo¬ 
men ? Describe the methods of surgical treatment 
you would employ for it in this situation.” 

It may be interesting to consider what may be 
said in reply to some of these queries, and the 
opportunity is afforded for so doing as I have 
recently had under observation three cases of 
hydatid tumour in the abdominal cavity, in all of 
which I performed an operation with favourable 
result. 

The first case was that of a young man, aged 
24, who three years before coming to the hospital 
had an acute attack of pain in the right hypo- 
gastrium. This was followed by sickness, which 
afforded some relief, and jaundice followed in a 
few days. He had a similar attack two years 
prior to his admission, and a third ten months 
later. After each attack the jaundice lasted a few 
days. Six weeks before admission he had a sharp 
attack of pain, followed by jaundice, and a week 
before admission a similar but milder attack. 

On examination a very tense, uneven, globular 
swelling was found, the size of a large orange, 
situated between the umbilicus and the right 
costal margin. The edge of the liver could be 
felt above the swelling, which moved distinctly 
with respiration. No other symptoms indicating 
exactly what the tumour was were manifest. It 

Vol. IY. No. 23. 


was not tender, nor were there any inflammatory 
signs about it. The possibility of its being 
hydatid was entertained, but an exploratory opera¬ 
tion was determined upon. I made an incision 
in the right semilunar line, about four inches 
long, close up to the costal margin. Having cut 
through the abdominal wall and exposed the 
tumour, I packed the circumference of the wound 
with sponges, and then tapped the cyst. A few 
drops of clear fluid escaped, indicating its nature. 
The tumour wa9 then freely incised, and the usual 
membrane appeared. The cyst was emptied as 
thoroughly as possible, and drawn out of the 
abdomen as far as its connection with the liver 
would permit. The external enveloping adventitia 
was exceedingly thick and vascular. I attached it 
securely by suture to the edges of the skin, and 
removed the protruded portion, which occasioned 
a very free haemorrhage from the cut surface. 
The contents, including the mother cyst, having 
been evacuated, the interior was lightly packed 
with gauze. On examination the fluid was found 
to contain a quantity of sodium chloride, with a 
trace of albumen, and by the microscope the 
scolices and hooklets of the parasite could be 
seen. The subsequent history of the case does 
not present much of interest; there was a con¬ 
siderable amount of abdominal distension and 
some elevation of temperature for a few days, 
while from the interior of the cyst a quantity of 
bile-stained fluid soaked into the dressings. That 
we had not completely emptied the cyst of its con¬ 
tents was shown later by the gradual evacuation of 
portions of membrane and a few small daughter 
cysts. Otherwise, however, the patient made ex¬ 
cellent progress. There was a fistulous tract for 
some time, but he finally left the hospital perfectly 


well. 

The second case was that of a boy, aged 12, 
who six months before he came under our notice 
had been seized with sudden pain in the region of 
the umbilicus, and then a lump was discovered, 
for the first time, in that situation, and somewhat 
to the right, also about the size of an orange. 
After this attack the tumour increased in size, and 
another attack of severe pain led to his coming 
shortly afterwards to the hospital. 
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On examination a round, smooth and very tense 
cyst was found, only slightly movable, and occupy¬ 
ing the region mentioned, just below and to the 
right of the umbilicus. No connection between it 
and any of the abdominal viscera could be traced 
In these circumstances I performed a laparotomy, 
making an incision just over the tumour. I was 
then able to remove it, easily separating it from 
its adhesions and shelling it out from a loose capsule 
of cellular tissue. The abdominal incision was 
then closed, no drainage being thought necessary. 
After removal the cyst was found to contain many 
scolices, but no daughter cysts. The patient’s 
progress after the operation was uninterrupted. 
The sutures were removed on the tenth day, the 
wound being then healed The patient got up on 
the twenty-seventh day, and two days afterwards 
left the hospital. 

The third case was that of a child, 3! years of 
age, who for a month had suffered abdominal 
pain. The mother had noticed a considerable 
enlargement of the abdomen, associated with 
rapid wasting for some short time before the 
patient’s admission. We found the abdomen very 
prominent, and a tumour of the bulk of a large 
orange situated in the umbilical region. The 
patient was examined by Dr. Cullingworth, who 
found a central cyst extending from the umbilicus 
to the pubes, but with a finger’s breath of reson¬ 
ance between its lower margin and the pubic 
symphysis. During his stay in the hospital the 
child contracted scarlet fever, and was sent to the 
separation block. On his return the swelling had 
considerably increased in bulk. There was flue* 
tuation and a suspicion of hydatid thrill. In this 
case I performed a median laparotomy, making an 
incision over the tumour just below the umbilicus. 
The cyst was then exposed and found to be con¬ 
nected with the omentum. When tapped a yellow 
fluid escaped from it containing scolices. The 
cyst wall was also adherent to the intestines and 
bladder, but after some little trouble I separated 
it from these adhesions. All bleeding points were 
secured, and, everything appearing quite dry and 
safe, I closed the abdominal wound. No drainage 
was employed, and the after-progress was com¬ 
pletely satisfactory. The sutures were removed 
on the tenth day, on the seventeenth the child was 
sitting up, and a week later he left the hospital. 

The only other recent case of hydatid tumour I 
have had was that of a boy, aged 10 years, who 
was admitted suffering acuteipain, associated with a 


swelling in the right ischio-rectal fossa, stated 
to be only of four days duration—the acute 
symptoms, that is, had occurred during these four 
days, although, no doubt, the tumour had been 
there antecedent to these. On examining the boy 
we found near the anus a very tense swelling, 
which could be felt externally as well as per 
rectum, into which it bulged. The patient had 
some elevation of temperature, the skin was quite 
red over the swelling, and, I confess, with the 
signs and symptoms it presented, and the situation 
of the swelling, I expected it to prove a suppurat¬ 
ing cavity. On the day after the boy’s admission 
I incised the swelling, and a quantity of dear 
brownish fluid gushed out with great force, while 
immediately afterwards a portion of a hydatid cyst 
made its appearance in the wound, blocking up 
the incision, so that we at once recognized the 
nature of the disease. I then enlarged the open¬ 
ing a little, removed the collapsed cyst, from 
which many daughter cysts escaped, and, having 
removed all the foreign material, the cavity was 
drained, the wound subsequently granulated up 
from the bottom, and the boy left the hospital 
cured twenty-six days afterwards. 

The hydatid tumour is the larval or bladder 
stage of the taenia echinococcus, which in its 
mature form is found in great abundance in the 
small intestine, and chiefly the upper part of the 
small intestine, of the dog and wolf. In many 
cases which have been examined, thousands of 
these animals, as we may call them, have been 
found in the intestine of these carnivora, hidden 
partially by the folds of the mucous membrane. 

The cestoda, to which class these parasites 
belong, present a very interesting life-histovy. 
They exist in two forms in different kinds of 
animals, presenting alternating generations of the 
same parasite under different conditions; and so 
different that for a very long time they were not 
recognized as being connected with each other. 
In one form we describe the creature as a worm— 
called a tape-worm—consisting of a series of 
joints, containing the eggs which afterwards de¬ 
velop into the perfect form. The other variety is 
a bladder or cystic tumour. 

We are now considering the tsenia echinococcus. 
This parasite is a very small tape-worm, being only 
a quarter of an inch in length, and, when seen 
magnified, is found to consist of four joints. The 
head, which is called the scolex, has two rows of 


hooks around its extremity—enabling it to attach 
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itaelf to the intestine—and also four suckers. The 
next joint is a very short one, the third not much 
longer, but the terminal joint, when fully developed 
and matured, is as large as all the rest of the 
creature together, and contains immense numbers 
of eggs, sometimes as many as five or six thousand. 
When fully developed this terminal portion or 
proglottis is shed, and passes from the body of the 
dog, which is the animal we are most concerned 
with as coming into dose relation with man. The 
eggs have great vitality, surviving for long periods 
in dried up excreta, which becoming pulverised and 
mixed up with dust are liable to be inhaled, or 
perhaps the recent excrement gets smeared over 
vegetable matter eaten by man. 

When the egg is ingested by a herbivorous 
animal, or when admitted into man, it takes on 
a different form of development—namely, the 
bladder or cystic variety. The lining membrane 
of the cyst which is formed produces by a process 
of gemmation larvae or scolices, which on reaching 
the intestine of a carnivorous animal develop into 
the tape-worm. 

Man, being omnivorous, is liable to both the 
cystic and tape-worm cestode. Thus, if pork in 
which the cysticercus abounds be eaten without 
having been thoroughly cooked, the cysticercus 
bladders survive, and in the human subject de¬ 
velop in the intestine into taenia solium. If the 
eggs of the tape-worm of the dog enter the 
stomach of man in any of the ways I have men¬ 
tioned, they develop in his tissues into the cystic 
parasite called a hydatid. The membrane enclos¬ 
ing the egg is dissolved by the gastric juice, the 
srolex or embryo within is liberated, it imme¬ 
diately attaches itself by means of its six hooklets 
to the stomach wall, which by the aid of its boring 
apparatus it traverses, and thus enters most pro¬ 
bably some small tributary vein of the portal 
system, by which it is carried to the liver, and it 
may even reach the lung. Next to the liver the 
lungs are the organs where it most frequently finds 
lodgment. On the other hand, it may find its 
way into the peritoneal cavity, or, in exceptional 
instances, pass to other regions of the body. It 
has been developed in the brain, the heart, the 
spleen, and the kidney. In almost every region of 
the body these parasites have been discovered. 
Sometimes they are to be met with in the super¬ 
ficial connective tissue, as in the axilla, the abdo¬ 
minal wall and groin. They have been seen in 
the breast. Wherever it reaches and becomes 


stationary the embryo becomes sessile, loses its 
hooks, and develops into the cyst called the 
cysticercus in one variety, or into the hydatid in 
another, according to the species of parasite from 
which the embryo is derived. After an interval 
the lining membrane of the cyst develops a 
number of vesicles, called the brood capsules, 
which are agglomerated together. They contain the 
scolex or embryo, which is, in fact, the head of a 
tape-worm. If the flesh of the animal so affected 
be afterwards eaten by a congenial host, the tape¬ 
worm develops in the host, and the circle is thus 
completed. 

The cpndition of the parasite with which we are 
now concerned is the tsenia echinococcus or hydatid 
cyst, and this is found in man in the cystic form 
only. I have told you that in the carnivorous dog 
or wolf it develops in the form of taenia echino¬ 
coccus, and it is from the eggs of this creature, 
when they are introduced in any way into the 
human subject, that the hydatid develops. 

I may just repeat in a few words the chief 
characters of this taenia. It is of minute size, and 
swarms in many cases in the intestines of the 
animals named. The only wonder is that, con¬ 
sidering the great intimacy that exists between 
man and the dog, there are not a greater number 
of cases of infection met with. As I shall have 
presently to show, however, the distribution of 
the creature is apparently in exact correspondence 
with the abundance of dogs and carnivorous 
animals that exist in intimate connection with man 
in various countries. It may be conveyed to the 
human stomach in various ways. 

Having obtained admission the animal develops 
in the human body, in the fashion I have de¬ 
scribed and forms the so-called hydatid cyst. This 
cyst presents well marked characters. At first, 
when it has, perhaps, reached the size of one-fifth 
of an inch in diameter, the interior is composed of 
a granular mass without any structure, and is sur¬ 
rounded by a laminated, fibroid envelope, which 
varies very much in thickness, ultimately becom¬ 
ing in some cases very thick, in others remaining 
comparatively thin. As the tumour enlarges the 
central contents become fluid, the fibroid envelope 
usually becomes thicker, and surrounding the 
hydatid there is formed a more or less dense vas¬ 
cular membranous layer, called the adventitious 
layer, derived from the part of the body in which 
the cyst lies, and produced by the irritation which 
the foreign organism engenders. This adventi- 
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tious layer is always very vascular, and the hydatid 
membrane within is closely applied to it all round, 
and derives its sustenance from it by imbibition. 
The names given to these different layers are—the 
external layer or adventitia, which does not belong 
to the hydatid, but to the tissue or organ in which 
the parasite is developed; the laminated wall, 
called the ectocyst, and the internal layer, called 
the endocyst, which is of a germinal character, and 
lined with cells. After two or three months a 
number of vesicles form from this germinal layer, 
.called the brood capsules. Each individual one 
consists of a small vesicle, in which is formed a 
scolex or head of the taenia echinococcus, which 
.has exactly the characters which are assumed by 
the head portion of the perfect parasite. It is sur¬ 
rounded by two rows of hooklets of very minute size, 
varying in size from to of an inch. They 
can be readily recognized under the microscope, 
and, when seen, afford the* means of forming an 
absolute diagnosis as to the nature of the disease. 
In some cases the germinal membrane does not 
produce scolices, but develops what are called 
daughter cysts instead. These daughter cysts are 
produced in the interior of the original hydatid 
cyst, which is called in consequence the mother 
cyst They may be very numerous, many thou¬ 
sands in some cases being formed. For the most 
part these secondary cysts will be found to be 
barren—that is to say, there are no brood capsules 
and scolices formed in them, but, on the other 
hand, in some of them there are scolices to be 
found and capsules; whilst, in others again, the 
secondary or daughter cyst develops a further cyst 
within it, which is called a grand-daughter cyst. 

The laminated cyst wall is of a very elastic 
character, and when freed from its contents, which 
distend it much as an india-rubber balloon is dis¬ 
tended by air, it falls into curled folds. This 
elastic property is very characteristic. 

These echinococcus or hydatid cysts sometimes 
develop to a very great size. I have known in¬ 
stances where 15-30 pints of fluid were found 
within the capsule. The nature of this fluid is 
exceedingly characteristic. It is a perfectly clear 
and transparent watery fluid, which contains 
abundance of sodium chloride and a trace of 
albumen. On microscopic examination there are 
to be found in the great majority of cases hooklets 
which have dropped off in consequence of the 
scolices falling into the cavity of the cyst. These 
small capsules containing the embryo remain 


attached to the cyst walls so long as they are 
living. When they die they fall into the interior 
of the cavity, the capsule becomes disorganized, 
the embryo dies, and the hooklets drop off and are 
found in the interior of the cavity. In this way 
the character of the fluid itself after puncture of a 
cyst is absolutely diagnostic of the nature of the 
disease. 

The hydatid cyst is of exceedingly slow and 
usually painless growth. Cases have been ob¬ 
served in which, after long intervals, only a very 
slight increase in bulk has been noticed; in the 
later periods accidental circumstances may lead to 
a more rapid increase in size. The cyst may con¬ 
tinue quiescent without change for an indefinite 
number of years. The disease may terminate by 
the absorption of the fluid in the mother cyst, 
which then shrinks, and its wall, with the daughter 
cysts, is converted into an albuminoid, or cheesy, 
or sometimes calcareous mass. 

I have said that the hydatid may develop in 
any situation of the body, but the liver, for the 
reasons I have given is, as one might expect, by 
far the most frequent seat. It develops there in 
some 60 or 70 per cent, of the cases. The next 
most frequent site is the lungs, where it occurs in 
from 7 to 17 per cent It is a curious circum¬ 
stance that in Melbourne the disease affects the 
lungs very much more frequently than elsewhere 
—so much more frequently relatively that Dr. 
Bird, of Melbourne, believes that road dust 
containing the eggs of the taenia is inhaled, and 
they develop there after direct entrance. Other 
authorities, however—and most of our recent in¬ 
formation on the nature of this disease comes 
from Australia—do not think that the egg with 
its hard external envelope is capable of being 
digested and its embryo set free except by the 
action of the gastric juice. As illustrations of a 
rare position for a hydatid there are three speci¬ 
mens in the museum of its occurrence in bone. 
There is not in our museum, so far as I know, any 
specimen of hydatid in the breast, but it does 
sometimes occur there, and produces very great 
difficulty—in fact, it is impossible to diagnose 
it, except by puncture. 

The disease varies very much in frequency in 
different countries. In this country it is fortunately 
rare. Mr. Stabb lately searched our registers for 
me and did not find any other recent cases than 
these four which I have mentioned as coming under 
my care. In. Iceland, where dogs and dirt abound. 
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it is so common that the inhabitants are affected 
to the extent of one-fifth of their number; and 
there the females are much more numerously 
smitten by the disease than the males. In Aus¬ 
tralia the converse is the case, the males being 
more largely affected than the females, perhaps 
because they are more numerous, and perhaps 
also because they are more closely associated with 
the dog in the occupations of sheep farming and 
the like, whereas the dogs in Iceland are tended 
by the women of the household, who are thus 
more frequently exposed to contamination. 

Although normally the growth is painless and in 
itself productive of few or no symptoms, when it 
attains large bulk in any of the cavities of the 
body it may produce serious pressure effects. In 
the abdomen it may interfere with the function of 
the stomach, the liver, the bladder, or the pelvic 
organs. In the lung, of course, great respiratory 
inconvenience may be occasioned, as well as 
dangerous consequences from the bursting of the 
cyst. In the brain it will greatly interfere with 
the functions of the cerebrum, and, of course, 
eventually cause death. There are a few cases on 
record in which the existence of a hydatid cyst in 
the brain has been diagnosed and removed. In 
the lung not only is the respiratory function inter¬ 
fered with, but if the hydatid cyst bursts the fluid 
may flood the bronchi and drown the patient. 
This accident actually occurred in a case under 
the care of Dr. Bristowe, and I have here the 
specimen to illustrate what took place. Here is 
the hydatid cyst collapsed in the interior of the 
adventitious cyst surrounding it, and at this point 
is perforation into the bronchus which took place 
by ulceration, as a result of which in a few 
minutes the patient died. The case was that of a 
boy, and the immediate manner of his death was 
that after puncture of the swelling below the angle 
of the scapula a fit of coughing caused the hydatid 
to burst into the bronchus. No doubt there bad 
been previous ulceration in this situation. Here 
is another specimen from a case in which a 
hydatid of the liver perforated the pleural cavity 
and caused death, and other cases are on record 
in which the same result took place. These are 
warnings as to the possible risks to which large 
thoracic or pulmonary hydatids expose the patient, 
because when they are tapped, as in Dr. Bristowe’s 
case, the patient is apt to cough violently, and so 
cause the bursting of the cyst. Rupture into the 
peritoneal cavity sometimes occurs in the case of 


a hydatid of the liver or elsewhere in the abdomen. 
This also is an almost inevitably fatal accident. 
The patient complains of intense pain, which is 
followed by speedy collapse, and, after no long in¬ 
terval, by death. The cases I have quoted to you 
presented no symptoms whatever except pain, which, 
no doubt, was due to the pressure of the tumour, 
as there were no inflammatory signs present. 

The diagnosis in the cases I have quoted was 
exceedingly difficult. It was suspected that they 
might be hydatids, but the evidence was by no means 
conclusive. There was only a smooth, round, 
painless cystic swelling, not tender, very tense, 
and, only in one instance, affording a suspicion 
of a hydatid thrill. This hydatid thrill is a sign 
that we hear much talked about, but it is not very 
often recognized; it is a very uncertain symptom. 
It is supposed to be produced by the friction of 
the daughter cysts against one another in the in¬ 
terior of the mother cyst, but it really is very 
unfrequently met with. Of course an exploratory 
puncture is capable of very shortly settling the 
nature of an obscure tumour—that is to say, dis¬ 
covering whether or not it be hydatid. You will 
have the clear watery fluid with the characters I 
have mentioned, and under the microscope you 
will, in all probability, find the hooklets, and in 
this way arrive at a certain diagnosis; but the 
tapping of a hydatid cyst is a serious operation. 
There are the risks incidental to tapping a hydatid 
in the lung which I have mentioned, and when 
the cyst is in the abdomen there is the serious risk 
of suppuration being set up and peritonitis follow¬ 
ing. The cyst wall is most intimately and closely 
applied to the adventitia, from which it derives its 
nourishment When tapping is resorted to the 
cyst wall, by virtue of its elasticity, immediately 
shrinks in proportion to the quantity of fluid 
evacuated, and, being thus deprived of its nourish¬ 
ment, dies. In some instances it does not die, 
probably because it has not been entirely sepa¬ 
rated from the adventitia, and so still obtains 
sufficient nourishment. But in many instances it 
does die, and the tapping is followed by symptoms 
of irritation and inflammatory changes, giving rise 
to suppuration. When this takes place in the 
interior of a cavity, such as the peritoneum, you 
can well understand to what risks the patient is 
exposed. As a general rule, therefore, the tapping 
of hydatid cysts for the purpose of diagnosis is not 
by any means to be encouraged, being attended 

with very considerable risk to the patient. 
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Considering the dangers to which the subject of 
hydatid disease is exposed, whenever the cyst is in 
a position where it can be attacked and radically 
dealt with, an expectant method of treatment is not 
to be entertained. In a few instances shrinkage 
may take place and the hydatid die, and give 
no further trouble; but this is a consummation 
which is rare, not to be expected, and there¬ 
fore not to be taken into account. Drags, of 
course, are of little use. Many have been tried 
and found quite inefficacious. 

The methods of treatment are, therefore, chiefly 
surgical, and resolve themselves into simple tap¬ 
ping, either with or without aspiration, which is an 
added danger in these cases when employed, the 
treatment by electricity, which is uncertain and 
not to be recommended, drainage by a large 
cannula introduced by means of a large trocar, 
into the cyst and left there, free incision and 
drainage, and, finally, extirpation of the cyst al¬ 
together. 

Alarming consequences may result from mere 
tapping of the cyst even with a hypodermic 
synnge. Death has taken place in several in¬ 
stances after tapping hjdatid cysts in various pans 
of the body, and no explanation whatever has 
been discovered post mortem of the cause of 
death. I have already told you how the cough 
set up in a case of punctured cyst of the lungs 
may burst the cyst and flood the air passages; 
and even in cases of pulmonary hydatids treated 
in this way, where there has been no apparent 
extravasation of fluid, attacks of suffocation have 
followed the puncture, with great respiratory dis¬ 
tress and threatening death. In an instance of 
this kind, mentioned by Dr. Thomas, of Mel¬ 
bourne, he at once cut down, removed a portion 
of rib, got at the hydatid, and removed it with a 
perfectly successful issue. He recommends this 
as a general line of treatment in any case of 
accident of this kind. 

Puncture of an abdominal hydatid may also 
cause very serious symptoms. Severe vomiting 
may occur and prove dangerous. High fever may 
ensue, and often does so, apparently without the 
ordinary sequence of inflammatory changes taking 
place. Another curious phenomenon that may 
follow puncture is the spread over the body of a 
very acute form of erythema or urticaria which 
comes on very quickly, lasts several days, and is 
associated with considerable general disturbance. 

Treatment by puncture, however, is no doubt 


followed in some cases by cure, the cyst shrivels 
up and gives no further trouble; but many cases 
have been recorded in which repeated punctures 
had to be made, the cysts filling up several times 
after puncture; and there are other cases again in 
which, although for a time the cyst does not fill 
up, and years may elapse between the puncture 
and the return of the condition, yet recurrence 
does take place; so that even in those cases that 
have been most favourable in their results after 
tapping there is always the possibility of recur¬ 
rence. Again, I need hardly repeat, that suppu¬ 
ration of the cyst after tapping is by no means an 
infrequent occurrence. 

There are cases, however, such as those in 
which multiple cysts are found in various parts of 
the body, which are not amenable to operative 
treatment, and in these one must do the best one 
can, which is very little. There remain two other 
methods, one of which I employed in the first 
case I recited to you—namely, free incision and 
drainage. A hydatid cyst in the liver may be 
treated in this way in two fashions, either by an 
immediate operation or by one performed in two 
stages, as initiated by the late Professor von 
Volkmann. 

The first plan is, as experience shows, very safe 
and very successful, and it avoids certain incon¬ 
veniences attached to the second. You make 
your incision over the most prominent part of the 
swelling, expose the cyst wall, taking means to 
prevent the escape of any fluid into the peritoneal 
cavity. If aseptic precautions are taken this fluid 
does not seem necessarily to produce any very 
serious consequence, although in some instances 
it has caused severe inflammatory results. The 
important points, in addition to those I have 
mentioned, are to evacuate the cavity of the cyst 
completely, both of the daughter cysts and the so- 
called ectocyst This is a highly albuminous 
material, and if not removed is prone to decom¬ 
position, and, of course, any decomposing material 
in the abdominal cavity is a matter of very serious 
concern. In some cases the cyst shrinks and 
separates readily from the adventitia; in other 
cases it does not readily separate, and any force 
employed would lead to bleeding from the very 
vascular adventitious envelope, so that in the re¬ 
moval of hydatid cysts the greatest gentleness 
must be employed to avoid troublesome bleeding, 
which will be very difficult to control. In some 

cases there is a varicose condition of the vessels 
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in the adventitia, which would explain why the 
haemorrhage is so considerable in some instances. 

In the second and third of my cases it was pos¬ 
sible to enucleate the cyst and remove it. The de¬ 
tails of the operation in my first case will sufficiently 
explain what is usually necessary. The tumour 
having been exposed and the cyst wall incised, 
the contents, as far as possible, are removed; if 
the cyst cannot be removed completely, the cut 
edges are fastened securely by a sufficient num¬ 
ber of sutures to the external surface. In the 
case of the liver it would not be safe to attempt a 
complete removal. The cavity is now loosely 
packed with antiseptic gauze, and drainage kept up 
until the cyst cavity has shrunk, and a cure taken 
place. 

In some cases the method by stages will be 
employed with advantage and greater safety—for 
instance, in a hydatid cyst presenting at the upper 
surface of the liver under cover of the ribs. A 
portion of rib may be excised, and after the soft 
parts are divided the surface of the tumour is 
exposed. The interior of the wound must now be 
packed with gauze until adhesions have taken 
place between the surface of the tumour and the 
adjacent parietal tissues. The cavity can then be 
opened with safety, and no extravasation can take 
place either into the abdominal or the pleural 
cavities. 

The disadvantages of this operation are the 
great difficulty of dealing with the cyst, the possi- 
1 ility that firm adhesions may not be set up, and 
the small space afforded for any manipulation that 
may prove necessary. 

There are certain situations where the adventitia 
is only slightly developed,—as seen in this speci¬ 
men of hydatid in bone, and also in the brain, 
peritoneal cavity, and lungs. This will account for 
the ready rupture of the tumours in some of these 
cysts in the lungs. In the lung the tumour 
may burst and suffocate the patient, but even 
where he survives this accident he is still exposed 
to risk, because portions of cyst, becoming de¬ 
tached, may be coughed up at any subsequent 
time, and by sticking in the glottis, produce 
suffocation. It would probably be better in such a 
case, therefore, if at all practicable, to cut down 
over the situation of the cyst through the chest 
wall and remove or drain it. 

A similar method of treatment is applicable in a 
case such as is illustrated by the specimen I now 
show you, where the hydatid cyst burst through 


the diaphragm into the pleural cavity. One 
should here make an incision in some situation 
where the cyst may be reached, and there deal 
with it in the manner described. 

No doubt, where it is practicable, the operation 
that I performed in the second and third cases is 
the best You rid the patient completely of his 
disease, and do so with a minimum of risk, and 
the operation is in every respect complete. But 
there are many instances where the nature and 
extent of the adhesions and the situation of the 
tumour completely forbid this method of treat¬ 
ment. 

The cyst, as in my two cases, may be apparently 
unconnected with any organ, and have simply 
contracted adhesions to the adjacent parts; cases 
also occur in which the tumour is pendulous from 
the omentum, intestine or liver, or other situations, 
and can be excised after the pedicle is ligatured. 

Some instances of hydatid in the brain, especially 
in the cortex, I have told you, have been operated 
on successfully; but there are others in which the 
tumour forming there opens up the lateral ventricle, 
and when an operation is performed cerebro-spinal 
fluid drains away, and the result is, of course, a 
fatal one. 

Time, Gentlemen, will not now permit us to 
discuss this interesting subject further. 
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Headaohes in Heart and Kidney Disease:— 

ft Pulv. fol. digit 
Antipyrin 
Cafftin 
Sod. benzoat 
Cocain hydrochlor. 

Pulv. opii ... 

Pulv. quin. ... 

Glycerini, q. s. Ut ft. pil. 50. 

M. Sig.: 1 to 5 to be taken daily. 

(Deutsch. Med . Woch .) 

(We cannot refrain from publishing the above 
as a truly shot-gun prescription.—Ed. CL J.) 
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For Asthma— 

ft Chloroform. f 3 j 

iEtheris . f Siss 

Syrup, acaciae. f 3 j 

Tinct cardamom, comp. ... f 3j 
M. Sig. A teaspoonful every half-hour until 
relief is obtained.—(Z’ Union Med.) 
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•PUERPERAL BLOOD-POISONING 
AND SEWER EMANATIONS. 

BY 

M. HANDFIEIiD-JONES, M.D. IiOnd. 

Obstetric Physician to St. Mary’s Hospital. 


Mr. President and Gentlemen, —The subject 
of blood-poisoning after delivery is of such interest 
to us as practical obstetricians, and is attended 
with such grave consequences, that I need offer 
no apology for drawing your attention once more 
to it. The first point, which strikes every observer 
who studies the death-rate and sick-rate of con¬ 
finements, is the enormous change which has been 
wrought of late years in lying-in hospitals. It is 
the boast of those who are connected with these 
institutions, that whereas they were the pest-houses 
of Europe, now death and sickness from blood- 
poisoning are- almost unknown. Deaths may 
occur from such accidents as rupture of the' 
uterus, cardiac syncope, puerperal eclampsia, 
etc., but they do not result and they never 
ought to result from septic intoxication. We 
cannot be too grateful to Professor Semmelweis 
for originating the doctrines which paved the way 
for this great success, nor to Sir Joseph Lister for 
formulating the methods which have made this 
success perfect. We shall not in any sense lessen 
the merit which belongs to these great names, if 
we allow that the present bright record of our 
lying-in hospitals owes something to the improve¬ 
ments wrought of late in the methods of sick 
nursing, and also to the improved house sanitation 
which our experts have taught us. Those of us 
who are engaged in the private practice of mid¬ 
wifery have a natural and laudable ambition that 
the death-rate from blood-poisoning of confine¬ 
ments occurring outside hospital walls should be 
in no degree greater than that existing in the 
practice of these institutions; and yet when we 
turn to the records of the Registrar-General, how 
disappointing it is to find that in spite of improved 
skill and modern antiseptic teaching, the death 
rate has been only slightly reduced and is still 
vastly larger than that of any lying-in hospital. 
The reasons for this difference are not difficult to 
find, and a little consideration will show that while 
in some cases the causes are remediable, in others 

• Read before the West Middlesex Branch of the British 
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the difficulties in the way of improvement are 
almost insurmountable. 

In the first place, the practitioner of general 
medicine is placed at a considerable disadvantage 
compared to the obstetric specialist or even to the 
trained midwife by the fact that he does not 
superintend labours only, but has to attend in 
the course of general practice to cases of sloughing 
wounds, unhealthy abscess cavities, erysipelas, 
cellulitis, and other septic diseases. The know¬ 
ledge of the fact that he is placed by the exigencies 
of his practice in a position of greater risk, will, 
of course, render him more scrupulously careful 
in observing all the necessary precautions; but 
none the less the danger of conveying septic par¬ 
ticles to his patient is naturally greater. 

Again, in country districts the medical man has 
often to employ not the trained midwives, such as 
are retained in the service of our large metropolitan 
lying-in hospitals, but more or less ignorant though 
kindly-hearted women, who examine, render septic, 
and often deliver the patient before the doctor can 
possibly arrive on the scene. One is glad to think 
that a movement is on foot under the auspices of 
the Midwives* Registration Association to improve 
the education and training of all so-called mid¬ 
wives ; but meanwhile the practitioner of general 
medicine is by the assistance of ignorant and un¬ 
trained nurses seriously handicapped in his efforts 
to obtain an absence of septic puerperal cases. In 
private practice of the higher (/.*., more paying) 
class, the doctor is occasionally obliged to accept 
as a monthly nurse a venerable lady, whose only 
claim to knowledge lies in the fact that she has 
nursed the patient’s grandmother, and whose an¬ 
tiquity is only equalled by her entire ignorance of 
Sir Joseph Lister or his pupils. I fancy the house- 
surgeon of a lying-in hospital would pass many a 
restless night if he found himself saddled with 
such a dangerous assistant 

There is, again, a special source of danger present 
in private practice, which is never found now-a-days 
in the lying-in hospital; I refer to the presence of 
sewer emanations. It is to this danger that I wish 
to call special attention to-night In considering 
this question no one, I feel sure, will fall into the 
error of considering this form of puerperal poison¬ 
ing to be of common occurrence; nor, again, to 
quote it as a cloak to cover sins of omission when 
mischief arises from neglect of antiseptic precau¬ 
tions on the part of those who have charge of a 
lying-in woman. 
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Regarding the action of drain poisons, some 
attempts have been made of late years to prove 
that the ill effects of these poisons have been very 
mnch over-rated, and that they are not so toxic as 
they have been stated to be. It has been said 
that men who work in the sewers, and who ought, 
therefore, to be constant victims, enjoy very fair 
health; also, that the poor who live in insanitary 
houses, do not suffer to the degree that one might 
expect, if sewer emanations were so very harmful. 
In every case of such poisoning there are, how* 
ever, two points to be considered: (1) The resisting 
power of the patient’s tissues, and (2) the amount 
of the poison present in the patient’s system. A 
chemical friend has drawn my attention to an 
important point—he points out that in fermentative 
processes (and most of these septic poisons are 
products of fermentative changes), the resultants 
may be either of a gaseous or of a solid nature. 
In the case of the latter, the patient’s system must 
soon become charged with an overpowering 
amount of the poison, and symptoms of disease 
will manifest themselves; while in the latter case 
the poisonous products are eliminated by the lungs 
as fast as they are formed, and toxic effects are 
only manifested under very unfavourable sur¬ 
roundings or after long exposure to the influence 
of the poison. It may be that the comparative 
rarity of poisoning by sewer emanations depends 
on some such condition. One thing is quite 
certain, namely, that we have very little exact 
knowledge of the various poisons which give rise 
to the manifestations of puerperal sepsis. Con¬ 
cerning this, Dr. Watt-Black, in his inaugural 
address to the Obstetrical Society of London in 
March, 1891, says: “ It has not yet been ascer¬ 
tained to what cause is due the great diversity in 
the anatomical changes produced by puerperal 
fever in different cases and in different outbreaks. 
In all cases of puerperal fever, microbes of the 
coccus order are to be found, and most frequently 
of all the streptococcus pyogenes. It has been 
found in puerperal infection by Frankel, Baum- 
garten, Cushing, and others. It was found by 
Czernictwski in all the cases of puerperal fever 
which he examined. It causes an erysipelas like 
inflammation. The staphylococcus pyogenes is 
often found in puerperal fever. It is the microbe 
most frequently found associated with the forma¬ 
tion of pus in man. It is easily inoculable, and it 
strongly resists the action of antiseptics. Dolcris, 
who found bacilli and micrococci in puerperal 


fever, considers that the bacilli are the cause of 
acute forms of septicaemia, and the micrococci the 
cause of pus formation. When, as frequently 
happens , different kinds of micro-organisms are 
present together in a case of puerperal fever, each 
may produce effects peculiar to itself, and each 
may also interfere with the action of others. The 
manner of infection, too, whether by surface 
inoculation, injection into the tissues, or direct 
injection into the veins, is found to greatly 
modify the result in experiments on animals. A 
cognate question, to which no answer can yet be 
given, is what conditions determine a local or a 
general infection? The same experiment will 
result in a merely local inflammation and abscess 
in one animal, while it will produce general infec¬ 
tion in another animal of the same species. This 
problem confronts us in all cases of puerperal 
sepsis.” This paragraph places before us with 
manifest clearness the present uncertain state of 
our knowledge. 

If we inquire what are the symptoms of drain¬ 
poisoning in non-pregnant patients we find that 
most of the symptoms are referable to the digestive 
tract—thus sore-throat, vomiting and diarrhoea, 
with offensive evacuations, are well-known symp¬ 
toms. There is, in addition, a lowered condition 
of vitality in those who have dwelt long in an 
atmosphere constantly impregnated with sewer 
emanations. I remember a remark made by my 
colleague, Mr. Herbert Page, which bears on this 
latter point. Some years ago the drains of St. 
Mary’s Hospital were found to be in a very un¬ 
satisfactory state, and the atmosphere of the wards 
was undoubtedly contaminated from this source. 
The progress in the surgical wards of operation 
wounds was unsatisfactory. At that time some 
ten or eleven thousand pounds were spent in 
placing the drainage and sanitary surrounding of 
the hospital in a sound condition. Some ten 
months after the work was finished I asked Mr. 
Page if it had made any difference, and he told 
me then that the difference was most marked, 
wounds now healed rapidly and soundly, and the 
sluggish condition and delay were never seen. 

It has been argued by some authorities, that if 
a puerperal woman is poisoned by drain emana¬ 
tion the course of things is no different in her to 
what it is in non-gravid patients. I venture to 
think that this is a mistake, and that a study of 
the cases which I shall bring forward will lead to 
a different conclusion. In this connection it is 
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important that we should consider whether there 
are not special conditions in a woman’s system 
after delivery which render her specially liable to 
the attacks of micro-organisms. There is evidence 
that tissues whose vitality has been lowered are 
incapable of resisting the attack of microbes 
against which healthy tissues are proof. 

For example, Wyssokowitsch succeeded in en¬ 
abling bacteria, which are not pathogenic under 
ordinary circumstances, to multiply in the living 
body by artificially lowering its vitality. The 
means he employed were keeping the animals in 
a temperature so high as to injure their health, 
the introduction of mineral poisons, or the intro¬ 
duction of ptomaines resulting from bacterial 
action. The introduction of ptomaines proved 
the most effectual means. Rabbits previously 
poisoned by the ptomaines easily fell a prey to 
microbes, which they perfectly resist when in 
health. Wyssokowitsch thus found that Finkler’s 
spirillum, the micrococcus tetragenus, the pneu¬ 
monia-bacillus and other bacteria not in the least 
injurious to healthy rabbits, can multiply to a 
prodigious extent in rabbits artificially weakened. 
Fltigge states that while healthy rabbits show no 
apparent effects from even the intravenous in¬ 
jection of considerable numbers of the strepto¬ 
coccus pyogenes, rabbits artificially weakened, as 
by the injection of toxic substances, die from 
marked growth of the micrococci. So also it is 
found that frogs, which when healthy remain un¬ 
affected by anthrax-bacilli, succumb to the disease 
if kept in a high temperature after inoculation. 
The effect of lowered vitality is shown also in 
diseases such as smallpox, typhoid fever, and 
pyaemia, in which micrococci are found, which 
have no causal relation to the disease. 

With regard to the lowering of a woman’s 
vitality after delivery there are several points for 
consideration. 

(i) During the whole of the pregnancy the 
nervous system of the patient has been in a state 
of exalted sensibility, but after the shock of labour 
a condition of exhaustion sets in and the nervous 
force is impaired. Under this condition a patient 
is more susceptible to adverse influences. 

' (2) The tissues have been stretched and 
bruised by the process of labour and their vitality 
lowered. 

(3) The blood is loaded with the products of 
retrograde metamorphosis from the uterus and sur¬ 
rounding parts. 


Taking these various points into consideration 
it does not seem improbable that the noxious 
particles of drain poisons which have found an 
entry through the lungs or intestinal walls, should 
overcome the resistance of the tissues and multiply 
to a degree that ensures the appearance of symp¬ 
toms of blood-poisoning. Given the case of a 
woman, who has been spending weeks before 
delivery in an atmosphere constantly charged with 
sewer emanations, and in whom vitality has been 
lowered by this cause in addition to those already 
quoted, it is easy to understand how rapidly 
symptoms of blood-poisoning may develop and 
life be quickly endangered. Clearly in such a 
case the only hope would lie in the rapid re¬ 
moval of the patient out of the poisonous sur¬ 
roundings, and in giving the tissues a chance of 
destroying the poison already developed. It is 
no argument to say that if these things were so, 
cases ought to be more frequent in the poor 
districts of our great towns. Sewer gas is sewer 
gas, whether it is found in the hovel or in the 
mansion, and probably it exists quite as often in 
the mansion or villa with elaborate bad drainage 
as in the cottage and hovel with its open cesspool 
or pit. But in one case we have the poor woman 
of coarser fibre and more resisting tissue, who 
spends a good deal of her time out of her house 
and away at work, and in the other the more 
refined but feebler patient, who spends much, 
perhaps, of her time in the bedroom or boudoir 
which acts as a ventilating shaft to the nearest 
soil pipe. 

Case 1.—Mrs. X., a primipara, aged 26, had 
a fairly easy first labour, the perinaeum was some¬ 
what lacerated, but otherwise all went well 
Within forty-eight hours of delivery the tempera¬ 
ture rose to 103° Fahr., and some shivering oc¬ 
curred ; the lochia became scanty but were not 
suppressed, nor did the secretion of milk fail. 
The abdomen soon became swollen and tender, 
and diarrhoea set in. As the case seemed to be 
one of puerperal septicaemia, quinine was given in 
full doses, and iodine irrigations used to the 
interior of the uterus and vagina. Up to the end 
of a fortnight very little change took place; the 
temperature came down sometimes nearly to 
normal, but always rose again to between 102° 
and 103° Fahr. The pulse remained at 120 or 
more, and bouts of diarrhoea occasionally mani¬ 
fested themselves. The tongue was coated, and 
at times nausea was troublesome. When I saw 
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the patient for the first time matters were very 
much in the condition already described; there 
was practically no lochial discharge, diarrhoea was 
present,* temperature was 103° Fahr., pulse 120, 
the secretion of milk had almost ceased, the 
abdomen was full, tympanitic, and tender, but 
moved fairly well in respiration. The patient was 
a strongly-built young woman, pale and sallow; 
skin acting profusely; tongue dirty, with red tip 
and edges. The husband was a butcher, and his 
house lay in the High Street of the village, in a 
healthy locality. One curious circumstance was 
told to me by the doctor in charge, and I ask 
you to make a mental note of it—“ His first wife 
died of puerperal fever in the same room in which 
the patient was lying, some years previously.” 
After seeing the patient I threw up the window 
of the bedroom and, looking out, found the room 
was just over a yard, and on cross-examination 
was told that the slaughter-house was immediately 
under the room we were in. The question of 
sanitation was at once raised, and it was agreed 
that unless a speedy improvement manifested 
itself in a few days, the patient should be moved 
at once, and at any risk, into a house opposite. 
The sequel of the case was interesting. In spite 
of the most rigid antiseptic precaution and careful 
nursing the patient lost ground so much that at 
the end of a week it was doubted whether it 
would be safe to move her. However, she was 
carried across the street to a relative’s house and 
the result was most satisfactory. By the second 
day the temperature had fallen to normal, and 
never rose again. Convalescence took place 
rapidly, and no relapse of any sort could be 
recorded. 

Dr. W. Wylie, of Skipton (“ Brit. Med. Journ.” 
Dec. 16th, 1893), narrates the following case: 
“A family moved from a small, well-drained 
house, to a larger, insanitary dwelling-house; this 
was done up, painted and papered in the usual 
way; the drains were overhauled, and certified by 
the plumber to be all ‘ safe and sound.’ ” 

Shortly after the removal, sore throats appeared 
amongst the children and servants, people in the 
house were always ailing something or other. 
The lady was expecting her confinement, and as 
her former labours had always been natural and 
her recovery rapid, such this time was as usual 
expected. On the fourth day after confinement 
she had a rigor, high pulse, and temperature 105°, 
followed with tenderness on pressure in hypo¬ 


gastric region, anxious expression, and every 
symptom of puerperal fever; swelling of left leg 
followed. Good nursing, quinine, etc., pulled her 
through, and she made a slow recovery. A case 
of erysipelas followed in a heretofore healthy 
person in the same house. Drain poison was at 
length suspected, the services of a sanitary 
engineer called in, the smoke test applied, and it 
was found the joints were bad throughout, and 
the drain for the house blocked a distance ot 
twenty feet from its entrance to the drain, showing 
without a shadow of a doubt that the sewer gas 
had entered the sleeping apartments and sick 
rooms, and was the cause of the sore throats, 
gastric attacks of an anomalous kind, the puer¬ 
peral fever, and the erysipelas. 

Dr. Edward H. Ryan-Tenison, of Belstow, 
North Devon, writing in the “ Brit. Med. Journ.” 
Dec. 30th, 1893, gives the following rcsumt of 
two cases—(1) In February, 1893, mother con¬ 
fined under strictly antiseptic precautions, died 
in five days of puerperal septicaemia. 

In the same household cases of sewer throat 
were common, and an injury (open wound) took 
on erysipelatous inflammation, terminating fatally 
in ten days. Drainage defective everywhere, 
ventilating the sewer gas right into the house. 

(2) In April, 1893, mother confined under 
strictly antiseptic precautions; about five days 
after confinement puerperal septicaemia of a 
continued type. On stopping up joints of water- 
closet soil-pipe with the proper “ compo.,” and 
flushing drains with perchloride solution, patient 
recovered. 

Dr. Greenwood, Medical Officer of Health to 
Stamford writes (“Brit. Med. Journ.” Dec. 16th, 
1893) as follows:—“I live and practise in a 
town that is undrained. The only means of 
disposal of sewage are by earth tubs, or by water- 
closets emptying into cesspools, in most cases 
very close to the houses. During the fifteen 
years I have been here I have, I regret to say, 
had far too many cases of what I have con¬ 
sidered puerperal septicaemia. Now, if want of 
personal cleanliness on the part of attendant and 
nurses were the only or main cause of septic 
trouble, it would be expected that the poorer 
class of patients would suffer most That is the 
reverse of my experience. Most of the cases I 
have had have been amongst patients of the well- 
to-do class, living in good houses, and employing 


good experienced nurses; and in no one case 
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have I failed to find grossly defective sanitary 
arrangements. In one notable case there was a 
water-closet, to which there was no supply of water, 
in a dressing-room leading into the lying-in 
chamber. My patient passed through a most 
severe attack of puerperal septicaemia, and I 
firmly believe was saved only by her removal 
right away from that part of the house. 

Dr. Alfred Kebbell, of Flaxton, Yorkshire 
(“Lancet” Dec. 23rd, 1893) says:—A case 
has recently occurred in my practice that I think 
bears out Dr. Playfair’s opinion that puerperal 
sepsis may be due to sewer gas. A man was 
taken ill with symptoms' of enteric fever in a 
severe form, and death ensued in a few days. 
On the day of his death a woman was confined 
at the next cottage, and within twenty-four hours 
she was very ill with all the symptoms of puer¬ 
peral fever, and died within a week; the baby 
was also taken ill with diarrhoea and high 
temperature, and likewise died. A sister of the 
woman who nursed her was also ill with diar¬ 
rhoea and increased temperature. On inquiring 
it was found that in one corner of the living- 
room of the first patient a very foul smell had 
been noticed for some time, and it was also 
ascertained that the drains from both houses 
passed united under the cottage in which the 
puerperal case occurred. 

Case 2.—Mrs. C., a multipara, was attended 
from the maternity department of St. Mary’s 
Hospital. The room she occupied was in the 
basement of a small house near the hospital; it was 
in fact the front kitchen. The labour was easy and 
natural, and was carried out under the strictest 
antiseptic precautions. All went well for about 
thirty hours, then the temperature began to rise, 
the pulse rate increased, pain was complained of 
in the lower abdomen and the latter became swollen 
and tender. The lochia were scanty and slightly 
foetid. When I saw her on the seventh day with 
my house-surgeon, she was in a markedly typhoid 
condition; and as the place smelt foul, and no 
nursing could be administered, I ordered her into 
the hospital. It was the tenth day of the puer- 
perium before place could be found for her in St. 
Mary’s, and then her condition seemed so critical 
that it seemed doubtful whether she could be trans¬ 
ferred. However this was accomplished safely, 
and from the moment that she was placed in a large 
airy ward improvement set in, and recovery was 
assured. In the same house and at the same time 


several inmates had sore throats and suffered with 
diarrhoea, two of the patient’s children were out of 
health, and said to be always ailing. Two cases of 
typhoid fever occurred a little later in the same 
house. 

Case 3.—The following clinical history was 
narrated to me by a medical friend. Mrs. P., living 
in a good house in a large town, was delivered 
safely of her first child. The labour was terminated 
with forceps, but was otherwise uneventful. The 
next day the temperature rose to 105° Fahr., and 
the patient became seriously ill. The child rapidly 
developed acute peritonitis and diarrhoea, and died 
in the first week. The mother slowly drifted into 
a condition of chronic pyaemia, suffered with 
abscess in and about the pelvis, and died 
some considerable time afterwards. The labour 
had been conducted under the strictest antiseptic 
precautions and with the highest skill A sanitary 
expert was called in, and made a careful examina¬ 
tion of the lying-in-room and its surroundings, and 
this is what was found. The soil-pipe of the house 
communicated directly with a lavatory which led 
into the room in which the patient sat for the 
greatest part of the day during the weeks previous 
to her confinement. In other words, for some 
weeks previous to her delivery, the patient was 
almost constantly in a foul atmosphere impregnated 
with sewer emanations, and was being steadily pre¬ 
pared for the development of blood-poisoning. 

A study of these cases seems to make it clear 
that sewer emanations can produce a form of blood- 
poisoning in the lying-in woman, a disease which 
can run quite as severe a course as that which 
follows the introduction of poisonous matters by 
the hand of the accoucheur into the genital passage. 
If this is granted, then the medical man who limits 
his ideas of antiseptic precautions to the cleansing 
of hands and instruments, the douching of vagina 
and vulva, though he has begun well, has need of 
further continuance in well-doing, and should study 
the laws of house sanitation before he can claim to 
be a thorough exponent of antiseptic midwifery. 

Differential Diagnosis :—In endeavouring to de¬ 
cide whether a given case of puerperal blood- 
poisoning is due to the influence of drain products, 
there are several points which may help us in the 
diagnosis:— 

(1) Rapid onset of symptoms aftor delivery 2—In 
most cases of puerperal septicaemia evidence of the 
infection does not show itself until some forty-eight 
hours have passed, while in cases of drain-poisoning, 
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where for weeks before delivery the patient has 
been slowly infected, active symptoms of disease 
may manifest themselves within the first thirty 
hours. 

(2) Child HI as well as mother: —In two of the 
cases which I have quoted, mention is made of the 
child being taken ill with pyrexia and diarrhoea 
shortly after delivery, and dying—the suggestion 
being clearly that the child was infected while in 
ntero and developed symptoms of the same nature 
as the mother within a short time after birth. We 
may remind ourselves here, thaf the bacilli of anthrax 
injected under the skin of pregnant guinea frogs has 
been found to pass readily into the foetuses, and to 
destroy their life in utero. In a similar way, the 
child while in utero and in close contact with the 
mother's blood may be infected with septic particles 
before delivery. It would be interesting if time 
would permit, to draw a comparison with the infec¬ 
tion of syphilis; for in the latter case the child is 
poisoned by the disease while it grows in the womb, 
but the evidences of the disease may not be appar¬ 
ent, until some time has elapsed after the confine¬ 
ment. 

(3) Change of Locality :—It is certain that in 
some cases women who seem to be sinking into a 
low typhoid state,—a condition which would gene¬ 
rally be termed one of puerperal septicaemia,—do 
rapidly recover when moved into a purer atmo¬ 
sphere. It seems idle to argue that change of 
locality and onset of improvement are always a 
mere lucky coincidence, when another and much 
more scientific explanation is so apparent. 

(3) The type of the disease :— 

(0) As a rule absence of intense prostration. 

(h) Case does not go down hill, as fast as in 
puerperal peritonitis. 

(c) Milk and lochia not entirely stopped. 

(d) Belly blown up and meteoric, but peri¬ 

tonitis rare. 

(e) Remissions of temperature not uncommon. 

(4) Other cases of illness of a low type in the 
same house or immediate neighbourhood. 

We have already seen that when infection is in¬ 
troduced by the hand of the attendant or by 
instruments, or when it is generated in the genital 
passages from poison lying there before delivery, 
the course of the poisoning varies much in different 
subjects* now mild, then malignant, now localized, 
then general, so it may be in this drain poisoning 
of puerperal women, and each case is still a true 
septicaemia. We know that poisons may enter the 


body by the lungs, the intestinal tract, or the geni¬ 
tal canal, but we do not know how the course of 
the disease may be modified by the mode of entry. 
Bacteriological research may tell us in the future 
the nature of the poisons we group together under 
the word sepsis, but clinical observation can teach 
us in the present how best to avoid the evil effects 
of these enemies. Interesting work has been done 
of late by Mr. Parry Laws and Dr. Alessi in the 
study of sewer air, and an examination of their 
writings cannot fail to be of interest to the practi¬ 
tioner of midwifery. 


THERAPEUTICAL NOTES AND FORMULAS, 


The Cures of Muoous Enteritis. 

M. Germain S£e has so many cures for muco- 
membranous enteritis, that it seems impossible 
any one suffering from this usually intractable 
disease should fail to get well. First of all, M. 
S£e gives purgatives, and his purgatives comprise 
flaxseed, senna and hydrastis, castor-oil, and olive- 
oil. As to flaxseed, he tells us that the patient, 
immediately after each one of the three principal 
meals, should take a tablespoonful of pure flax¬ 
seed, placed for three or four minutes in a quarter 
of a glassful of cold water. If the flaxseed is 
objectionable to the patient, it can be substituted 
with psyllium. These substances are sufficient in 
themselves, in the majority of cases, to produce 
movements of the bowels, without having to resort 
to the administration of the various mineral waters, 
some of which, owing to the sulphate of sodium 
present in them, often give rise to constipation 
afterward. 

Senna and hydrastis are given according to the 
following formula: 

Be Alcoholic extract of hydrastis 

canadensis.gr.xxx-xxxiv 

Senna leaves bathed in alcohol 3iss 
M. And make 50 pills. Sig.: 1 pill after each 
meal. 

Every now and then other things are suspended, 
and a dose of castor-oil is administered. 

Olive-oil is given either by itself or in sugared 
tea, in doses of from three to four dessertspoonfuls 
the first day, morning and evening; the second 
day at noon, the same dose before the second 
meal; the third da^, a glass at the same hours, 
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and the fourth day, a whole glass at once. After 
this the patient must rest for four or five days— 
that is, the medication should be suspended, to be 
again renewed as prescribed. If the first trial 
shows a non-tolerance of the drug on the part of 
the patient, the method must be abandoned. 
Generally, however, the oil is well borne, more so 
than may be supposed, and “ in these cases the 
muco-faecal movements produce an unexpected 
relief and sometimes a cure, at least for a con¬ 
siderable time.” 

Next, M. S£e gives sedatives, and usually in the 
form of bromides. But the bromides of calcium 
or strontium must be given, and not those of 
potassium or sodium, since the latter, he says, 
irritate the stomach. In our experience the others 
do so to just about the same degree. 

S£e’s formula is: 

R Bromide of calcium 

Chloride of calcium aa gij 

Distilled water . Oj 

In default of the bromides, he prescribes canna¬ 
bis indica as follows: 

R Solution of gum arabic ... §iv 

Extract of cannabis indica gr.ij 

M Sig.: Three tablespoon fills per day, one 
before each meal. 

If great pain is present, one of the best modes 
of producing relief is the administration of menthol 
in the following manner: 

ft Menthol .gr.ij—iij 

Distilled water . Oss 

Alcohol...q.s. to dissolve the menthol. 

M Sig.: Two tablespoonfuls by the mouth 
t.i.d. 

To diminish fermentation M. S£e knows of 
three efficacious means only by which to meet this 
indication, and he is in the habit of combining 
them. The first is the administration of the phos¬ 
phate of sodium, which he places above any other 
antiputrefactive or absorbent substance. With 
from forty-five to sixty grains of phosphate of 
sodium a day he obtained “ remarkable results.” 
The amount of the drug is divided into three 
parts, each one of which is ordered to be taken in 
a little water, after meals. 

For flatulence, the best remedies are salicylic 
add in doses of three grains, and salicylate of 
sodium associated with six grains of the phosphate 
of sodium. These drugs will at the same time 
diminish the sensibility of the mucous membrane. 


Borate of sodium or borax is an excellent substi¬ 
tute for the agents mentioned, and it particularly 
aids the digestion of milk.— {Med. Rce.) 


Skin Grafting.— Having washed the healthy 
granulations with mercuric bichloride i to 3,000, 
or carbolic acid a per cent., and the part furnish¬ 
ing grafts with x to 1,000 bichloride, and lastly 
with distilled water, instead of lifting the skin with 
a needle, or instrument which injures the graft, I 
have a sharp pair of straight scissors with two-inch 
cutting blade. I press the open scissors upon the 
skin sufficiently to bulge the integument between 
the blades, and gently close, catching one end of 
the skin, and then increase or lessen pressure 
according to the thickness of the bulging skin, 
and at the same time cut. In this way I can 
secure a graft from a millimetre to a centimetre 
long, taking only the epidermis. The graft is then 
lifted by a fine pair of tweezers from the blade of 
the scissors, and placed, cut surface down, on the 
granulations. Instead of applying protective of 
pure rubber or gutta-percha tissue, and over the 
protective a wet compress followed by oiled silk, a 
pad of absorbent cotton and bandage, I simply 
strap the grafts, after leaving them exposed fifteen 
to twenty minutes, with adhesive plaster. The 
strips are applied basket fashion, as one would 
strap an ulcer. If a discharge is to be anticipated, 
we may leave a small opening in the plaster to 
favour drainage, removing the straps in thirty-six 
to forty-eight hours, or we may remove the straps 
in ten hours, and allow distilled water to trickle 
over the grafts, then reapplying the adhesive 
plaster. I now put on one or twp turns of 
bandage, sometimes putting one layer of iodoform 
gauze between the strap and bandage. The 
advantage of the adhesive plaster is threefold, 
viz.: 1. You can press the grafts so tightly into 
the healthy granulations that they cohere so that 
no discharge can lift the graft from the granula¬ 
tion. 2. No dressing will hold the grafts in place, 
keep the parts at rest, and lessen the discharge so 
well as straps applied in this way. 3. In removing 
the dressing there is no danger of the grafts cling¬ 
ing to the plaster, as the moisture collects between 
the strap and graft, preventing adhesion. Even 
afer subjecting the tissues to an injection of 
cocaine (4 per cent), I have dissected off grafts 
two centimetres square, and they rarely fail to live 
when dressed this way. 


(William H. Marcy, Med. Rec.) 
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Gonorrhoea. — First Stage. —Patient ordered to 
wear suspensory bandage until discharged cured. 
Indulgence in tea, coffee, stimulants, suggestive 
conversation, literature, pictures, active exercise, 
etc., prohibited. Diet simple and curtailed, 
bowels kept open, milk with Vichy water ad 
libitum ; also Londonderry lithia-water. Un¬ 
sweetened lemonade, and following mixture to 
render urine alkaline; limit ardor urin$, and pre¬ 
vent chordee; only treatment in acute stage: 

ft Potassii acetatis, 

Potassii citratii ... each 3vj 

Sodii bromidi . gj 

Ext hyoscyami fl. ... fgss 

Spts. aether, nit. f giss 

Syr. aurantii q. s. to make f gvj 

Two teaspoonfuls several times through the day 
and evening; glans penis wrapped in cotton, and 
foreskin drawn forward over it; bromide of sodium, 
with now and then suppository of opium, aconite, 
and belladonna, to prevent severe chordee. This 
treatment, maintained until discharge changes from 
thick, yellow, and purulent to thin, bluish-white, 
or colourless, and without traces of pus or blood. 
Up to this time the patient is not allowed to use 
any injection whatever. 

Second Stage.—¥ ox three days, morning and 
evening, patient injects small quantity of solution 
of hydrogen peroxide, diluted with water. At end 
of three days the following is given: 


Zinc sulphate ... 

... gr.xij 

Boric acid 

... 3 »s 

Colourless hydrastis 

... 3 vj 

Rose water 

ad 3vj 


To be used morning and evening. In majority 
of cases no further treatment required. If dis¬ 
charge linger, sound passed several times, results 
being entirely satisfactory. 

(H. Elliott Bates, New York Med\ Journ.) 


Cauterizing Ovaries instead of Removing 
them. —Dr. Pozzi, at Hdpital Broca, has now 
practised cauterization of painful ovaries for over 
two years, and considers the plan very successful. 
In one case, in which he operated upon both 
ovaries, the woman has since given birth to a 
child. He performs his laparotomies in the 
ordinary recumbent position; draws the ovaries 
out of the abdominal opening. If the ovary is 
totally diseased, he removes it; but if a part is 


found to be healthy, he amputates the affected 
portion, cauterizes the stump, then sews the end 
with silk. If there are some small cysts, he opens 
them by touching with the Paquelin point The 
ovary being returned to the abdomen, he examines 
and treats the other in a similar manner. Often as 
many as six small cysts are opened in this way in 
each ovary.—( Therapeutic Gazette). 


Stroph&nthusin the Treatment of Inebriety. 

—Strophanthus is recommended by Dr. Skworzow 
in the treatment of inebriety. In the few cases in 
which he has tried it, it was given in seven-drop 
doses of the tincture. It gave rise to vomiting and 
profuse diaphoresis, and quickly excited a distaste 
for alcohol, which was said to persist after the with¬ 
drawal of the drug.—( Medical Record ). 


Dyspepsia— 

ft Bismuth subnit. 

Magnesii sulph. 

Cretae preparat. 

Sodii phosphatis 
M. Div. in pulv. No. xii. Sig. One after 
each meal. 

(Therapeutic Gazette.) 


aa 3iij 


Chilblains 

ft Oxide of Zinc . gss 

Glycerine . giss 

Lanolin. gj 3iij 

To be rubbed in after washing. 

(Stern, Med. Rec.) 


Pruritis Ani.-— A favourite prescription of D. 
Hayes Agnew, recommended as almost a specific 
in pruritis ani, is: 

ft Sulphate of zinc ) of each, equal 
Alum . ) parts. 

To be mixed and heated until the water of 
crystallisation is driven off. A drachm of this is 
added to an ounce of water and applied locally. 

(Therapeutic Gazette.) 


Nervous Headache— 

ft Potass, brom. 3iv 

Liq. toog. sal. gviij 

M. Ft. sol. Sig. Teaspoonful every hour 
until the desired effect is secured. 
(Buffalo Med . and Surg. Jour.) 
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Salol in Eozema Intertrigo. —The use of 
salol 3ss; pul vis amyli 3iiiss, has proved service¬ 
able and curative in two or three days, although 
marked relief was noticed immediately after the 
first application. 

(The College and Clinical Record .) 


doses of bromide and chloral, or Dover’s powder, 
£ to £ grain. Mustard, or steam spray, as counter- 
irritants.— (Kerley, Archives of Pediatrics.) 


REVIEW. 


Calomel and Nephritis.— Dr. L. Sklodouski 
has been using calomel as a diuretic in nephritis 
with excellent results, and he states distinctly that 
kidney disease is no contra-indication to the use 
of calomel. (Thus falls one more ancient belief.) 

( Deutsch . Arch.) 


Cramps in Diabetes.— Dr. Unschuld draws 
renewed attention to cramps in the calves of the 
legs as an important, because often early, symptom 
of diabetes. He says, “ If a patient complains of 
cramps in the night or early morning, think at 
once of diabetes.”— (Berl. Klin . Woch .) 


Vomiting and Gastric Irritation— 

ft Creasot. ang. TT\j 

Aqua.gviij 

M. To be well shaken, and a teaspoonful 
taken every five minutes. 

C. H. Miles. 


Pilocarpin in Pneumonia.— Dr. Carl Sziklai 
has obtained excellent results from the following : 
ft Infus. fol. digit ... gram. 6 


M. 


Infus. ipecac. 
Antipyrin 
Pilocarpin 
Aq. ... 

Ft. mist. Sig. 


„ 0.5 

„ 0.07 

„ 120 
A teaspoonful every hour. 
(Wiener Med . Presse.) 


Acute Bronchitis in Infants. —Changing of 
rooms, or good air, temperature at 72 0 F.; warm, 
dry clothing; keep the child in crib, changing 
the position frequently. If bottle-fed, give partially 
digested or easily digested foods, daily evening 
sponge or bath in salt water; if seen at the onset, 
3 to 5 drops of castor-oil every two hours for two 
or three days, followed by antimony and ipecac in 
small doses. If condition of heart require it, give 
whisky, 10 to 30 drops, or strophanthus, 1 to 2 
drops, every hour or two; for restlessness, small 


Prescribing and Treatment in the Diseases of 

Infants and Children . By Ph. E. Mus- 

kett. 3rd edition. (Young J. Pentland.) 

When a book reaches its third edition within as 
many years the task of the reviewer is a pleasant 
one. This book evidently fills a gap in literature, 
and supplies a want felt by the practitioner. The 
volume is divided into three parts. In the first 
part drugs are mentioned in alphabetical order, 
and the dosage given for children of varying ages. 
Under this heading we would suggest for the next 
edition what we consider rather a serious omission, 
viz., a list of drugs which may be freely given in 
childhood, and of those which have to be given to 
children and infants with extra caution; the matter 
receives some attention under each drug, but not, 
we think, sufficient in all cases, e.g . calomel, 
iodide and bromide of potassium, etc. The 
second part deals, in alphabetical order, with 
diseases of infants, and here are contained some 
of the most valuable portions of the work, abound¬ 
ing in resourceful hints. The third part, giving 
many excellent recipes for the preparation of 
foods for sick children, will be found exceedingly 
useful to practitioners, the more so as food is, 
perhaps, the most generally valuable medicament 
in our armamentarium, and students are taught 
but little of its preparation. An excellent index 
concludes the whole. Dr. Muskett has not failed 
to avail himself of the writings of others very 
largely, but as far as we could see has always 
acknowledged the source from which his informa¬ 
tion was obtained. We cordially recommend the 
work, and prophesy the early appearance of yet 
further editions. 


PUBLISHER’S ANNOUNCEMENT. 


As the “Cunioal Journal” has a wide circulation 
amongst Practitioners and Students, advertisements can 
be received for Assistants, Partnerships, Transfers of 
Practices, etc. Terms, 2s. 6d. for each insertion of four 
lines or under, and 6d. for each extra line. 

Edward Knight, Publisher, . 

18, Middle Street, Aldersgate, London, B.C. 
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A CLINICAL LECTURE 

ON 

A CASE IN WHICH SUPPRESSION 
OF URINE OCCURRED. 

Delivered at St. Bartholomew’s Hospital on Friday, 
July 13, 1894, by 

PHILIP .T. HENSLEY, M.A., M.D., F.R.O.P., 

Assistant-Physician to the Hospital. 

Gentlemen,—I propose to-day to call your at¬ 
tention to a case recently under my care, which may 
be described as one of prolonged collapse, with 
renal torpor, following intestinal disturbance. 

A boy, E. D., aged 7, was admitted into Matthew 
Ward on December 6th last year. He had been 
seen on one occasion as an out-patient by Dr. Nor¬ 
man Moore, who recommended him for admission. 
Dr. Moore has been good enough to give me the 
notes that were then taken. Up to March, 1893, 
it is stated, the patient, although not a strong boy, 
had apparently been in good health. He then 
went to school, and was not seen by his mother for 
some months. On his return in September she 
noticed that he was considerably wasted. He had 
also a certain amount of vomiting, which, as a rule, 
occurred towards evening, although when it began 
it took place at all times of the day. The vomited 
matter was said to be large in quantity and brown 
in colour. The motions he passed were also dark- 
brownish, though never such as could be said to 
be black. 

In addition to this we learned on admission that 
he had had some cough dating from March, 1893, 
till within about six weeks of his admission. 
There had been no night sweats and no haemo¬ 
ptysis. In December, 1892, he was said to have 
passed a little blood by the anus, and to have had 
since that time occasional diarrhoea, alternating 
with constipation. 

On December 6th, the date of his admission, he 
looked an anaemic boy, poorly nourished, with a dry, 
harsh skin, a small pulse of about roo, tempera¬ 
ture a little above normal, about 99, respirations 
quiet, 24; nothing definite about the thorax in¬ 
dicative of anything wrong. He was very pot- 

Yol. IV. No. 24 . 


bellied, the abdomen being tympanitic and blown 
up; but no tenderness and no irregularities were 
felt. His weight for his age was small, about 
2 st. 2 lb. His urine was of normal specific 
gravity, ro2o. There was, in fact, no positive 
evidence of definite disease anywhere, but simply 
wasting, a poor condition and weakness. I should 
add that knee-jerk was barely to be got on the 
right side, and was slight on the left. We put on 
his board at that time simply “Malnutrition; 
Intestinal Distension.” We gave him a moderately 
liberal diet, with a little wine and some cod-liver 
oil emulsion, and after a few days some phosphate 
of iron, while on two or three occasions extract of 
cascara was administered. 

He began to improve from the first; the 
tongue remained clean; his appetite improved; 
his temperature was normal, and there was nothing 
to complain of except a slight occasional cough. 
After he had been in for five or six days he was 
allowed up. His time in the hospital included 
Christmas, at which time we took special precau¬ 
tions as to diet. 

By January 2nd his aspect had very greatly 
improved; he had a moist and soft skin; the 
abdominal distension was no longer notable, and 
so, on January 8th, he was discharged. We may 
say that on admission he was pale; when dis¬ 
charged he was of fair colour; he had gained 
about four pounds or more in weight; when 
admitted he had a blown out abdomen; when he 
went out the abdomen was of natural size; when 
he came in he had a dry harsh skin; on leaving 
it was moist and natural; so that he went out a 
fairly juicy boy, and had lost the balloon belly. 

On January 14th, six days after, he was 
readmitted in a state of collapse, of ashy grey 
colour, with eyes sunken and surrounded by dark 
rings; pulse 120, and very thready; only the 
thoracic respiratory movements visible, and these 
very small; temperature subnormal; heart sounds 
extremely feeble, barely to be heard; the tongue 
furred and somewhat dry; the abdomen flaccid 
and absolutely hollow—a condition in most 
marked contrast to that on his first admission; 
his skin in folds with a harsh feeling. The 
extremities were wasted and coldish, the skin 
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over them being extremely harsh. He was just 
conscious, but extremely feeble and listless; his 
voice was very feeble; and there was a certain 
amount of restlessness in bed. No urine had 
been passed for some time before admission, but 
the bladder was not distended. 

It appeared that he had, as boys will, apparently 
emancipated himself on leaving the hospital, and 
having escaped the care of the physician, and the 
supervision of the sister, had celebrated his dis¬ 
charge from hospital by a generous and, I doubt 
not, a joyous meal of cold pork and oranges. 

Thereafter there was a gut storm, diarrhoea 
began, with abdominal pain, and he soon began to 
get weak and wasted. 

On the 13th January, the day before his re- 
admission, vomiting of a persistent character 
began; there were cramps in the legs, and the 
hollowness of the belly began to be noted. 

When he came in we began by trying to feed 
him at short intervals with some essence of meat, 
wine, and brandy, giving also small doses of opium. 
There was, however, a continuance of the vomiting, 
so that after a short trial we left off feeding by the 
mouth, and trusted to enemata. The first night 
he was very restless. On the 15 th, his general 
aspect continued much the same; he was very 
torpid, lying with eyes half closed; he had been 
sick once; there was no urine passed. The next 
night he had some sleep. The following day his 
tongue was furred and red. He also complained 
of thirst. The abdomen was not so utterly hollow. 
On that day he passed some urine—ten ounces 
after an interval of thirty-six hours. There was 
no albumen in it or anything specially unnatural 
about it His aspect improved a little that day 
and the next, but on the 18th he vomited again 
three times, and began to present a worse aspect 
and a more collapsed condition, returning to his 
state on his first admission. His abdomen did 
not present quite the hollowness that it did at 
first. His tongue was dry and red; his pulse 124, 
and very thready. An interval then occurred, 
during which no urine passed for twenty-four 
hours, at the end of which only ounces were 
passed. During this time he was continuously 
getting feebler and more collapsed. 

On the 19th there was again some vomititig; 
the sunken aspect was still more marked, and there 
was restlessness. The nutrient enemata were once 
or twice returned. 

On the 20th he still seemed to be getting worse, 


but on the latter part of that day he passed nine 
ounces of urine. His respiration on that day was 
specially weak, and of a sighing, interrupted 
character. On the night of the 2oth-2ist he had 
fair sleep, and on the 21st his aspect was better, 
the pulse improved, the tongue getting slightly 
moist and not quite so red, while the abdomen 
was filling up. On the 22nd he continued to 
improve, but on the 23rd some sickness came on, 
and his aspect began again to get worse, another 
period occurring during which no urine was passed 
for a considerable time. The tongue on the 23rd 
was dry and red, the abdomen a little fuller, and 
the skin rather less harsh. 

On the 24th he passed four ounces of urine, 
after an interval exceeding twenty-four hours. 
He was on that day sick once, but his aspect was 
a little improved. 

After that date he began very slowly to mend, 
passing meanwhile very little urine, the tongue 
getting a little moist and clean. On the 26th he 
was sick once. By that time the abdomen was 
decidedly filling out, it was getting what one might 
almost call a little blown out. On the 27th 
January we began to venture on some feeding by 
the mouth. After that date there was no further 
vomiting, but the patient continued in an ex¬ 
tremely languid state, and very feeble. From that 
time he gradually improved. On the 6th February, 
we were able to discontinue the nutritive enemata. 
His urine at this time was rather small in quantity, 
of low specific gravity, and contained a small 
quantity of urea. We did not examine the first 
specimens for urea when the quantities were low, 
but in his later specimens the urea was in 
diminished quantity. From about the 6th 
February there was slow gain. On the 13th he 
began to improve decidedly, and took food well, 
but his skin remained generally very dry. On the 
19th February he had improved so far that we 
allowed him to get up a little. After that he 
further improved. On the 27th we could obtain 
knee-jerks. Later than that the quantity of urine 
was fair, but for some time contained uric add 
crystals in considerable quantity. He was finally 
discharged, and went to Swanley on March 30th. 

I here show you the boy. His skin has now a 
totally different feel from what it had, being now 
fairly natural. He is now a fairly juicy boy. 
Even now he is rather balloon-bellied, but, 
although you would not select him as a type of 


health, he is in fair condition. 
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For the first fortnight of his stay in the hospital, 
then, there was a continued condition of the most 
profound collapse with but little variation; in the 
course of that time never such improvement, at 
any rate, as to make me take a hopeful view of 
the case, though on no day did it seem that death 
was actually imminent; each time I saw him I 
think I expressed the opinion that I scarcely 
thought it possible he would survive. It was not 
until the eleventh or twelfth day that I began to 
feel a little hopeful about him. On his re¬ 
admission I headed his board with “ Suppression 
of Urine,” and this heading with the previous one 
" Malnutrition and Intestinal Distension,” gives 
some of the salient points of the case; the others 
being intestinal disturbance, which began before 
his second admission, and the collapse that 
followed. 

It is particularly to the suppression that I would 
further, for a little, direct your attention. 

In the course of the first thirteen days there 
were three periods of suppression, one on the 
fifteenth, the first, of thirty-six hours duration at 
least—we do not know how much longer; the 
second on the eighteenth of over twenty-four 
hours; and the third of nearly thirty hours of 
total suppression of urine. At least during these 
times no urine was passed, and that which was 
passed at the ends of these times was small. The 
total quantity of urine during these thirteen days 
amounted to only about seventy ounces, or about 
such a quantity as under ordinary circumstances 
might be expected to pass in from, perhaps, a day 
and a half to two or three days. Such a very 
great diminution in the quantity of urine passed 
must always be regarded, speaking generally, as of 
serious import, and complete suppression for—I 
do not quite know how many hours to say, 
perhaps a number represented by double figures 
—makes us begin to entertain forebodings of a 
fatal termination; while it would probably be safe 
to say that a considerable majority of the cases in 
which the suppression is continued much beyond 
twenty-four hours terminate in death. 

This case, however, survived, and there was 
ultimate recovery. The question that naturally 
arises, therefore, is this. Can we classify cases of 
suppression? Can we at least divide them into 
two classes, one in which the prognosis may be, 
perhaps, almost necessarily bad, and another in 
which there is room for hope, it may be for 
considerable hope? 


This, of course, is a question of prime importance 
to the physician. If he has an inkling of how to 
answer this, it is of much greater importance to 
him than the answer to various other problems, 
pathological and otherwise, that may arise in 
connection with his case. 

Sir William Roberts classifies suppression of 
urine—meaning thereby cessation of the secretion 
of urine—as obstructive or non-obstructive. In 
the obstructive type there is some obstruction of a 
mechanical kind to the outflow of urine before 
reaching the bladder—when the obstruction is 
below the bladder we speak of " retention.” 

Such obstruction may depend on different 
causes. It may be that one kidney is dis¬ 
organised, and a calculus blocks the ureter of 
the other; it may be a new growth which blocks 
both ureters at the same time; or there may have 
been some congenital irregularity causing an 
impediment to the outflow which gradually in¬ 
creases, and ultimately is completely blocked. In 
these cases of obstruction ultimately leading to 
suppression, the characters of the urine which is 
passed before are somewhat special. The specific 
gravity is low, the solids are diminished, the 
explanation being that there is a gradual increase 
of pressure in the ureters backwards into the 
pelvis of the kidneys, so that the urine is secreted 
under a high pressure. In most cases of this kind 
there is for a time not a complete obstruction, but 
a gradual passage of the urine past the obstruction; 
and in the course of these, when complete obstruc¬ 
tion occurs leading to suppression, there may be no 
great apparent disturbance at first for some days— 
five, six, seven, or eight days. Then a uraemic 
condition comes on; there are muscular twitchings, 
contracted pupils, dryness of the skin, slow respira¬ 
tion, and slight delirium. There may, however, 
be no marked diarrhoea, no delirium, the skin may 
be moist, the breath may have no odour, and this 
may distinguish it from cases of retention where 
there may be marked odour. 

Cases of suppression of this kind would generally 
be recognised by some previous indications of 
obstruction, or irregularity of urination would give 
rise to some surmise as to the condition: the 
termination, when suppression follows in these cases, 
is usually fatal. 

Of course in these cases it is possible that the 
condition may be recognised and relief given by 
operation; but it is questionable whether, after the 
commencement of the suppression, even if the 
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diagnosis were clear, any good would thereby be 
done. Where there has been recovery in these 
cases of obstruction after a period of days of 
suppression it would seem to have been in cases of 
ureter and pelvis distension, more or less cases of 
hydronephrosis and so distension, with, as you may 
say, a supplementary bladder behind the obstruc¬ 
tion, so that possibly in some of these cases there 
may never be true suppression, but very slow 
secretion and retention in the distended ureters. 
For obstructive suppression, generally speaking, the 
prognosis would be bad, except that it might 
possibly be hopeful in cases in which you have in¬ 
dications of distension in the urinary tracts. I 
have seen several cases where there was suppression 
for a time, and ultimate recovery. 

If you call this " obstructive suppression ” of Sir 
William Roberts ultra-renal, infra-renal, or post- 
renal, where the difficulty is beyond the kidney: 
then we may divide the non-obstructive suppression 
into that which is of renal origin, dependent upon 
disorder in the kidneys themselves, and, perhaps 
citra- supra- or pre-renal, where the disorder is 
further back: I do not know which would be con¬ 
sidered most correct, but we will use the terms 
pre-renal and post-renal. 

A suppression of renal origin dependent upon 
what may be called definite organic disease of the 
kidneys would seem to be almost necessarily fatal. 
Such was, I presume the case with the patient 
under Sir Dyce Duckworth’s care lately. 

I do not know the particulars of the case, or 
what view he took of it *, but I think from the ap¬ 
pearance of the kidneys, one must regard it as a 
case of renal origin: it may be noted, as remarked 
by Dr. Tooth in reference to these kidneys, that 
the appearance of disease in the kidneys to the eye 
of the morbid anatomist would seem often to be 
much less in proportion to what might have been 
expected from the clinical aspect of the case than 
is usual with other organs. Generally speaking 
you may say with regard to most organs that there 
is some sort of relation or proportion between the 
disorder which is recognised clinically, and the 
disease which is recognised post-mortem; but with 
the kidneys it would seem that there is by no means 
so definite a relation. 

Then, perhaps, it may be surmised that there 
may be kidneys in such a condition as to work 
reasonably well if they are only, as it were, backed 

• Vide Clin. Jour., vol iv. p. 249. 


up by the easy working of the functions of all other 
organs, but at once strike work if any sudden or 
undue strain is thrown upon them, as may occur by 
failure of function elsewhere. 

Finally, as to suppression of pre-renal origin:— 

First, it may occur in various fevers and inflamma¬ 
tions of different types with high temperature; and 
the prognosis in such cases will, of course, depend 
upon the estimation of many other things besides 
the mere fact of the suppression. But it would 
seem that it need not necessarily be bad, provided 
always that we can be sure that it is truly pre-renal, 
that is to say, that the kidneys themselves are, to 
begin with, in a healthy state. 

Secondly, suppression may occur in acute poi¬ 
soning by various substances, strong acids and 
alkalies, metallic and other irritants, such as phos¬ 
phorus and lead, or vegetable (e.g. turpentine) and 
animal irritants. Of such suppression perhaps you 
may say the same as of the former class of cases; 
that if the kidneys themselves are healthy, you have 
to consider the prognosis not specially in relation 
to the mere fact of suppression, but in relation 
to a great number of other indications. 

Thirdly, suppression may occur in collapse, and 
collapse may follow severe traumatic injuries, such 
as rupture of important internal organs, injury to, 
or operation upon the urethra, or even quite acutely 
from the mere passing of a catheter. Although as 
to these last it may be a question whether they 
should not be included among cases of suppression 
with collapse of post-renal origin. Again you may 
have it in cases of collapse during cholera, yellow 
fever, and some cases of intestinal trouble, with 
obstruction, or cases of intestinal storm, as in this 
boy. Some of these ought probably to be put 
under the second class of poisons, for instance the 
present case, which might be described as a case of 
collapse with suppression of urine after pork-poi¬ 
soning. 

In all these cases of collapse with suppression 
the prognosis will of course depend on various 
points, besides the mere fact of the suppression, and 
it would seem is not necessarily bad. 

Fourthly, another class has been called, that of 
hysterical ischuria, from the Greek word to 
check or stop, although the Greek word rpl* 
appears to be used by Greek writers as meaning 
not suppression, but retention of urine. 

Such cases are spoken of by Sir Thomas Watson, 
Dr. Laycock, and especially by Charcot, who de¬ 
scribes one such case, speaking of it as a rare 
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phenomena and as complicated at times with re¬ 
tention. In the case he describes there was eleven 
days’ suppression with much vomiting, the vomit 
containing urea. 

It so happens that only a few days ago I saw the 
case of a young lady of 16 in consultation, which 
may be put into this class, although I think you 
must take the word “ hysterical ” perhaps not in 
its ordinary sense, but rather as an expression im¬ 
plying that we do not know what adjective to use 
instead. In the case of which I speak there was 
no vomiting as described by Charcot. 

On some future occasion, I may perhaps bring 
this case before you. At the present I shall merely 
tell you that there were three periods of suppression, 
one of 48 hours of complete suppression, and after 
an interval of two or three days, 56 hours total 
suppression; and then, after a period of moderately 
good health lasting seven weeks, a second period 
of seven days total suppression with drowsiness, 
unconsciousness and restlessness. Again, after an 
interval of four months, there was a period of nine, 
nearly ten days total suppression, drowsiness com¬ 
ing on on the sixth day, complete unconsciousness 
on the seventh, and general twitchings on the ninth; 
the case ultimately recovering, so that at the 
present time the patient, although there are some 
troubles, is in a condition of fair health. 

In such cases, then, the prognosis, at any rate 
for the moment perhaps, need not necessarily be 
bad. 

A case was reported in the “ Lancet ” in which 
a boy had a prolonged period of suppression with 
ultimate recovery, which it seems rather difficult to 
put in any of these classes. 

In all these cases the suppression of the watery 
parts of the urine may, of course, be considered of 
perhaps no very great importance. There is natu¬ 
rally a very great variation according to the 
condition of the body, and the escape of fluid by 
other channels; but what about die solids, the 
excrementitious part? 

In the case of our boy, it may very well be that 
the whole life rate, as it were, being lowered, such 
excrementitious matter was formed in reduced 
quantity, or that its composition was modified, so 
that no special poisonous effect upon the system 
followed. Then in the cases of so-called hysterical 
ischuria we must suppose some sort of vicarious in¬ 
testinal excretion, evacuations occurring, it may be 
by vomiting, as would seem to be indicated in the 
case given by Charcot by the presence of urea in 


the vomit. Or if there be no vomiting, the matter 
excreted may be in a more or less insoluble, or 
inert form, and may remain stowed away in the 
intestinal tract perhaps for a considerable period 
without special harm accruing. Or in young sub¬ 
jects, young kidneys may perhaps resume their 
functions just in the nick of time, and recovery 
follows. 

Yet we must suppose that there is something 
peculiar in these cases where suppression thus 
occurs: that suppression may again occur in a 
similar way, and we may well ask ourselves whether 
in the event of suppression recurring later in life, 
the older kidneys which may be healthy for their 
time of life, would respond in the same kind of way, 
just in the nick of time, and recovery follow. That 
might be very doubtful. 

The treatment of this case on its readmission 
was directed to keeping the boy alive. We at¬ 
tempted to feed him by the mouth at first, and then 
gave him nutrient enemata. He had a little opium 
at first and one hypodermic injection when he was 
very restless. At two of the periods when he was 
at his very lowest ebb, he had hypodermic injections 
of liquor strychnia?. We did not attempt to spe¬ 
cially treat the suppression by stimulation of the 
kidneys. If anything had been done towards the 
stimulation of the kidneys, we should probably have 
tried hot or tepid baths with possibly large hot 
water injections. 

The case I have brought before you presents 
problems in very many directions, which some of 
you may have further opportunities of investigating, 
and, let us hope, elucidating. 


F&yus. —Shave head, wash for first five days 
with green soap; on sixth day apply compress 
soaked in thymol, 1 part; chloroform, 8 parts; 
olive oil, 36 parts. Keep compress in position 
with bandage, applying fresh three times daily. 
When the softened particles drop off, remove 
hairs and rub with above mixture, replacing it in 
three or four weeks with iodine, 2 parts; glycerin, 
1 part. Use daily for one week. 

{Russkata Afedttzina.) 


Hsemorrhage after Tooth Extraction.— 

Opium tincture, full dose; calcium chloride, 20 
grains. Also used successfully in haematemesis. 

{Indiana Med . Rec.) 
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CLINICAL LECTURES 

Delivered at St. Thomas’s Hospital daring the Summer 
Session, 1894, by 

SIR WILLIAM MAO CJORMAO, 
M.A., D.80., F.R.O.S., 

Consulting Surgeon to, and Emeritus Lecturer on 
Clinical Surgery at, St. Thomas’s Hospital. 


III. 

SOME CONSIDERATIONS ABOUT 
INJURIES INVOLVING THE 
ELBOW JOINT. 

Delivered on Saturday, June 20th. 


Gentlemen, —The subject of my lecture to-day 
is exceedingly important because these injuries are 
often so difficult to recognize. One form of injury 
may readily be mistaken for another, or the nature 
of the injury may be entirely overlooked. In the 
first case improper treatment will be employed, and 
in the second no treatment at all. Furthermore as 
the result of these injuries there is apt to be consider¬ 
able loss of function. In this country we do not 
meet with them so often, but in America actions 
for malpractice are so frequent in connection with 
this sort of injury that surgeons there are exceed¬ 
ingly careful and oftentimes will not see a case of 
this kind alone, but obtain a second opinion as to 
the nature of the damage and the prospects of the 
case. 

The numerous varieties of injury that occur 
in this situation often render the diagnosis difficult, 
for not only have possible fractures to be con¬ 
sidered, but dislocations also. Of the fractures 
which we may first consider there are many 
different kinds. For instance, the external con¬ 
dyle may be broken off without implication of 
the joint; or a large portion may be detached, 
and then, of course, the articulation will be 
involved. Similar injuries, and perhaps a little 
more frequently, concern the internal condyle, 
which may be fractured either with or without 
implication of the interior of the articulation. Then 
we may have more or less transverse fracture run¬ 
ning in a line across the coronoid fossa in front and 
the olecranon fossa behind, where the bone is com¬ 
paratively weak; and this fracture in a young 
subject may be associated with separation of the 
epiphysis. Separation of the epiphysis is not, 
as a rule, a pure separation—as one can readily 


believe from the cup-like grasp which the epi¬ 
physis has in connection with the lower end of the 
shaft—but partly fracture and partly separation, 
the possibility of its occurrence existing up to 
any time before the ossification of the epiphysis to 
the shaft, in other words up to the 17th or 18th 
year, when the ossification becomes complete. 
Further, in association with fracture through the 
condyles transversely, there is often a more or less 
vertical communication with the joint by reason of 
the separation of the two portions from one another. 

There are upon the table specimens showing most 
of these several forms of injury. Here is a case 
of fracture involving the outer condyle, extending 
into the joint, and associated with more or less dis¬ 
placement of the radius. Here we have one of the 
T-shaped variety or intracondylar fracture. In 
addition to the fractures involving the end of the 
humerus, there are detachments of portions of bone 
in the shape of fracture of the coronoid process in 
front, and of the olecranon behind; and of course, 
we may further have fracture of the head of the 
radius, or its neck. When we consider that any of 
these varieties of fracture may be combined with 
a dislocation of one of the bones of the forearm 
either backwards or forwards, of one bone back¬ 
wards and the other forwards, or of both bones 
backwards or forwards, and that a tense swelling of 
the parts rapidly supervenes we may readily imagine 
how very difficult the discrimination of injuries 
about this articulation becomes. 

There is usually a considerable amount of ex¬ 
travasation of blood into the interior of the joint, 
the tissues all round the joint become swollen by 
the extravasated material, and the discrimination 
of the different bony points about the joint be¬ 
comes very difficult. 

These are some of the reasons then, why 
these injuries may very often be difficult to discover. 
And not only is there much difficulty in finding 
out what the nature of the injury is, but, in many 
cases of fracture, at all events, the reduction or 
“ setting” of the fracture, as it is commonly called, 
and the maintenance of the fractured portions in 
proper relation with one another is a matter of 
very great difficulty. For these various reasons, 
therefore one may anticipate the frequency which 
occurs in greater or less degree of impairment of 
the joint function afterwards. 

I need not remind you about what I daresay 
you are all familiar with, the importance, namely, 
of comparing the various prominences in the 
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injured with those in the uninjured limb. You 
know the relation of the olecranon to the two con¬ 
dyles in the various positions of the joint, and also 
the relation the line of the joint has to the some¬ 
what oblique fold in the elbow which corresponds 
pretty nearly to the obliquely placed line of the 
articulation. The ulna, you will also remember, 
articulates with a large portion of the lower extre¬ 
mity of the humerus, while the radius in the 
extended position of the limb is not actually in 
contact with the lower end of the humerus, and 
its main articular facet or capitellum comes more 
immediately in relation to the articular surface in 
the flexed position. 

Of course to procure reduction of the fractured 
bone immobilization of the joint has to be ensured ; 
and although this does not in itself necessarily 
cause any impairment of the mobility of the arti¬ 
culation, yet when it is associated with much 
bruising of the soft parts, fracture of the bones, 
extravasation of inflammatory material in the in¬ 
terior of the articulation and in the soft parts 
surrounding it, one can readily comprehend how 
this very freely movable joint has its mobility 
greatly impaired. Even short of any bone anky¬ 
losis, the ligamentous structures are shortened, and 
the loose capsule changed by inflammatory exuda¬ 
tion into more or less rigid material. In many of 
these cases the change in the shape of the surface 
of the articulation as the result of fracture in itself 
greatly militates against a satisfactory result as re¬ 
gards function, and in many cases whatever the 
treatment be, a great deal of alteration in the shape 
of the joint may ensue. 

Again, the parts entering into this joint, 
especially in young subjects, in whom these 
injuries are most frequently met with, show a 
considerable tendency to the formation of ossific 
matter, in other words, the callus is apt to be 
redundant, and according to the amount of 
separation or want of due apposition between the 
fractured portions, so is the tendency increased to 
this overgrowth of bone. All the functions of life 
in the young growing bone are more active than in 
the adult, and, as I have said, since these injuries 
occur more frequently before the ossification is 
complete, one can understand why ossific deposits, 
not merely in connection with the fracture, 
but even with the shad of the bone should be 
frequently met with. I remember operating not 
long ago on a young officer who had sustained a 
fall while riding, as a result of which he had a 


locking of the elbow joint before it came to a right 
angle. This locking was produced by a large 
projecting mass of new bone which had formed 
in connection with a fracture of the neck of the 
radius sustained at the time of the accident. This 
projected forward, came against the lower end of 
the humerus, and completely prevented flexion to 
a right angle. I was able, by cutting down upon 
the projecting portion of bone, to chisel it away, 
and thus very much increase the mobility of 
the articulation. Examination of specimens in 
museums shows that this form of outgrowth of 
new bone as the result of injury, is not un- 
frequently the cause of stoppage either of the 
extending power of the joint, or its flexing action, 
and, of course, when the fracture involves, as it 
sometimes does, and may have done, in the case 
I have mentioned, the articulation between the 
radius and ulna, the important movement of 
pronation and supination will either be interfered 
with or abolished. Interference with the growth 
of the bone frequently follows fracture involving 
the epiphysis, and a shortened limb is the result. 

With regard to the frequency with which these 
injuries occur, I remember some years ago trying 
to procure in this hospital a record of all the cases 
of fracture dealt with in the out-patient room, but 
it did not prove a very satisfactory record. Cases 
are lost sight of, many of them are not recorded, 
and the dressers change from week to week, so 
that the continuity, so much to be desired, is 
sadly interfered with. But I find that in one of 
the recent volumes (vol. ix.) of the records of 
the American Surgical Association, Dr. Sdmpson, 
who has taken a very great interest in the 
subject of fractures, records the observations that 
he made at a dispensary in New York, where he 
treated an immense number of patients, and 
amongst them thirty cases of injury of the elbow 
in the course of the year. He has made a record 
of six years. As a result of his investigation he 
finds that fractures either of the internal condyle, 
or the external condyle, taken together, constitute 
about three-fourths of the injuries occurring in this 
situation, and the remaining fourth are more or 
less transverse supra-condyloid, or intra-condyloid 
fractures. 

He found that the internal and external condyles 
are fractured in about equal frequency. One 
would suppose that the internal condyle, being so 
much more prominent, would be affected much 
more frequently than the external; on the other 
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hand, the external condyle is perhaps more 
frequently exposed to the influence of injury. 
He, however, was also unable to obtain any exact 
record of the final results. 

I need not go much into detail with regard to 
the deformity which results in these cases. Any 
fracture involving the whole width of the humerus 
entails a uniformly occurring displacement of the 
lower fragment with the forearm backwards, and 
if it gets clear of the surface of the lower end of 
the shaft of the humerus, it will be drawn upwards 
by the powerful action of the triceps muscle. 
The lower end of the upper fragment, of course, 
makes a projection in front, and the lower frag¬ 
ment drawn backwards with the olecranon, will 
form a well-marked prominence behind. A little 
care in the discrimination of the bony points will 
enable you to distinguish such a fracture from a 
dislocation, by noting that the tip of the olecranon 
and the two condyles are in the same line in the 
extended position of the limb, whilst the tip of the 
olecranon is vertically underneath the line between 
the two condyles when the elbow is flexed to & 
right angle, that the prominence in front is above 
the fold of the elbow in the case of fracture, whilst 
in dislocation it is below it. These points, with 
the rigidity of dislocation as compared with the 
mobility of fracture, and the! possible presence of 
crepitus, will enable you, if you exercise sufficient 
care and the swelling be not excessive, to make a 
just comparison. If necessary this should be made 
under chloroform, and an anaesthetic in all doubt¬ 
ful cases should be unhesitatingly resorted to. 

In the condylar fracture—that is to say, fracture 
of the internal or external condyles, the chief dis¬ 
placement is upwards, which alters the line of the 
articulation, and, of necessity, interferes with the 
future function of the joint, and this displacement 
is exceedingly difficult to control by any form of 
apparatus. 

With regard to the treatment of these joint 
fractures, I find on inquiry from Mr. Stabb that the 
uniform practice in this hospital is to treat them in 
the flexed position of the articulation. When you 
flex the joint you see that there is the great hollow 
which receives the end of the olecranon, left un¬ 
occupied, and this, when fracture has taken place 
across the lower end of the humerus, either obliquely 
or transversely, is left as a receptacle, as it were, for 
the lodgment of inflammatory material. In the 
extended position the fossa is filled up, and there 
is not the same opportunity for the inflammatory 


material being deposited. There are two very 
different opinions as to whether it is better to treat 
these fractures of the lower end of the humerus in 
the fully extended or rectangular position of the 
limb. Our plan here is to apply a plaster of Paris 
splint to immobilize the limb until union has taken 
place, or until it has fairly occurred, and then 
resort to passive movements. But, on the other 
hand, several very excellent surgeons maintain that 
in the extended position the displaced fragments are 
much more readily restored to a proper relationship 
with one another after fracture, that they are more 
easily maintained in that position by suitable ap¬ 
paratus which need only be of a simple character, a 
circular bandage stiffened in some way, and, further¬ 
more, that the final result obtained after treatment 
in the extended position is very much more satis¬ 
factory as regards preservation of the function of 
the limb. There is no doubt that the reason why 
a preference has been given by many to the appli¬ 
cation of the immobilizing apparatus in the flexed 
position is that, should stiffening or ankylosis 
subsequently occur, the limb is in a much more 
useful position for the purposes of the patient. 
But, of course, if one can by means of treatment 
in the extended position procure union without 
any marked or considerable displacement between 
the ends of the broken bone, the probabilities 
would be, as has been contended by those who 
adopt this method of treatment, that a better kind 
of union with less redundance of callus will result 
than is the case when, as in the flexed position, 
the fragments are with difficulty maintained in 
position, and where, therefore, the tendency to 
callus production is more considerable. On the 
other hand, of course, if a stiff joint follow treat¬ 
ment in the extended position, the limb is com¬ 
paratively useless. 

If one refers to the records of treatment of 
these cases we find most remarkable diversity of 
opinion. To quote some names, many of which 
are familiar to you, we find that Billroth recom¬ 
mended treatment in the extended position for 
fractures near the elbow joint, that our own 
surgeon Liston did the same, that a surgeon named 
Allis, and another named Frere, in an admirable 
paper, “ Provincial Medical Journal,” Jan. 189a, 
spoke in the most enthusiastic way about the ad¬ 
vantageous results derivable from the extended 
position of treatment. There is an excellent paper 
contributed by Dr. Roberts, of Philadelphia, in the 
“ Transactions of the American Surgical Assoda* 
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tion,” vol. x., in which he contends that the ex¬ 
tended position is the only suitable one. Koenig, 
too, the eminent German surgeon, entertains the 
same opinion, whilst the majority of English sur¬ 
geons have adopted the flexed position of the limb 
as that in which they find the results most advan¬ 
tageous to the patient. 

Mr. Stabb, with the opportunities he has had 
of following out to their ultimate results the 
cases he has seen, speaks of this treatment as 
being on the whole very satisfactory; and the 
probabilities are that few patients treated in a 
hospital leave it with a useless condition of the 
limb, as a permanently rigid condition would 
cause them to return for the relief of the infirmity. 
On the other hand, considerable evidence has 
been brought together by others—Dr. Roberts, for 
instance—to show that the liability to ankylosis 
after treatment in the extended position is much 
less than after treatment in the flexed position; 
that as the muscular elements in front and behind 
seem to balance one another, co-aptation of the 
fragments is more easy, they continue in proper 
position, and the ultimate result is much better. 

Inquiry into the literature of this subject—and 
it is a considerable one—will show that on 
another point opinions also greatly differ. A cer¬ 
tain number of surgeons advocate the commence¬ 
ment of passive movement of the injured joint at 
a very early period, long before union can have 
taken place in the fractured bone. Some delay 
the commencement of passive motion till union is 
partially complete, while others again wait until 
there is perfectly firm, solid union, and some even 
object to passive movement of all kinds as being 
unnecessary, if not harmful. With such a diver¬ 
sity of opinion amongst most competent authorities 
it is somewhat difficult to arrive at a just conclu¬ 
sion. I would rather call your attention to the 
principles involved, and I think you will agree 
with me that if you begin to use mechanical 
movement in an injured elbow joint before union 
has occurred, the effect of doing so abrogates what 
is one of the cardinal principles in the treatment 
of different kinds of injury—the state of rest which 
is absolutely necessary to the proper and success¬ 
ful reparation of the injured part. Every move¬ 
ment that is so imposed upon the fractured region 
excites a certain amount of reactionary irritation 
which must disturb the healing process, which 
must tend to excite a larger formation of new bone 
in parts already prone to it, and therefore may 


produce a condition very prejudicial to the future 
function of the joint. If, on the other hand, the 
fracture be allowed to consolidate, and if the 
position in which the parts are placed be such 
that the amount of displacement is a minimum, 
then, absolute rest being secured until the union 
is firm and complete, it is, I think, clear that this 
line of treatment is the most likely to lead to the 
best results. The changes which take place in 
the soft parts around, which prove the chief 
obstacle to free function afterwards, can be over¬ 
come by passive movements of a more or less 
limited kind, or, in cases in which the damage to 
the soft parts has been greater, more forcible 
movements under chloroform may perhaps be re¬ 
quired ; and the union in the bone having firmly 
taken place, the subsequent freedom of move¬ 
ment in the joint will probably in most cases be 
attained. The employment of passive movement 
during the repair of the fracture is attended by 
great suffering to the patient, so great indeed that 
the majority of individuals do not submit to it, 
and out-patients frequently refuse to come back to 
submit to the process on account of its painful¬ 
ness. 

From these general observations one may also 
see how difficult—often how impossible—it is in 
any given case to say what the ultimate result will 
be. It will depend, no doubt, on the greater or 
less amount of damage to the soft and hard struc¬ 
tures produced by the injury, and the greater or 
less degree of success with which you can bring 
and keep the parts together. One can never tell 
beforehand, with any certainty, what the ultimate 
result will be as regards the function of the limb: 
it may be good, bad, or indifferent. This is told 
to warn you against any but the most cautious 
prognosis in these cases. You will find it neces¬ 
sary, I think, to guard yourself beforehand as to 
what may happen, and to warn the patient of the 
possible results that may accrue. 

With regard to the material used for putting up 
these fractures, and the time at which this should 
be done, there are also differences of opinion. 
There are those who advise that some cooling 
lotion—lead lotion, for instance, should be applied 
to the swollen joint, and the application of any 
fixed apparatus delayed until the subsidence of 
the swelling. Here, again, I think the principles 
of surgery come to our aid, and the one which 
prescribes rest to an injured part is the one we 
should follow. I think in these fractures, as in any 
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others, I should immobilize the injured region, 
notwithstanding the swelling, by applying at the 
earliest period the case came under observation a 
plaster of Paris bandage, provided, of course, the 
fragments can be brought into proper position. 
This form of apparatus if properly applied need 
entail no risk to the patient. It should form a 
light splint, made of two pieces, with some “give” 
about it, which can, if necessary, be removed. 
After its application there will usually be rapid 
subsidence of the swelling about the injured 
joint 

Whether the flexed or the extended position be 
the one adopted will depend, I think, on whether 
the fragments can be better or more completely 
adjusted to one another by one or the other 
method. Neither position suits all cases equally 
well; each case has to be judged according to its 
merits, so as to find whether the nature of the 
injury is such as to be better suited for treatment 
in one or the other position. 

This is what I wished to emphasize, although it 
deals with only a little part of what might be said 
about these fractures, as I also desire to say some¬ 
thing about dislocations of the elbow. 

By far the most frequent form of dislocation is 
that of both bones backwards, and this occurs 
most frequently in young persons. Here, again, 
we have to quote statistics obtained elsewhere, 
those of Ssokolow, a surgeon in St. Peters¬ 
burg, who examined and classified 113 cases of 
old-standing unreduced dislocation of the elbow, 
and found that as many as 70 per cent of these 
cases were in persons under twenty years of age, 
so that, at all events, the condition is a very fre¬ 
quent one in early life. And here we meet with 
many cases in which the nature of the injury 
has been altogether overlooked, or in which, 
perhaps, an injury has been diagnosed, but incor¬ 
rectly. I need hardly tell you how disastrous for 
the condition of the joint such a mistake must 
prove. If a dislocated elbow has not been dis¬ 
covered owing to imperfect examination or to the 
concealment of the salient points of bones, and 
this be immobilized for three or four weeks, the 
period generally allowed for the consolidation of a 
fracture in this situation, there will be at the end 
of that period a condition of the joint which will 
probably not permit of reduction when the true 
nature of the damage has been ascertained. The 
only chance of reducing a dislocation of the elbow 
is very shortly after it has occurred. If two or 


three weeks have elapsed the chances of successful 
reduction are comparatively small. 

As an illustration I would like to mention a 
case where I was able to deal with the ultimate 
result of a mistake of this kind. The patient was 
a young healthy cavalry soldier, who was thrown 
from his horse while at exercise. We got no dis¬ 
tinct history of how he fell, but the result was an 
injury to the elbow, which was considered by the 
doctors who saw him shortly afterwards to be a 
fracture, and was therefore immobilized in the 
extended position by splints for four weeks. The 
apparatus was then removed, and the limb found 
to be absolutely stiff in a straight position. What 
really was the matter was then discovered, and 
attempts at reduction repeatedly made, and the 
effect of passive movement tried, all without any 
avail. The patient was then sent to me, and 
when I saw him he had displacement backwards 
of both bones of the forearm and a perfectly 
immovable limb. That, I think, was about three 
months after the injury. As in duty bound I 
made an attempt under an anaesthetic to reduce 
the parts, but without the smallest effect in alter¬ 
ing the relationship of the displaced bones. He 
then left the hospital, having declined further in¬ 
terference, but returned after several months for 
the purpose of having something more effective 
done. There was no power either of flexion or 
extension of the elbow joint. It was in the 
straight position. However, very fair movement 
was preserved between the radius and ulna. I 
decided that a resection of the joint would afford 
the man the best prospect of a useful limb. I 
therefore made an incision along the back of the 
joint, five inches long at first, but afterwards 
extended until it was quite six inches long. A 
most difficult dissection had to be performed, and 
great trouble taken so as to avoid damaging the 
ulnar nerve and other important structures in the 
neighbourhood of the joint, for everything was 
matted with fibrous adhesions of the densest kind, 
which filled up all the recesses and altered all the 
structures. It was exceedingly difficult to ascer¬ 
tain one’s position or to be quite sure what one was 
doing. After a protracted operation I was able to 
free the joint surfaces from one another and to re¬ 
move the lower end of the humerus, cutting through 
the condyles, and I also removed the upper surface 
of the radius, together with the trochlear surface of 
the ulna and the olecranon. The operation was 
done, I may say, subperiosteally, the muscles were 
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carefully detached from their connections with the 
bone, and, as far as possible, the periosteum was 
preserved. The patient’s progress after the opera¬ 
tion was quite satisfactory; the wound closed by 
immediate union except at the place where the 
drainage tubes emerged. The accident had oc¬ 
curred on the 15th of April, 1886, and the opera¬ 
tion was performed on January 12th, 1887, nine 
months afterwards. Nineteen days after the opera¬ 
tion passive movements were commenced, the 
limb being still in the splint; a week later the use 
of the splint was discontinued, and shortly after 
that the man left the hospital, the wound having 
quite healed in about five weeks. When he left 
the amount of movement was not quite satisfac¬ 
tory. There was neither flexion beyond a right 
angle nor was there complete extension; pronation 
and supination were good, the joint between the 
radius and ulna not having been interfered with. 
The operation took place in 1887, and the man 
was lost sight of, but in April of this year (1894), 
seven years after the operation, he appeared at 
the Examination Hall on the occasion of the last 
college examination. The movements of the joint 
were then all but perfect; he was not able abso¬ 
lutely to straighten the limb, nor was he able, 
perhaps, absolutely to flex it, but pronation and 
supination were perfect, and his arm, he said, was 
as useful to him as it had ever been before the 
accident; the power of active forcible extension 
was especially good. What was most interest¬ 
ing, too, to those who examined the limb at the 
time was that the olecranon together with the 
humeral condyles which had been sawn away 
seemed to be almost perfectly reproduced. So far 
as the form of the joint, therefore, was concerned, 
there was an almost complete reproduction of the 
bone, and both in form and function the joint 
seemed to have been almost completely re¬ 
stored. 

On looking up my notes I also found the case 
of a young man, aged 20, who was sent to me 
from the other side of the world. Seventeen 
months before I saw him he had been thrown 
from his horse in New Zealand. In his instance 
the history was quite similar to the last The case 
had been regarded as one of fracture, his limb was 
put up in splints, and only five weeks subsequent 
to the injury, when the swelling had subsided, was 
the true nature of the damage discovered. Both 
bones were dislocated backwards, and there was 
little or no movement in the joint. Reduction 


was attempted and repeated efforts made to pro¬ 
cure mobility by breaking down adhesions; but 
during the intervals of rest necessitated by the 
pain, and inflammatory reaction caused by these 
attempts, the stiffness reappeared as bad, or, 
perhaps, even worse than before. When he came 
under my care I decided to excise the elbow, and 
removed the articular ends of the three bones, 
after a most troublesome and prolonged dissection, 
which was rendered very difficult on account of 
the fibrous adhesions. He made a very good 
recovery from the operation, but the amount of 
movement was not at first quite satisfactory. He 
had a certain amount of mobility, but not as much 
as I had hoped. In this case, however, I trust 
that the improvement, as in the case just quoted, 
will continue to increase. In these cases it often 
happens that the fibrous adhesions stretch, and the 
movements, although not quite satisfactory at first, 
become more so afterwards. 

I have in this table which I present to you the 
record of a good many cases of this kind in 
which similar operations were performed by other 
persons, but with these I shall not trouble you. 
Many of them have been attended with sufficiently 
satisfactory results. I think, therefore, that it may 
be very well contended that this line of treatment 
is a wise and proper course to pursue in cases 
of old-standing dislocation of the elbow in which 
the patient has a comparatively useless limb. 

There is one warning I should like to give you, 
that in recent cases in adults—cases in which frac¬ 
ture or dislocation of a compound character has 
taken place, and when there is comminution of 
the bones—if it be considered advisable to per¬ 
form the operation of excision, you must remove 
as little bone as possible, as there is considerable 
risk in such cases of producing a flail and useless 
joint. In young persons there is less likelihood of 
trouble of this kind, and very much less likelihood 
in cases where excision is performed for an old- 
standing dislocation where the tissues around the 
joint are matted together and the soft structures 
shortened and thickened. But in the first condi¬ 
tion of things, less in the young, but in a pro¬ 
nounced degree in the adult, there is a liability to 
the condition of flail joint, and a useless limb in 
consequence. These are cases where a partial 
excision may with great advantage be performed, 
where it is often only necessary, for example, to 
excise the lower end of the humerus, leaving the 


olecranon process with its powerful extending appa- 
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ratus uninterfered with, so that the power of 
extension and flexion is very much greater. 

I will just mention the result in the case of 
another patient whom I had hoped to have pre¬ 
sented to you to-day after an excision for old 
unreduced dislocation. The power of active ex¬ 
tension of the limb is exceedingly forcible, and this, 
as compared with the results of some cases of 
excision for disease, you may recognize as an 
exceedingly important feature. 

With regard to the after-treatment of these cases 
of excision, unless in those in which there is some 
risk of Hail joint occurring, there is not much 
necessity for splintage. I have sometimes used 
our late friend, Mr. Mason’s, splint, which is an 
excellent one, because it enables not only flexion 
and extension, but also pronation and supination 
to be employed without taking the limb off the 
splint. In other cases the encasement of the part 
in the usual antiseptic dressings gives a sufficient 
amount of support, and, as it is desirable in these 
cases to commence the use of passive movement 
at as. early a period as the condition of the wound 
will permit—it may be begun in some cases after 
a few days, in others after the end of a week or 
ten days—you will perceive that a splint which too 
completely immobilizes the limb is not indicated. 


Hectic Fever. —(i) When hyperpyrexia is in¬ 
significant, but the chill, sweat, and prostration are 
the prominent features :— 

ft Strychnin* sulph.gr.£ 

Atropini sulph. . gr.^ 

Ext. gentian q. s. 

M. et ft. in pil. No. xii. Sig.: One t. i. d. 

(a) When all the symptoms are present:— 

R Strychnin* sulph.gr.J 

Atropini sulph. . gr.^ 

Antifebrin . 3j 

M. et ft. in capsul* No. xii aut oblat. Sig.: 
One t. i. d. or p. r. n. 

(3) When the sweating stage is absent, but the 
temperature and prostration predominate:— 

ft Strychnin* sulph.gr.J 

Phenacetin. 3ij 

Caffein. citratis . gr.xxiv. 

M. et ft. in oblat. No. xii. Sig.: One wafer 
t. i. d. aut p. r. n. 

(AfeJ. Rec .) 


A CLINICAL LECTURE 

ON 

SURGICAL CASES. 

Delivered in connection with the West London Hospital 
Post-Graduate Course, June 27, 1894, by 

STEPHEN PAGET, M.A. Oxon., F.R.O.S., 
Surgeon to the Hospital, and to the Metropolitan Hospital. 


1. Acute Gangrene of Thumb and Finger. 

2. Excision of Elbow. 

3. Acute Traumatic Gangrene of Arm: Amputation at 

Shoulder-joint. 

4. Acute Periostitis of Humerus: Delirium Tremens: Am- 

putation. 

5. Strangulated Hernia in an Infant: repeated Failure of 

Union of Wound. 

6. Acute Hydrocephalus in an Infant , treated by Drainage . 

7. External Urethrotomy. 

8. Tubercular Disease of Tendon-Sheaths. 

9. Mastoid Abscess. 

10. Fractured Base. 

11. Acute Periostitis of Tibia , Clavicle , and Zygoma. 


i. Acute Gangrene of Thumb and Finger . 

The first patient is suffering from a very un¬ 
usual form of whitlow—not the ordinary cellulitis 
with suppuration down the tendon of the sheath, 
but absolute acute gangrene of the thumb and 
finger. The man, who is 35 years of age, came 
in after his thumb had been bad for ten days. It 
seemed to have begun as an ordinary whitlow, and 
it had been lanced again and again; but it became 
worse, and so he was admitted. The whole end 
of the thumb was stripped, gangrenous and putrid. 
Over the back of the thumb muscles was a large 
bleb with serum in it; over the front was another 
with blackish serum in it, while a great cavity 
existed under the muscles in the palm of the hand. 
The whole hand was swollen, and there was much 
tension, redness and oedema up the front of the 
wrist and the forearm. By a free circular incision 
round the metacarpo-phalangeal joint I laid the 
whole cavity open. The whole palm of the hand 
was seen to be burrowed by a large sloughing 
cavity right up to the fourth metacarpal bone, as 
was also the dorsum of the hand. The end of 
the thumb being putrid and gangrenous, I cut 
across the joint, scraped the cavity freely, washing 
it out with chloride of zinc, and made incisions 
into the forearm both front and back to relieve 
tension. The patient did very well; the cavity 
in the palm slowly granulated up, the cartilage 
of the bone of the thumb slowly covered up with 
granulations, and he seemed out of danger. We 
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had, however, to make further incisions up the 
forearm, on account of oedema and cellulitis, and 
above the elbow. A curious thing then happened. 
He had been a fortnight in hospital, taking plenty 
of good food and wine, sleeping well, and kept 
under careful watch the whole time; yet at the 
end of the fortnight the little finger suddenly went 
as the thumb had gone: the tip became black, 
and when I slit up the epidermis black serum ran 
out. The true skin was also black, shrivelled, and 
already quite gangrenous. In the case of the 
little finger, however, a line of demarcation rapidly 
formed. The last two joints were removed by 
Mr. Lewis, and the patient did well. 

2. Excision of Elbow . 

The next case is one of excision of the elbow 
for very advanced disease, which has done very 
well, although everything was against it. It had 
been allowed to go on for a whole year. When 
the patient came here the whole elbow-joint was 
tense with pus, the whole arm inflamed, and the 
bone very extensively diseased. The girl was, 
in consequence, always in pain, and her tempera¬ 
ture was of a hectic type, rising every night to 
103°; she was losing flesh and sweating. I 
therefore, by a free incision, exposed the joint, 
which I found so bad that one would not have 
been blamed for amputating; but it seemed to me 
that even if we could only get a loose joint, she 
might wear a sort of splint so as to enable her to 
use the hand and do light work. I removed two 
inches of the humerus to begin with, but found it 
so diseased that I was forced to take away another 
inch before coming to bone that was even fairly 
healthy. The whole of the heads of the radius 
and of the ulna had also to be removed; and then 
it was found that there was very extensive disease 
of the synovial membrane, so that the whole of the 
cavity of the joint, which held several ounces of 
pus, was occupied by large tough fungous masses 
of granulation tissue. The operation was done 
six weeks ago, and, although the result is not per¬ 
fectly satisfactory, the case has, on the whole, 
done well. The patient gets about, sleeps and 
takes her food well, while her temperature is 
normal. There was great swelling and oedema 
after the operatton, but that is slowly subsiding. 
It is still rather early to say whether she will have 
a loose joint or a fair amount of control.* 

• September. I am sorry to say that the disease sub¬ 
sequently extended up the arm, and that the patient had to 
submit to amputation. 


3. Acute Traumatic Gangrene of Arm; 

Amputation at Shoulder-joint . 

This other patient, a man of 50 years, had gan¬ 
grene of the arm of the most acute type, for which 
I had to amputate at the shoulder-joint. I show 
you the case on account of the after-history. The 
disease was so acute that it had already gone 
beyond the reach of amputation; that is to say, to. 
cut the deltoid flap it was necessary to go through 
tissues that were already sloughing, the result 
being that, after the operation, the whole of the 
deltoid muscle gradually sloughed away. 

On February 13th, the patient had been caught 
between a van and a cart; the wheel of the cart 
went over his arm, inflicting a very severe ragged 
wound, much of the subcutaneous tissue and skin, 
being stripped off. He went to a medical man, 
who sewed it up. He was not seen till 48 hours, 
afterwards; and then he was sent here. The day 
after admission, when I first saw him, the skin, 
was undermined and emphysematous; there was 
oedema round the right half of the chest, and the 
whole of the chest, right down to the abdominal 
wall, was stained a coffee-coloured tint from, 
bruising. Below the injured part of the arm the 
muscles were bulging out in sloughing masses.. 
A considerable number of incisions were made in 
the hope of being able by-and-by to amputate 
below the shoulder-joint. The next day, however,, 
he was rather worse, and had an alarming cough, 
which suggested septic pneumonia. Further, the 
oedema was extending over the front of the chest. 
There was therefore no choice but to amputate at 
the shoulder-joint. The patient did very well on. 
the whole, although for a time he was very ill. 
What happened was this. I had to cut through 
tissues that were already sloughing, containing 
little pockets of pus and loaded with serum, so 
that I had to do as best I could. The whole 
deltoid flap gradually sloughed, and the skin over 
it retracted, so that whereas at first there was a 
proper shapely flap of deltoid, there was ultimately 
a gaping granulating surface, as broad as the 
palm of the hand, at the inner angle of which 
could be seen the pulsation of the axillary artery. 
This slowly contracted up, and now there is only 
a small sinus running up toward the glenoid 
cavity, that bids fair to close in a few weeks. 
Sloughing of the deltoid flap to that extent is rare, 
I think, in these amputations of the shoulder-joint*. 
Nothing else could have been done, the disease- 
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having got so far up that one had to cut through 
very unhealthy tissue. The patient owed his 
recovery chiefly to having lived carefully and 
temperately; and he was an exemplary patient, 
lying still, doing exactly what he was asked, and 
always hopeful. 

4. Acute Periostitis of Humerus: Delirium 
Tremens: Amputation . 

This other case ran a somewhat different course, 
for the reason that he was a very bad patient, 
having had nine attacks of delirium tremens. 
There were several interesting features in his case. 
He had had acute periostitis of the humerus 
eighteen years ago. All we could ascertain was 
that on that occasion Mr. Teevan had made a 
very free incision all down the front of the 
humerus, so that we suppose it must have been a 
case of acute periostitis. The remains of the old 
scar are still seen. He came in here having what 
appeared to be cellulitis round the lower end of 
the humerus, about the lower end of the shaft of 
which there was great oedema and swelling. This 
was accompanied by high fever. Incisions were 
made all round the neighbourhood of the lower 
end of the shaft of the humerus; they were not 
made down to the bone right away, because the 
condition had the appearance of cellulitis such as 
is found in suppuration of the olecranon bursa. 
The incisions gave very great relief. But after 
being in the hospital for a week or ten days he 
had one of the worst attacks of delirium tremens I 
have ever seen; he was absolutely " off his head ” 
for a whole week, during which he was extremely 
violent, so that it was a great task to keep him 
fed, and to keep the arm properly dressed. That 
was in September. During September and October 
his temperature was very erratic. After this had 
gone on for some time, and while the drainage 
was free all round the lower end of the humerus, 
he suddenly developed a large abscess in the 
supra-spinous fossa on the opposite side. He 
had rigors, and we were afraid he was developing 
acute pyaemia. The symptoms of pyaemia, how¬ 
ever, stopped, and no more abscesses occurred. 
Having got rid of his delirium tremens and abscess 
—he was in the hospital for several months—he 
still had fever, pain and inflammation. The bone, 
we found, was bare at the bottom of the wounds, 
and the joint had become involved. That being 
so, with the history of delirium tremens, and all 
he had gone through, it plainly would have been 


useless to do an excision; he had not strength 
left for repair, and if an excision of the elbow-joint 
had been performed, especially considering the old 
periostitis, great risk would have been ran. I 
therefore amputated, and he got all right. It is a 
curious thing, I think, to see a second attack of 
acute necrosis occurring eighteen years after a 
first attack, in the same bone. 

5. Strangulated Hernia in an Infant: repeated 
failure of Union of Wound . 

Another case is one exhibiting strange behaviour 
on the part of the patient’s tissues. It is that of 
this little child who came in with acute strangulated 
hernia on the right side of the scrotum. I operated 
in the ordinary way, relieved the stricture, which 
was very tight, and put the bowel back. I noticed 
at the time, what is sometimes found useful in 
dealing with children by this sort of operation, 
that the bowel would not go back until I held 
the baby up by the heels, when it became reduced 
in a moment. The child was 3J months old. It 
is not very common to get strangulated hernia so 
early as that; there was a very tight stricture, 
with a large coil of bowel in the sac. The 
baby did very well at first It had been at 
the breast, and had to be weaned when it came 
in, which was rather troublesome. The hernia 
had been noticed only a fortnight before it got 
strangulated. The strangulation took place very 
suddenly; and was immediately followed by 
vomiting. The baby was brought here almost at 
once. The intestine being very tightly strangu¬ 
lated, was a good deal bruised. I did not delay 
to tie the sac at the time: I was anxious not to 
keep the baby long under chloroform: I felt sure 
that so young a patient would heal quickly and 
firmly; and so it seemed to me that the best 
thing was not to do too much. Without tying the 
sac, therefore, I closed the wound in the ordinary 
way. That was on February 15th. The child 
did well until the 22nd, the sickness stopping 
altogether; there was a little diarrhoea, but nothing 
serious. On the 22 nd the wound was dressed, 
and reported to be looking well by Mr. Kingsford. 
The stitches were not taken out. That evening 
the wound broke down. At six o’clock, the child 
was comfortable; at seven, the nurse found the 
wound had given way along its whole length, the 
intestines had escaped, eighteen inches of bowel 
being found under the dressings, and the wound 
was wide open. Mr. Lewis gave chloroform. 
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reduced the whole intestine, but did not remove 
the sac, as it was somewhat thick and adherent, 
and as the baby was very ill indeed. He tied the 
sac, and brought the edges of the wound together 
again. The child now did well: but again the 
wound gave way, and broke down from end to end 
in spite of Mr. Lewis’s sutures, just as it had broken 
down in spite of mine. There was no tension on 
the wound on either occasion: and the edges 
had been carefully brought together. Later on, 
they had turned in, just as those in a wound of the 
scrotum do, and had failed to adhere. There was a 
little pus about them, they gaped, and had to be 
fomented. Happily nothing came of that. By 
March 22nd the wound was healed. In April a 
little abscess formed at one extremity of the 
wound, but that healed after incision. This was a 
chapter of accidents which has puzzled me ever 
since. The question suggested itself to me, 
whether in these young children there may not be 
some development of tissue, like the dartos in the 
scrotum, which tends to make wounds in this 
situation break down; but I have operated in 
three or four cases of young children with stran¬ 
gulated hernia, in which this did not occur. 

6. Acute Hydrocephalus in an Infant y treated by 
Drainage . 

Here is a case which in its treatment has, at 
least, the merit of illustrating the most recent 
teaching of surgery. It is that of a baby with 
acute hydrocephalus, where I made an incision in 
the dura mater and drained the fluid through the 
neck. The child is only 9 days old, and was 
brought here a few days after birth. No history 
could be obtained from the parents. Why it had 
acute hydrocephalus must remain doubtful,— 
whether due to some form of meningitis or to 
some dropsical effusion into the ventricles, I do 
not know. When the child was at its worst the 
eyes were slanted right down so that we could 
hardly see the pupils, the head was bulged 
forward more than it is now, and the forehead 
came out in a perfectly grotesque fashion, over¬ 
hanging the nose altogether. There were twitch- 
ings on one side of the nose and face. The child 
was obviously going to die, but we had to do 
what we could. I therefore divided the spines of 
the second, third, and fourth dorsal vertebra with 
strong scissors, removed them, and made an 
incision about half an inch long in the dura 
mater, into which was put a fine drain of horse¬ 


hair. This procedure is perfectly easy,—a great 
deal easier than many things that are thought less 
of in surgery. Of course, in older patients, on 
account of the profuse bleeding from the muscles, 
these have to be cut off from the bones rapidly, 
and the bleeding must be checked by pressure; 
but in a baby there is little bleeding, and as the 
spines lie close under the skin there is no 
need of bone forceps, a strong pair of scissors 
being sufficient to clip away the spines and laminae. 
It is right, I think, to do this; at all events, it 
seems to have done good to this child. The eyes 
the next day faced straight, the grotesque forehead 
had gone down, the convulsions had ceased, and 
the child was altogether much brighter. The 
fluid drained away very freely, soaking the dressings, 
which had to be renewed very frequently. I fear 
it is leaving off draining, and the whole thing is 
becoming so dry that we are losing what we gained. 
The tissues close round horsehair so quickly that 
I was thinking of using Southey’s tubing, or catgut. 

What I wish to emphasize is the ease with which 
in a child the operation can be done. You scrape 
off the muscles on either side of the spine, snip 
through the laminae, remove them with the spinous 
processes, and put in whatever harmless sort of drain 
you prefer. Much of a drain is, of course, out of 
the question. In the case of a boy, where I did 
this operation for the relief of tubercular men¬ 
ingitis, when I made the incision into the dura 
mater, the fluid shot up a foot or a foot and a half 
high. He was certainly relieved, but he did not 
recover. A case of recovery has lately been re¬ 
corded by Dr. W. Ord and Mr. Waterhouse.* 

7. External Urethrotomy . 

Here is a bad case of stricture, for which I did 
external urethrotomy, one or two points in which 
are worth consideration. It was one of the worst 
cases I have ever seen. It dated from a gonor¬ 
rhoea six years ago. The man had been suffering 
from it for some considerable time before he came 
in with acute retention. Great difficulty in mictu¬ 
rition began on May 22 nd, with shiverings and 
feverishness. On the 31st he had complete reten- 


• September. A piece of Southey’s tubing was in¬ 
serted, after the removal of the horsehair drain, and was 
kept in for several days. The extreme distension of the 
brain, which existed before the first operation, never re¬ 
curred. The child took well, but gradually wasted, and died 
on July 22nd, having lived nearly six weeks. 

P.M.—The cerebral hemispheres were found so full of 
fluid that the convolutions were lost. But I am sure that 
the treatment prolonged the child’s life by some weeks. 
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tion and much pain, the bladder being distended 
up to the level of the umbilicus. Even after a 
hot bath and some morphia nothing would pass. 
He. was, therefore, aspirated above the pubes, 
forty-four ounces being taken away. The next 
day he had to be tapped again, for nothing 
could be passed along the urethra: forty-two 
ounces were taken away. His temperature was 
io 3 .8°. The third day I did an external urethro¬ 
tomy. I had great difficulty in finding the way 
into the bladder. On account of the size of 
the perineal wound and the extensive destruction 
of the urethra, I was anxious to keep the catheter 
in the bladder as long as possible. After five 
days, I got anxious lest cystitis should set in or 
other harm result. The catheter was therefore 
withdrawn, but now I was unable to pass a fresh 
one in its place. It was necessary again to give 
ether and to use the gorget. By washing out the 
bladder regularly with boro-glyceride we were 
able to keep this second catheter undisturbed for 
twelve days. Mr. Sutter washed out the bladder 
twice a day with boro-glyceride, two drachms to 
the pint; and at the end of the twelve days the 
urine was still strongly acid, with hardly a trace of 
pus, being in a better state than at the beginning 
of the period, and the man’s temperature was 
normal. That is strong testimony, it seems to 
me, of the efficacy of boro-glyceride as a wash for 
the bladder. When the catheter was taken out, 
that part of it which had been in the bladder was 
quite shiny and smooth, although the rest of it 
—which had been in the urethra—was sticky and 
dirty with pus. As the wound had not yet healed, 

I passe d another catheter. This he has worn for 
a week, and I have removed it to-day. 

8. Tubercular Disease of Tendon-Sheaths. 

The case of this girl is of some interest, inas¬ 
much as the affection from which she suffered, 
tubercular disease of the tendons at the back of 
the wrist, closely imitated disease of the joint 
itself. It was of very long standing. She came 
under my care in February, 1893, but it had 
begun four years previously, during which time 
she had been treated with rest, splints, Scott s 
dressing, etc. It began, to all appearance, as 
disease of the wrist joint, the notes say, not to be 
distinguished from an. ordinary chronic case of 
this disease; but it was very quiet, there never 
having been much pain, tenderness, grating, or 
any abscess. It went on very slowly—now a little 


better, now a little worse. In 189* a swelling 
slowly formed over the radial half of the back of 
the wrist. In August, 1893, I made an incision 
and found tubercular disease all up the extensor 
tendons, but no disease of the wrist-joint itself. I 
therefore dissected off all the tuberculous tissue, 
but did not open the wnst-joint. There is, 
practically, nothing the matter with the wrist now, 
although it is a little stiff. The wound healed 
by first intention, and gave no further trouble. 

(To be concluded.) 


THERAPEUTICAL NOTES AND FORMULAS. 

Acute Tonsillitis.— Pure guaiacol applied 
locally, as early during the attack as possible, by 
means of cotton swab, care being taken not to 
touch the larynx. To keep the throat moistened, 
troches of althea or guaiac, or gargles. In most 
cases two applications are sufficient. The patient 
is often able to swallow within ten minutes. The 
swelling subsides in two or three hours and the 
temperature falls to normal.— {Med. Rec.) 


Antiseptic Powder.— 

Hydrarg. chlor. corros. tff-i or i 

Acid. bor. ... ••• ••• Sj 

Acid, tann.IF-* 

Sacch. lact. q. s. ... a d 3 'j 
Mix the sublimate gradually and thoroughly 
with the sugar of milk, adding the other in¬ 
gredients afterward, so as to obtain uniform 
distribution of bichloride. Strength of powder, 
1 to 5,000 for £ grain of bichloride, or 1 to 3,000 
for i grain. No odour. Valuable in surgical 
practice where iodoform is usually employed. 

(New York Med. Jour.) 


Chronic Rectitis.— Thioform internally, dose 
gr.ivss, three times daily for two weeks. 

(Therapeutische Monatschefte.) 
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SOME HINTS REGARDING THE 
DIET IN DIABETES MELLITUS. 

A Clinical Lecture delivered at the London Hospital by 
CHARLES H. RALFE, 

M.A., M.D. Cantab., F.R.G.P. Lond., 

Physician to the Hospital, and Consulting Physician to the 
Westminster General Dispensary. 


Gentlemen, —The cases we take as our text 
to-day have been some time under observation in 
George and Charlotte Wards, and may be con¬ 
sidered as fair examples of diabetes me/litus, run¬ 
ning a progressive and persistent course, and now 
hardly influenced by the strictest diet or by in¬ 
creased doses of morphia or codeia. They were 
admitted, after having attended for several months 
as out-patients, on account of their increasing 
weakness, emaciation, and also from their showing 
signs of threatened coma or acetonaemia. The 
two cases * resemble each other closely in respect 
to the amount of urine passed (6-7 pints) and 
sugar excreted (200 to 250 grammes) daily. The 
urine of both still contains acetone, but in less 
quantity than on admission; their general condi¬ 
tion, too, has somewhat improved, though we have 
flailed to reduce either the urinary or saccharine 
excretion 

There is one point that strikes us about these 
two cases, that though the disease has run a 
typical course, and is now apparently drawing to 
an end, none of those accidents, by the way 
(except the presence of acetone in the urine), 
which the text-books tell us are common to the 
victims of this disease—phthisis, boils or carbuncle, 
and cataract have supervened. Nor is this omission 
singular to these cases. If you will look over 
the records of the cases admitted into the hospital 
—say for the last ten years—you will find that 
these conditions are now very infrequent. Of 
the three, phthisis is the most marked, whilst car¬ 
buncle and cataract are very rare. During my 
connection with this hospital I have seen in the 
out-patient department on an average seventy 


cases of diabetes mellitus annually, and there is 
rarely a period when a diabetic case is not under 
observation in the wards, and yet during that 
time I have only had one patient die of carbuncle 
and three who have developed cataract. Such a 
diminution of well-observed complications calls 
for an explanation, as does the now more fre¬ 
quently observed mode of termination by diabetic 
coma. It is not enough to say that the latter is 
now more frequent on account of improved 
clinical observation; that does not explain the 
present infrequency of the other conditions. I 
believe, and I hope to impress on you, that both 
the increased frequency of diabetic coma and the 
diminution of the other morbid conditions are, in 
some degree, brought about by the more rigid 
enforcement of a stricter diabetic diet than was, or 
could be, formerly practised. Another point I 
wish to draw your attention to is the increasing 
mortality from this disease. Writing about 1840, 
Dr. Willis, quoting Dr. Babington, remarked that 
about twenty cases might be found distributed 
among the metropolitan hospitals annually, and I 
remember during my student days (1863) that 
even then a case of saccharine diabetes in the 
wards excited considerable clinical interest. Dr. 
Dawson Williams * has collected some interesting 
statistics on this point, and has showed that 
whilst in the last thirty years, from 1850 to 
1880, the proportionate mortality had not in¬ 
creased from nervous diseases, those from diabetes 
had nearly doubled. Even during the decade 
that has passed since these statistics were pre¬ 
pared, the disease has made another onward 
stride. In considering the causes that have 
brought about this extension of the disease, 
three factors are chiefly concerned. One, no 
doubt, is due to the more systematic examina¬ 
tion of the urine, and the consequent detection 
of sugar, which might otherwise have escaped 
attention; another is the strain and worry of 
modern life. This may account for the increase 
among the higher classes, but hardly explains 
it among the poor, whose fight for existence has 
always been severe. But here the third factor 


• The minute details of each case are omitted here as 
occupying too much space, and are unnecessary. 

Yon. IV. No. 25 . 


• Debate on Diabete^ "Pathological Society’s Trans 
actions,” p. 9, 1893. 
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comes in, to which but little attention has hitherto 
been paid, but which, I am sure, is largely 
accountable for the great extension of the disease 
among hospital patients. That is the enormous 
decline in the prices of carbo-hydrate foods, 
the sugars and starches, and the increase in the 
price of meat. Less than fifty years ago one 
pound of sugar cost as much as one pound of 
prime meat; whilst now sugar can be bought for 
twopence a pound, and prime meat has risen from 
sixpence or sevenpence to ninepence or tenpence 
a pound. Wheat, again, as representing the chief 
of the starchy foods, has also fallen enormously, 
—quite so per cent.—during the last forty years, 
whilst other popular and equally cheap bread 
stuffs have been introduced. The consequence 
has been that the poorer population, who last I 
century and at the beginning of this were able to 
obtain a sufficiency of meat at a cheap rate, now 
largely supplement their dietary with cheap sugars 
and starches.* 

With these preliminary observations we will 
pass on to the consideration of the dietetic 
management of a case of confirmed diabetes 
mellitus, from the time it comes under our care 
till the later and final stages; first, then, What 
should be our procedure on the first detection of the 
disease t The general practice adopted has been 
at once, on the discovery of sugar in the urine, to 
place the patient on an absolutely restricted diet. 
This, till late years, has been also my practice; 
but more recently I have been convinced of the 
wisdom of Professor Ebstein’s recommendation 
not to adopt too severe a dietary suddenly, especi¬ 
ally if the case be acute and the amount of sugar 
large. I have seen very serious disturbance follow 
the too sudden adoption of a rigid restricted diet; 
indeed, in one case threatened symptoms of dia¬ 
betic coma appeared after a day or two of its 
initiation, which passed off as the diet was relaxed. 
Nor need we be surprised at this, when we reflect 
how great must be the disturbance of metabolism 
generally when diabetes sets in suddenly and 
severely, and which is likely to be aggravated not 
only by the sudden withdrawal of carbo-hydrates, 
which are chiefly concerned in maintaining the 
alkalinity of the blood, but by the relative if not 
absolute increase of proteid food which yield the 
acid toxines, which appear as acetone in the urine. 

• The use of potatoes among the poorer classes has largely 
increased since the famine year of 1848; before that period 
many had a prejudice against them. 


Nly suggestion is at first to cut off entirely all 
sugar taken in any way; and moderately to 
reduce the other carbo-hydrate food, such as 
bread, fruit, and potatoes. These are successively 
cut off till we reach, after a period of ten days or 
fortnight, to such a strictly restricted diet with a 
regard to carbo-hydrates as is possible. The 
advantage of this gradual adoption of the restricted 
diet is, that in mild cases the mere cutting off the 
saccharine elements of the food is often sufficient 
to stop the excretion of sugar in the urine, whilst 
in severe cases we enter upon the rigid dietary 
more gradually and with less disturbance to 
assimilation, and also by the successive withdrawal 
of the different articles of food we learn which of 
them has the greatest influence on the excretion 
of sugar. With the establishment of a rigidly 
restricted diet (with or without opiates) we pro¬ 
ceed, till either the sugar disappears entirely from 
the urine, or no further reduction occurs in the 
amount excreted. The question then arises, How 
long is it necessary to maintain a rigidly restricted 
diet l This question can only be answered by 
the progress of the case. If for instance after, say, 
three or four weeks of strict dieting all sugar has 
disappeared from the urine, I should advise restric¬ 
tion to be fully carried out for another period 
equally long, and then if sugar has not reappeared, 
to begin very gradually to exchange gluten for 
wheaten bread, and then if no relapse occurred to 
permit a few sub-acid fruits, such as tomatoes, 
currants, strawberries, and apples not too sweet. 
Patients who have once had sugar in the urine 
should be carefully warned after its cessation 
never to touch sugar in any form; and in such 
matters as bread, potatoes, fruit, etc., to be ex¬ 
ceedingly moderate; in fact, never to indulge in 
any two at any one meal. With such precautions 
I have known many patients with well-marked 
diabetic tendencies escape relapses for many 
months, even two or three years. But the position 
is much more serious when after some weeks of 
rigid dieting (in conjunction with opium), the 
sugar, though greatly reduced, still more or less 
persists, and the question arises not only how long 
we can maintain the high pressure of a rigid diet, 
but whether it is advisable to do so. 

In cases that run an acute course, or in the 
more chronic forms that develop sudden phases of 
activity, rigid diet must be persisted in. Not only 
do the patients realize that their safety depends 
on it, but find they suffer less when they keep to 
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it. But in those cases, especially those of middle 
aged and elderly patients, in which the disorder 
runs a mild but persistent course, it is impossible 
even if it is desirable to keep the sufferers on such 
a highly proteid diet. In the first place, the 
patients acquire a strong aversion to such a limited 
dietary, and will, if it be enforced and unless they 
are dealt with frankly, deceive their attendants. 
Whilst with regard to the other point, there is 
increasing evidence to show that weak and en¬ 
feebled persons are unable to assimilate the 
quantity of animal food that is too often pressed 
upon patients suffering from diabetes, under the 
idea that it is necessary to supply in that way the 
food withdrawn by cutting off the starchy and 
saccharine principles from the diet, and also to 
relieve the false craving for food often experienced 
by diabetics. It has been urged in support of this 
excessive supply of animal food to diabetics that 
whole tribes and hunters subsist sometimes for 
years together solely on ^a flesh diet without 
deterioration of health; but who would compare 
the enfeebled diabetic to the strong and vigorous 
savage or backwoodsman? The reduction of so 
much animal food taxes the primary digestion to 
the utmost, and increases the tendency to con¬ 
stipation, with consequent danger of absorption of 
faecal toxines. Whilst the process of reduction of 
the products of proteid metabolism is checked, 
and imperfectly reduced excretory matters, such as 
butyric, crotonic acids and the like, accumulate in 
the enfeebled tissues, and finally bring about the 
toxic conditions I alluded to at the beginning of 
these remarks. That proteid excretory products 
have such a poisonous effect has been shown by 
experiments on starving dogs — those to whom 
extract of meat was administered dying before 
those from whom all food was withheld. That 
such large quantities of animal food are necessary 
I have for some long time given up as a false and 
injurious view, and I have often noted a consider¬ 
able improvement, both as regards the general 
health as well as in diminishing the amount of sugar 
excreted, by reducing the amount of animal food. 
Bouchardut has made the same remark, for he 
found that during the siege of Paris, when butchers’ 
meat was consequently scarce, many of his diabetic 
patients made considerable improvement. 

Thus, then, we see that whilst it is a matter of 
risk to relax our rules as regards a strict dietary 
for fear of adding to the excretion of sugar from 
the system, there is a risk quite as great from 


poisoning by toxines, the products of proteid meta¬ 
bolism. In choosing between the two I take the 
following points into consideration. If the disease 
is progressing by leaps and bounds, and I find the 
permission to take a little carbo-hydrate food is 
followed by an excretion of sugar quite out of 
proportion to the amount taken, I insist on the 
maintenance of a strict diet. If, again, the case is a 
severe one as regards the amount of sugar excreted 
and its effect as a drain on the system well marked, 
but the excretion is not proceeding actively or can 
be controlled by opium, I then allow with the 
chief meal of the day a carefully weighed portion 
of carbo-hydrate, either wheaten bread or potatoes 
at the patient’s selection, of course closely watching 
the effect on the urine. In cases less severe and 
running a very chronic course, a greater liberality 
can be permitted, of which I shall speak later on. 
And this brings us to the consideration of the 
management of the Diet for Diabetics generally. 

When we speak of a rigidly restricted diet for 
patients suffering from diabetes mellitus, we mean 
of course the exclusion of every possible particle 
of carbo-hydrate food that we can place our finger 
on. I say every possible particle, because even 
with all our efforts a certain amount will enter the 
system. Taking, for instance, the purest samples of 
gluten flour, at least io per cent, of starch will be 
found; whilst we know that meat itself yields a 
certain amount of carbo-hydrate extractive. This 
is an important point to realize, because if patients 
are unacquainted with this fact they may eat so 
much of gluten preparations as to consume nearly 
as much starch as if they were taking a moderate 
amount of wheaten bread. The more is this likely 
when, as it not infrequently happens, the gluten 
flour contains 30 or 40 per cent . of starch (wheaten 
bread averaging about 60 per cent.). As gluten 
bread with only 10 per cent, of starch is an 
article difficult to obtain at that degree of purity, 
it is safer to fix the average at 20 per cent., that 
is, two-thirds less than that obtainable from 
ordinary flour. Therefore, patients should not 
only be cautioned against eating ad libitum pre¬ 
parations made from gluten flour, but should these 
preparations be distasteful to them we may safely 
permit them to use such a modicum of wheaten 
bread which should contain only so much starch 
as would be yielded by the gluten preparations 
allowed. Continental authorities who have written 
on this subject, consider 100 grmes. (about 3 
ounces) the amount of carbo-hydrate that, even 
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with the strictest diet, unavoidably enters the 
system. If, then, we allow 4 ounces of wheaten 
bread, instead of 12 ounces of gluten preparations, 
we are only allowing 80 grmes. of the 100 grmes. 
of unavoidable hydrate to enter tbe system. 

Patients, as a rule, decidedly prefer to restrict 
themselves to the smaller quantity of wheaten 
bread than to continue with that made from gluten, 
and certainly I have found them do better on the 
former if they will restrict themselves to the amount. 
With careful cutting, four ounces of bread can go 
a long way; and if a portion is crust and a portion 
converted into toast, a certain amount of the 
starch is converted into dextrine,* so that if there 
is no exacerbation of the disease another ounce or 
two may be added to the allowance on that 
account Although gluten flour is distasteful and 
innutritious to our diabetic patients in the form of 
bread, still, by its power of absorbing a far larger 
quantity of fatty matter than other flours, it is use¬ 
ful for making cakes, puddings, confectionery and 
biscuits, which, sweetened with saccharine, and 
flavoured /ith vanilla, almond, lemon peel, or 
ginger, are very acceptable to the monotonous 
diet of the diabetic. Milk is an article of diet 
about which many erroneous notions are still held. 
Because a milk diet has proved successful in cases 
of “gouty glycosuria” many think it is useful in 
all cases in which sugar appears in the urine. 
This is a very grave mistake, for, though lactose is 
not converted into glucose, changing as it does 
into galactose and lavulose, still it invariably in¬ 
creases the excretion of sugar in all cases of con¬ 
firmed and typical cases of diabetes. Beyond a 
small modicum used with tea or coffee or in 
cooking, [its use should therefore be interdicted. 
Animal food is on all sides admitted to be the 
chief article of the diabetic’s diet, but even that 
requires, as I have previously said, management. 
For not only in patients infected by the disease 
is there a danger from toxic products arising from 
imperfect metabolism of proteid material, but I 
am convinced that in the earlier stages of the 
complaint much mischief is done by pressing the 
ingestion of animal food. We must not forget that 
not only does meat itself contain a certain quantity 
of carbo-hydrate, but also that it increases vascular 
tension throughout the body, whilst the assimila¬ 
tion and reduction of so much proteid material 
causes a great strain on the vital powers. The 

• The same may be said of potato “ chips . n A little 
potato, if permitted, goes a long way in this form. 


rule I generally adopt is at first to make no in¬ 
crease in the amount of animal food above what 
the individual has been accustomed to, and this 
I have always found sufficient. The apparent 
hunger, or rather craving, which so many dia¬ 
betics experience, usually passes off as the excre¬ 
tion of sugar is reduced by restricted diet, for the 
craving seems to grow by what it feeds on, and 
many seem to improve by a supervision of the 
quantity nearly as much as by the quality of the 
food. As the disease advances, and the patient’s 
power of assimilating large quantities of animal 
food, especially in the form of beef and mutton, 
declines, it is advantageous to supply the proteids 
in as soluble form as possible. Thus, the solid, 
meat should be minced before cooking, like the 
Scotch make their “ collops,” for re-cooked meat 
should never be given to a diabetic. For the same 
purpose all meat cooked should have the gravy 
retained in it; i.e. not over-cooked. The red gravy 
which comes from a boiled leg of mutton when 
cut into is the best form of broth or soup that can 
be devised for a feeble diabetic. The change to 
fish, game and poultry also relieves the digestive 
system of the fatigue of reducing and assimilating 
solid meat as well as furnishing a pleasant variety. 

But if we cut off ail but a small unavoidable por¬ 
tion of carbo-hydrate food, and make no increase 
with the proteids, how are we to sustain nutrition ? 
Fortunately diabetics digest and assimilate fatty 
materials (hydro-carbons) well, and so with bacon, 
butter and cream we have a supplementary re¬ 
serve that can well be drawn on to supply the 
withdrawal of starch and sugar. Gluten flour also 
requires more fatty matter to make it palatable 
than wheaten, and I have seen the recipe for a 
“ scone,” made with gluten flour, eggs and butter, 
that even to a non-diabetic was quite relishing. 

With regard to vegetables and fruits the diabetic 
choice is very limited, only the green portions 
being admissible with the former; whilst only a 
small lemon daily may be allowed as fresh fruit 
Tomatoes, if the case is not very severe, in small 
quantities are sometimes well tolerated, whilst 
among Continental physicians some of the sub¬ 
acid fruits, such as strawberries and currants, 
in small amounts are permitted; and cocoanut, 
walnuts and filberts form the remainder of the 
limited dessert. Iceland moss, insipid in itself, 
forms a useful basis for thickening soups, or 
making blanc-mange and custard puddings. Al¬ 


mond paste, flavoured with grated lemon peel. 
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vanilla, etc., makes excellent puddings, and with 
gluten flour even cheesecakes can be attempted. 
Savoury omelette, cheese fondu, and many other 
innocuous savouries also help the menu of the 
diabetic to be more interesting. These details 
may seem trivial, but it is as important a duty of 
the medical attendant to supervise, if he hopes 
his patient to keep to a limited and restricted 
dietary, the variety of the food supply as closely 
as he <}oes the quality and quantity. To the 
rich man, with a skilled and resourceful chef, a 
diabetic diet brings no great hardship; but to 
the ordinary middle-class patient or artizan hints 
of this kind are invaluable, and should always 
form part of our advice. 

To sum up what I have indicated with regard 
to the amount of the various articles of diet, I 
would allow an ordinary case of diabetes, in an 
adult, per diem:— 

Pure Gluten Flour ... ... ... 12 oz. 

(or instead, Wheaten Flour ... 4 oz.) 

Animal Food (Fish, Meat, Poultry) ... 16 oz. 

Green Vegetables. 14 oz. 

Fatty Matters (Butter, Cream, Bacon) ... 12 oz. 

Miscellaneous (Eggs, Cheese, Iceland 

Moss, etc.). 14 oz. 

You will perhaps remind me that I have left 
out one important point, and about which the 
patient is sure to inquire, and that is what about 
alcohol t The tolerance for alcohol among dia¬ 
betics is, in my experience, very variable, some 
bearing it badly, as it causes flushing of the face, 
increased diuresis, acetone or alcoholic odour of 
the breath, and ready intoxication. In others, 
alcohol is not only tolerated but seems to do good. 
As a rule it is in the earlier stages of the disease 
that intolerance of alcohol is most marked. As 
the patient becomes feeble, he seems to benefit 
by the stimulant, and then a glass or two of old 
bottled port, or very dry sherry, or good Burgundy, 
seems to aid digestion and also to stimulate the 
flagging metabolic processes; and if, as so often 
happens towards the end, there is a tendency to 
cardiac failure, whisky, given in some effervescing 
water, or brandy mixed with egg, often staves off 
death from sudden exhaustion. But administra¬ 
tions of alcohol in all cases of diabetes must be 
carefully watched, and if it occasions an increase 
of diuresis, or the aggravation of the acetone 
odour in the breath or urine, it must be either cut 
off or reduced to the smallest limits. 

With regard to the total amount of fluid that a 
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diabetic patient may imbibe in the twenty-four 
hours, it is certainly not wise to allow the patient 
to follow his own craving to satisfy his thirst; on 
the other hand, it is not wise to too strictly limit 
him. Perhaps a safe general rule is to allow 
ingestion to exceed excretion by about twenty 
ounces. 


A CLINICAL LECTURE 

ON 

SOME POINTS CONNECTED WITH 
MALIGNANT DISEASE OF THE 
SPINAL COLUMN. 

Delivered at St. George’s Hospital, July 10, 1894, by 
WILLIAM H. BENNETT, F.B.O.S., 

Surgeon to the Hospital, and Examiner in Surgery at the 
University of Cambridge. 


Gentlemen, —Malignant disease of the spinal 
column under any circumstances is not a common 
affection; as a primary disease it is very rare, and 
as a disease occurring secondary to other cancerous 
manifestations it is unusual. At present there 
happens to be in the Drummond Ward a woman, 
who, I believe, is suffering from malignant disease 
of the spine. I therefore take the opportunity of 
calling your attention to the case, which I am glad 
to be able to do, for although, as you may rightly 
imagine, the diagnosis of a lesion so gross as 
malignant disease of the vertebral column should 
be easy, it is one of those conditions which are 
very commonly overlooked until a very far ad¬ 
vanced stage has been reached. 

The patient, 56 years of age, began last 
Christmas to feel for the first time some dis¬ 
comfort between her shoulders, but thought no¬ 
thing of it then, nor did anything subsequently 
happen in connection with this discomfort to cause 
anxiety. In April, however, she noticed some 
pain in the right breast, in which she then found 
a hard mass. A couple of months later, on 
account of this, she consulted her medical man, 
who found a hard tumour which was evidently 
scirrhus. He therefore recommended her to seek 
further advice with a view to its removal. In 
consequence of this recommendation she consulted 
me about six weeks ago. The patient then ap¬ 
peared to be in fair general health. She un- 
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doubtedly had in the right breast, as it was easy 
to feel by examination, a hard scirrhous nodule, 
which had already become adherent to the skin, 
and had just begun to give her a little pain round 
about the tumour. It was not, however, the pain 
about the growth itself of which she complained, 
but she was greatly distressed by a pain under the 
breast, which seemed to pass round the right side 
like a sort of girdle. Not only did this pain exist 
on the side of the chest where the cancer in the 
breast was, but it also came round to the other 
side where there was no sign of tumour at all, 
either in the breast or in any other part. This 
was the important point about the case. She had 
in my opinion pains which the tumour in the 
breast would not explain. The question there¬ 
fore arose, to what were these pains due ? 
They were obviously pains which encircled the 
chest; in fact, she said it seemed as if she had a 
hot wire tied round her chest just below her 
bosoms. That led me to investigate a little further 
the pain of which she had originally complained 
in her spine. On examining the spinal column 
just between the two scapulae I found at one 
spot, over one spinous process only, a distinctly 
marked tenderness on pressure. The spine here 
was also, I found, a little rigid. The information 
thus obtained was quite sufficient for my purpose. 
The explanation of the pain lay in some disease 
of the spine, and was in reality quite unconnected 
with the disease in the breast, although she, 
being well aware of the existence of the lump 
there, naturally thought that the pain was in 
some way connected with it. I concluded, there¬ 
fore, you may possibly at first sight think rather 
prematurely, that this woman was probably suffer¬ 
ing from malignant disease of the spine, although 
I had nothing more positive to rely upon in the 
way of symptoms than this pain encircling the chest 
and the slight tenderness and rigidity about one of 
the spinous processes. Having formed that opinion, 
I at once dismissed any idea of operation. To 
remove, in such a case, a tumour in the breast and 
leave a malignant disease of the vertebral column 
would obviously be not only foolish, but altogether 
wrong. The tumour in the breast had really 
existed much longer than she supposed; and it 
was only when it became painful that she noticed 
it at all—a very common history. The disease in 
the spine, which I took to be malignant disease, 
was secondary to malignant disease in the breast. 

In passing, let me remind you that malignant 


disease of the spinal column as a secondary con¬ 
sequence of malignant disease of the breast is 
more common than any other sort of cancer of 
the spine. 

But, here you may very properly say, this may, 
it is true, very well be a case of malignant disease 
of the spine, but why should it not be simply a 
case of caries, the symptoms which you have 
described being apparently identical; why should 
not this woman, who has a malignant tumour in 
one breast, be suffering from pain, tenderness 
and rigidity about the spine in consequence of 
caries; how do you know, in fact, that the case is 
not one of caries of the spine associated with 
malignant disease of the breast ? That, of course, 
is the crucial point to be determined; and with a 
little care there is not much difficulty in coming 
to a correct decision. Not only does this woman 
suffer from a “ girdle ” pain which affects both 
sides of her chest, but this pain is very greatly 
aggravated by any movement, however slight. 
In cases of caries of the spine, although this 
“ girdle ” pain, as it is called, may exist, it is not 
much, if at all, increased by rolling the patient 
over from side to side; the parts get so set, 
partly by attempts at ankylosis and inflammatory 
thickening, and partly by muscular rigidity, that 
the pain is very little increased on movement, 
whereas, in all these cases of growth about the 
spinal column the least movement of any sort 
greatly increases the pain. When this symptom 
of pain greatly increased on movement is present 
and evidence of cancerous disease elsewhere exists, 
you may safely assume that the patient is suffering 
from malignant disease of the spine, and not from 
caries, even if there be well marked angular 
curvature. We get so much in the habit of 
associating angular deformity of the spine with 
caries that we are sometimes apt to forget that 
other conditions may give rise to the same de¬ 
formity. The backward projection of the vertebral 
column which we call “ angular curvature ” may 
be caused by malignant disease in consequence 
of the growth infiltrating the bodies of the verte¬ 
brae and so allowing the bodies of the vertebrae 
above and below to fall together as in caries. 
Angular curvature may be caused also by hy¬ 
datids and other conditions. But for the moment 
I wish especially to impress upon you the fact 
that angular deformity may be caused by cancer 
as well as caries. 

Bear in mind, too, that this woman is 56 years 
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of age, a time of life in which caries is very rare, 
at all events as a commencing disease. Permanent 
deformity is, of course, often enough seen, in the 
shape of old angular curvature from caries, at all 
periods of life, but, except in very rare instances, 
you do not see caries commencing at a period of 
life anything like so far advanced as this woman’s. 
In this case, therefore, the following points are 
in favour of the disease being due to malignant 
growth,—the age of the patient, the co-existence 
of cancerous disease in the breast, the greatly 
increased pain upon movement, and also the 
absence round about the sensitive spinous process 
of such tenderness as you generally find as the 
result of inflammation in an ordinary case of caries. 
I have, therefore, no doubt in my mind that this 
is a case of cancer of the vertebral column. 

Note how very easy it would have been to over¬ 
look the important point in this case altogether. 
The woman comes with a malignant tumour of 
the breast; she complains also of pain below the 
breast, not a very uncommon thing in malignant 
disease; and with one’s thoughts concentrated 
upon the obvious disease in the mamma, how 
easy it would have been to overlook altogether 
the condition of the spine and to remove the 
tumour in the breast, an entirely unjustifiable 
operation, since it would have left the woman with 
an incurable affection of the spine, which must 
sooner or later prove fatal. It is of the greatest 
importance to grasp comprehensively the bearings 
of a case like this, the main points in the diagnosis 
of which I have just mentioned. 

The following is a very remarkable case which 
illustrates how very easy it is for persons even of 
the highest professional intelligence and education 
to overlook an obvious disease such, we will say, 
as malignant disease of the spine, in consequence 
of their minds having been unduly influenced by 
the co-existence of some other affection to which 
the symptoms presented by the patient were 
erroneously thought to be due. The case, which 
did not occur in hospital practice, was that of a 
lady about 50 years of age. She had influenza 
during the prevailing epidemic, and, as very often 
happens at the end of an attack of that disease, 
she had neuralgia of the face; she had also 
neuralgia in the leg, a somewhat odd situation 
which should have attracted attention, especially 
as the pain was apparently limited to the external 
saphenous nerve, and was greatly increased by 
movement of the body. Influenza, however, is a 


very remarkable affection, and it was, therefore, 
not thought particularly anomalous that this 
patient should suffer from neuralgia in the leg 
and in one nerve only of the kind indicated. 
The patient was under the care of persons who, 
as I have said, were most acute practitioners, 
one being of great repute. Their minds being 
apparently entirely occupied by the fact that 
the patient had suffered from influenza, which 
might, they thought, account for any nervous 
symptoms, she was subjected to various treatments. 
The leg, for instance, was massaged and exercised, 
but, oddly enough, no improvement resulted, 
indeed, she became much worse. The pain was 
always intense, but as she was of a somewhat 
neurotic type, it was not thought remarkable that 
the rubbing should, in her opinion, be followed 
by some extra pain. So her advisers were con¬ 
tented, and tried to show her that she was 
mistaken in her estimation of her suffering. Still 
she insisted that she was growing worse, and, by 
and by, in place of acute pain and hyperaesthesia 
along the course of the nerve, which by degrees 
increased in area, there followed absolute want of 
sensation, entire anaesthesia. But even then the 
case was still believed to be one of obscure 
nervous lesion after influenza. 

Up to this time the patient had been attended, 
as I have said, by the two practitioners who had 
seen her during her attack of influenza, which 
must have greatly prejudiced their judgment, 
otherwise it seems impossible that the real nature 
of the case could have been missed As the 
symptoms seemed to increase in extent and 
degree it was thought advisable to have another 
opinion. The new consultant, coming fresh to 
the case, and unbiassed by any previous strong 
impression as to the influenza, was struck with 
the oddness of the neuralgia in the leg, especially 
with the fact that there was intense increase of the 
pain on movement, and that there was also 
anaesthesia, which, at the time when he saw the 
case, had changed somewhat, so that it was not 
complete, but what is called “ patchy.” That is 
to say, there were alternating patches of anaesthesia 
and hyperaesthesia from the ankle almost to the 
hip. At once he suggested the possibility of the 
existence of some growth about the vertebral 
column; this being the first suggestion of the 
kind which had been made. The suggestion 
proved correct, for, upon examining the abdomen, 
there could be felt on the anterior part of the 


Digitized by 


Google 



400 The Clinical Journal.] MR. BENNETT—DISEASE OF THE SPINAL COLUMN. 


lOot. 17, 1894. 


vertebral column a well marked, hard, bossy 
tumour, which was, in fact, a malignant growth 
without doubt. This explained the peculiarity of 
the neuralgia,—the way in which it was increased 
by movement, the way in which everything that 
had been done in the way of exercise, massage, 
stimulating the patient to walk, and so forth, had 
tended to increase the pain. A better instance 
could not be produced to show how men even 
of the acutest habit may be misled and lose sight 
of important facts when biassed in some particular 
direction, while a person unbiassed by any previous 
acquaintance with the case, and looking at it from 
the general aspect, may without difficulty arrive 
at the right conclusion. Within three months 
the patient died with complete paraplegia and 
ascending degeneration of the cord which is liable 
to come on in cases of this kind. 

The explanation of the increase of pain in these 
cases on movement is as follows.—These malignant 
tumours of the vertebral column, which, as a rule, 
are either scirrhous or sarcomatous, but may be 
medullary, commence in the bodies of the ver¬ 
tebrae. They grow out on all sides afterwards, 
involving the processes, so that they press upon 
and surround the nerves as they pass from the 
vertebral column. Every movement of the body, 
therefore, increases the tension upon the nerves, 
and so increases the pain. This pain has nothing 
to do with the spinal cord itself, but arises in the 
nerves as they emerge from the inter-vertebral 
foramina. It is a singular thing that, although these 
tumours grow in all directions, into the vertebral 
canal as well as outwards, so that they ultimately 
compress the cord, which may indeed, in extreme 
examples, be flattened out like a piece of ribbon, 
the cancerous growth never infiltrates the spinal 
cord, although it may involve the nerves which 
emerge at the inter-vertebral foramina in such a 
way that they may be inseparable from the growth. 
It is because the pain is due to the implication of 
the nerves in this way that the curious increase of 
the pain on movement is met with. The reason 
is obvious, as I have already explained. Every 
little movement of the vertebral column stretches 
and pulls upon these nerves, and so causes the 
coincident increase of pain. 

This is one of the most useful cases I have ever 
met with to show the importance of undertaking 
a diagnosis with an independent mind, and of 
avoiding prejudice from anything that has hap¬ 
pened before in the case. 


Here is a case which illustrates another import¬ 
ant point in oumection with disease of this kind. 
A woman, about 46 years of age, was sent to 
consult me on account of “ sciatica ” from which 
she was an extreme sufferer. She had, she said, 
consulted several physicians, and had obtained no 
benefit, which was not to be wondered at, as will be 
seen. A curious point about her sciatica was that it 
was present on both sides. Now double sciatica 
is rather an unusual condition under ordinary 
circumstances. Ordinary sciatica is nearly always 
one-sided; bilateral sciatica is rare. The patient 
was sent to me with a view to nerve stretching, an 
operation of which she had heard much spoken 
by a friend who had been subjected to it with some 
success for the cure of sciatica. When, however, 
she told me her sciatica existed on both sides I 
became at once somewhat apprehensive, first of 
all as to the cause of the affection, and secondly 
with regard to the treatment. I therefore made 
very careful inquiries as to the history of her com¬ 
plaint, and presently, almost spontaneously, for 
although I had some such suspicion in my mind 
I had not questioned her on this point, she said, 
“The only thing I can think of telling you 
beyond what I have said is that two years ago I 
had a tumour removed from my breast.” It 
struck me as she spoke that she might be suffering 
from malignant disease of the vertebral column, 
and that the double sciatica was the result of the 
pressure of the tumour upon the nerves of the 
cauda equina. With that impression in my mind, 
I examined her afterwards very thoroughly and 
found that she had a tender spot over the junction 
of her lumbar and sacral regions, and that her 
pains were increased in an exaggerated way by 
even gentle movement, the characteristic pain on 
pressure over the nerve, common in ordinary 
sciatica, being almost entirely wanting. In fact, 
there was no doubt whatever that this poor woman 
was suffering from malignant disease of the 
vertebral column, secondary to cancer of the 
breast. Excepting a small nodule at one end of the 
scar, there was no evidence of local recurrence of 
the tumour of the breast, although as I have said 
she undoubtedly had secondary disease of the 
vertebral column. In six months she was dead 
from the malignant disease of the column which 
progressed rapidly, paraplegia with the usual con¬ 
sequences finally setting in. The importance of 
noticing small points in making a diagnosis is 
emphasized in this case, for my attention was 
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originally directed to the possibility of the existence 
of some tumour of the spine by the single fact 
that the sciatica was bilateral. A small point 
well observed may, please understand, lead you 
directly to an excellent diagnosis. If I had not 
been acquainted with or had paid no attention to 
the fact that double sciatica is extremely rare 
except when produced by pressure upon the 
cauda equina or some part of the lower end of 
the spinal cord, I might easily have mistaken the 
case for one of simple sciatica, in which, as every 
thing likely to afford relief, short of operation, 
had been tried unavailingly, it would have been 
justifiable to stretch the sciatic nerves with a view 
to the cure of the condition; but under the cir¬ 
cumstances now related that would have been a 
grossly improper thing from every point of view, 
as I could not by any possibility have benefited 
the patient, and must of necessity have done a 
great deal of harm, as the more the parts are 
disturbed and dragged upon in such a case the 
greater is the pain, whilst at the same time it is 
not impossible that the growth of the cancerous 
mass may be stimulated. 

These appear to me to be three very excellent 
cases to show, first of all, the kind of history and 
the general sequence of symptoms met with in 
malignant disease of the spinal column. Secondly, 
they are particularly well fitted to impress upon 
you the necessity of weighing each symptom by 
itself in any given case—to avoid thinking, for 
instance, that because a patient has a tumour in 
the breast with some pain about it, that the pain is 
necessarily due to that disease; the pain may not 
be connected with the tumour in the breast at all, 
but may arise from some condition quite distinct. 
Thirdly, the second case is important in demon¬ 
strating the necessity, when estimating the bearing 
-of symptoms, of preventing your judgment from 
being unduly influenced by antecedent or co¬ 
existing disease. In this respect it is curious to 
observe how easily one may be influenced by 
patients'own impressions as to their complaints, 
or by the accounts they as a rule so freely give of 
the views of other practitioners. The bias which 
is often unconsciously produced by one or both 
of these causes is, I believe, the most fruitful 
source of errors in diagnosis, excepting gross care¬ 
lessness. 

With regard to the first case in this lecture, it 
may possibly, of course, be open to question 
whether the patient is suffering from malignant 


disease of the spine at all. Time will show; but 
in my own mind I have no doubt about it. At 
the present moment the symptoms are, it is true, 
slight; being nothing more than I have already 
described. She simply has the girdle pain and 
the tender spot which I have indicated; she has not 
yet any marked deformity, nor is there any loss of 
power in her legs, such as you would expect in a 
patient of this sort if the disease had advanced 
far; but the explanation of this is that the disease 
at present is spreading outwards from the bodies 
of the vertebrae into the processes, and has not 
yet encroached upon the spinal cord itself. A 
little later on neuralgia down the legs will 
probably develop, then a loss of sensation, which 
may be continuous or patchy, and by degrees the 
power of the body will be lost below the point at 
which the growth is, then the case will become 
pretty clear; the ordinary affections of the urinary 
organs will follow in due course, and the end will 
be not far off. 

At present, although I am prepared to allow 
that the symptoms are slight, they are, so far as 
I can judge, perfectly certain, and I have no 
doubt you will find my belief corroborated by 
the subsequent course of the case.* 

You must not suppose that malignant growths 
are the only tumours which produce nerve symp¬ 
toms of this kind. Whether growths are malignant 
or benign the symptoms produced by pressure on 
the spinal cord are the same. A simple tumour, 
for instance, a hydatid or exostosis, projecting into 
the spinal canal, will produce the same symptoms 
of pressure as a cancerous mass, but they do not 
produce, as a rule, to the same degree of acute¬ 
ness the nerve pains which, in benign growths, are 
therefore not, as a rule, increased so much by 
movement. The malignant tumours, because 
they happen to grow quickly, produce symptoms 
which generally follow each other in quick suc¬ 
cession; benign growths, on the other hand, 
because they grow more slowly, produce symptoms 
which are gradual. Sooner or later, if a growth, 
whether it be malignant or benign, encroaches 
upon the spinal canal and produces pressure on 
the cord, the patient will die, unless, as may 
happen in certain innocent tumours, e.g . 9 exostosis, 
removal of the disease by operation is feasible, a 
prospect which, desirable as it may be, must be 

•The patient now (October, 1894), has almost complete 
loss of power in the lower limbs, as well as other unmis* 
takable symptoms of the disease suspected.—W. H. B. 
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too rare to be of much practical account in a 
general way. 

With regard to the treatment of these ma¬ 
lignant tumours it is perfectly clear that, even in 
days when radical operations of all kinds are 
practised so freely, that any attempt to remove 
malignant disease of the vertebral column is quite 
beyond the limits of reasonable surgery; so that 
a palliative treatment is all that is available. 
The patient must, therefore, be placed in as 
comfortable a position as possible, all unnecessary 
movement should be avoided, and all measures 
adopted for the prevention of sores, etc., upon the 
lines fully set forth in the usual text-books. Morphia 
or some other anodyne must be given to alleviate 
the pain, and so enable the term of life remaining 
to the sufferer to be passed with as little dis¬ 
comfort as possible. Miserably inadequate as the 
treatment I have indicated is in these distressing 
cases it is, unfortunately, all that can be done in 
the present state of our knowledge, and it is not 
a little humiliating to have to admit that such is 
the case. 


CLINICAL NOTES. 

-*- 

WITH MR. MARMADUKE SHEILD 
IN THE OUT-PATIENT DEPARTMENT AT 
ST. GEORGE’S HOSPITAL. 


Foreign Body in the Nose. 

This boy, aged 7, comes suffering from a uni¬ 
lateral discharge from the right side of the nose, 
associated with occasional attacks of bleeding. The 
discharge is attributed to a fall, and has lasted for 
eighteen months. Whenever a young child has a 
unilateral discharge from the nose, the usual cause 
of it is a foreign body. Such substances may be 
hard and pointed, or smooth and round. The 
common foreign body in the nose is a button; and 
in this boy’s case on examination a button was 
found. He then confessed to having pushed the 
button up his nose some two years ago. 

Foreign bodies usually lodge in the inferior 
meatus of the nose, and are to be discovered by 
illuminating the nose, after carefully cleansing it 
with pledgets of cotton wool. Care must be taken 
not to mistake such cases for necrosed bone, as is 
often done. A rhinolith also simulates a foreign 


body in the nose, of which indeed it may be 
looked upon as a variety. A rhinolith may be 
diagnosed by the peculiar, rough, grating sensation 
conveyed to a probe, and its greyish-white appear¬ 
ance. 

In removing a foreign body from the nose of a 
child it is usually necessary to give an anaesthetic, 
to pass the finger into the naso-pharynx, and 
extract the object with proper scoops or forceps. 
One of the most useful forms of instrument for the 
removal of a foreign body from the nose is this 
small ring forceps, constructed on the principle of 
a midwifery forceps. 

An important lesson to be learnt from this case 
is always to suspect a foreign body in the nose of 
a child who complains of a unilateral discharge, 
whatever other explanation the parents may offer. 
Great care should be taken in removal not to 
allow a smooth body like a button to fall down 
the air passages. 

[The boy having been anaesthetized by ether 
and laid upon his side, Mr. Sheild proceeded to 
attempt the extraction of the button, using first the 
ring forceps recommended. The button, however, 
as such bodies, he remarked, often do, persistently 
slipped from the grasp obtained of it. He urged 
the wisdom, when that occurred, of putting one 
protected finger into the nose posteriorly, and of 
trying to extract the body with a scoop or a 
stronger pair of forceps, pointing out how easy it 
is to dislodge the button so that it might slip 
back and find its way into the bronchi. The 
condition then would be worse than if it had been 
left in the nose. The stronger forceps also failed 
in this case to dislodge the button, a result, how¬ 
ever, which followed the persistent use of a flexible 
wire scoop.] 

Another method, continued Mr. Sheild, is that 
of syringing the nose from the opposite nostril. I 
have known a stream of water so used wash the 
foreign body out, even after all instrumentation 
had failed. One of the principal virtues necessary 
for the treatment of such a case is that of extreme 
patience. If you fail once, repeated efforts must 
be made to get at the foreign body, but with all 
possible gentleness. This case affords an instruc¬ 
tive lesson as to the extreme difficulty that may be 
encountered in these cases. It is easy with 
roughness or under the influence of panic to injure 
the roof of the nose, and produce meningitis. In 
your future practice, if you meet with a case of 
this kind, do not enter upon its treatment with a 
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light heart, and think it is a mere nothing, after 
what you have seen to-day. The difficulties of 
the case consisted in getting any instrument to bite 
upon the button, and in the fact that it was far back 
in the nose, and embedded in granulation tissue. 
When the button can be seen to be furnished with 
a loop, it can, of course, be easily removed by 
passing a small hook through it. 


Inflamed Bursa threatening to Suppurate. 

The next patient is a boy, aged 13, who up till 
two days ago had an apparently perfectly sound 
knee. At that time, however, he knelt a good 
deal while scrubbing, and since then his knee has 
been acutely painful. The important part of this 
history is the fact that he is quite sure his knee 
was quite well until two days ago. His knee-joint 
appears greatly swollen, but the swelling is of a 
very peculiar nature, as it completely obscures the 
outline of the patella. The knee is very hot and 
painful, and the skin is red, and in some places 
shining. Careful and very gentle examination 
reveals the presence of fluid in front of the lower 
part of the patella, but not behind it; the patella, 
that is to say, does not in this case float on fluid 
behind it. The sensation of fluctuation also 
spreads around the knee, but is especially marked 
over the ligamentum patellae, and the lower part 
of the patella itself. 

This is a case of acute inflammation of the 
patellar bursa, which lies over the lower part of 
the patella, implicating the parts around the joint. 
The affection is very liable indeed to be con¬ 
founded with acute synovitis of the knee. The 
distinction between bursitis and acute synovitis is 
made by observing the fact that in the former you 
have fluctuation in front of the patella and its 
ligament, while in acute synovitis the patella and 
its ligament are raised up on a waterbed of fluid 
behind it. Acute inflammation of the patellar 
bursa frequently progresses to suppuration, but 
the pus seldom or never implicates the knee- 
joint, being guided away from it by the dense 
processes of the fascia lata attached to the patella 
on either side, downwards towards the popliteal 
space. Although you may have extensive destruc¬ 
tion of the skin in suppurating bursa patellae, the 
pus and inflammatory products seldom implicate 
the joint cavity. 

The treatment of acute inflammation of the 
patellar bursa and the parts about the joint should 


be as follows. First, a splint should be applied 
posteriorly, and cold evaporating lotions used con¬ 
tinuously over the joint. Rut should the inflamma¬ 
tion increase, or should the surgeon have any 
reason to suspect that pus has formed, a very free 
median incision should be immediately made, and 
the pus evacuated. It is very important to make 
this incision early, before the skin is extensively 
undermined, and sloughing consequently occurs. 
The most disastrous consequences occur from 
neglect of this rule. Acute inflammation and 
suppuration of the bursa patella most generally 
occur from injury—injury in kneeling, as in house¬ 
maids and others who scrub floors, or accidental 
blows. A like condition of bursal inflammation 
may be found in other parts of the body when 
exposed to rough friction and injuries. This case 
will be admitted to the wards if possible. 


Deeply seated Swelling in the Lumbar 
Region. 

A strong healthy-looking man, 36 years of age, 
complains of “a lump in his side.” He is 
doubtful as to the history. On examination in 
the right lumbar region, about four inches above 
the iliac crest, is a slight swelling about the size 
of a bantam’s egg, most observable when the 
patient stands up. This “ lump ” is movable 
under the skin, not reducible, devoid of impulse 
on coughing, and elastic on manipulation. There 
is no inflammation or heat of the skin over it, and 
it is not adherent to the deeper tissues beneath. 
Such a swelling as this might be a cyst or a fatty 
tumour beneath the fascia, a small chronic abscess, 
a haematoma, or softening gumma, or more rarely 
a soft malignant growth. 

The history of the case points to gradual en¬ 
largement for sixteen or seventeen weeks. You 
will accept this with caution. There is no apparent 
cause for its occurrence, and it has all the elasticity 
and feeling of a small cyst. Such cystic formations 
as these are sometimes hydatids of the cellular 
tissue, but that diagnosis should never be arrived 
at without a chemical examination of the fluid 
drawn by tapping. One of the most important 
diagnostic measures in a case of this kind is 
the tapping of the swelling. The diagnosis 
between a deep-seated fatty tumour, a cyst, and a 
chronic abscess can only certainly be made by 
exploration. The swelling is not likely to be a 
sebaceous cyst, because it is entirely subcutaneous; 
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and I have pointed out time after time that 
sebaceous cysts are always in the skin, and not 
entirely under it. 

The man now volunteers the statement that he 
was here two years ago with enlarged testicle. 
He has a history of a swelling of the left testicle 
two years ago. There is the scar of an incision, 
and the man declares that nothing but blood came 
out. The history of this testicular swelling is 
therefore dubious. I should think that probably 
it was an old haematocele, but it has nothing to 
do so fhr as we know with the present malady. 

On tapping with a fine syringe, the needle of 
which is sterilized by heat, we draw from this 
swelling some thick yellow pus. The swelling is 
therefore a chronic abscess, one of the conditions 
I stated such a swelling as this might be. The 
case well illustrates what I said just now as to an 
elastic swelling situated beneath the fascia—that it 
is impossible for a well-informed man to differ¬ 
entiate between a cyst, a chronic abscess, and a 
fatty tumour, without exploration. 

The cause of this small chronic abscess is 
obscure. It may be of a tubercular nature. 
Should the swelling fill again, appropriate treat¬ 
ment would be to cut down upon it, scrape it out 
with a spoon, and dress it from the bottom with 
iodoform. 


Large Inguinal Hernia. 

This stout and alcoholic-looking man, aged 68, 
says he has ruptured himself. You must by no 
means take that history into grave consideration, 
for the term “ rupture ” is applied by the public to 
almost any sort of swelling in the groin. On ex¬ 
amination, however, the man shows a very vol¬ 
uminous swelling on the left side, distending the 
scrotum to a considerable extent He is wearing 
a truss which appears to be inefficient to control 
the supposed rupture. On carefully inspecting 
the swelling on the left side it is seen markedly to 
pass up into the abdomen, distending the inguinal 
canal. Therefore presumably it descends from 
the belly, and is not primarily connected with the 
testicle or tunica vaginalis. Furthermore, it is 
impossible to make out the constituents of the 
cord above the swelling by pressure of the finger 
and thumb,—another tolerably strong proof that 
the swelling in great bulk descends from the 
abdomen, obscuring the constituents of the cord. 

Mark, that upon the surface of the swelling, 
about its centre, a deep furrow or ditch is seen 


to pass across, very suggestive that it may consist 
of two parts. That there is one swelling below 
connected with the tunica vaginalis, and another 
above connected with the belly. On percussion 
of the superior swelling over the region of the 
inguinal canal a clear bell note is elicited, indica¬ 
tive of intestine beneath. The swelling, however, 
in the whole of its extent, has a distinct impulse 
on coughing, and on making the patient lie down 
with the leg flexed on the thigh and the thigh on 
the abdomen, the greater bulk of the swelling is 
reducible both below the furrow and above it* 
although with considerable difficulty. On mani¬ 
pulation also the swelling gurgles,—a sure indica¬ 
tion of hernia, the gurgling being produced by the 
movements of gas within the gut. The tumour, 
as you see, is in great part reducible, but it is 
question whether a process of omentum is not left 
behind, adherent to the tunica vaginalis. 

We have here, therefore, all the symptoms of a 
hernia,—a swelling obviously coming down out of 
the abdominal cavity, obscuring the elements of 
the spermatic cord, with an impulse on coughing, 
reducible on firm pressure into the abdomen, 
resonant on percussion and gurgling on manipula¬ 
tion. The treatment of a hernia of this kind, so 
large, in a somewhat corpulent man of 68, is 
always full of difficulty and not devoid of danger. 
Frequently, no truss, however well made, will 
completely control a hernia of this nature, and it 
is justifiable, even at this age, to perform the 
operation for radical cure, provided full asepsis 
can be maintained and the patient is cognizant of 
the risk he encounters. Rest, purgation, complete 
reduction of the hernia, and elaborate purification 
of the skin, are essential preliminaries. 

In the case of this man, we shall send him to 
the instrument maker and order him a left inguinal 
truss with a large pad. Should that fail in con¬ 
trolling the rupture the question of the radical 
cure may be taken into consideration and con¬ 
sultation. When estimating the risk of the radical 
cure it must be remembered that a patient with a 
hernia of this size and nature also runs a serious 
risk of strangulation. 

The furrow found crossing the front of the 
swelling is very commonly found in large hydro¬ 
celes and less commonly in hernise. It may be met 
with in any condition which greatly distends the 
tunica vaginalis. The cause of it is not quite 
clear to my mind, and I will, therefore, not 
attempt to explain it to you. 
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Sinus in Cheek. 

A man, aged 30, comes about a swelling in his 
cheek. Perhaps this is one of the most important 
cases we have seen to-day, because it is common 
and easily mistaken. On the outer side of his 
cheek there is a depression and in the centre of 
this a livid swelling the size of a nut, and in the 
middle of the swelling a small orifice, down which, 
doubtless, a fine probe could be passed. The 
swelling is situated about the centre of the cheek 
and moves with its substance, being incorporated 
with the tissues around. You would hardly credit 
that a sinus in the very centre of the cheek could 
possibly be connected with a diseased tooth. If 
you place your finger inside the mouth, you will 
feel a distinct cord leading up from the swelling 
to the carious and necrosed third molar. Any 
sinus about the face or neck of an adult is ex¬ 
ceedingly likely to be connected with a diseased 
tooth, however remote it may be from it The 
sign that guides you in discovering this connection, 
is the cord-like prominence which passes from the 
sinus up to the diseased tooth. Remember this 
most important lesson, then, that a sinus about 
the face or neck may be due to a diseased tooth. 
Diagnostic errors are very often made over this 
simple matter. 

A case of this kind may be mistaken for a 
tumour of the cheek, or a salivary fistula, and 
treated as such; but it will never get well until 
the tooth is removed. The extraction of the tooth 
cures such a case as if by magic. 


Tertiary Syphilis. 

A somewhat thin, worn-looking man of 54, 
shows us a swelling of his left leg situated over 
the inner side of the tibia, of a dusky colour, a 
little hot, intensely painful, and distinctly fluc¬ 
tuating in the centre. Moreover, the skin in the 
vicinity of the swelling is marked with circular 
scars, some of which are pale, others pigmented. 
On his other leg, in a similar position, are con¬ 
siderable scars, ivory-white in colour, with 
serpiginous outlines and dusky margins. You, 
therefore, see the affection is a symmetrical one. 
There is a slight enlargement also over the inner 
side of the right tibia with tenderness on pressure. 
On the inner side of the left knee is a small, round, 
punched-out ulcer, circular in outline, about the 
size of a shilling. The lower lip is thickened, 
and ulcerated superficially, internally. The palate 


is perforated by a large opening, the whole of the 
hard palate being completely destroyed, exposing 
the turbinated bones in the nose and the orifices 
of the Eustachian tubes. On the front of the 
abdomen is an extensive, dusky-coloured, tuber¬ 
cular syphilide; and here you have exemplified 
one of the remarkable features of syphilitic skin 
disease—that they are polymorphous and differ 
in different parts of the body. On the legs we 
have dusky superficial ulcers; on the front of the 
abdomen we have a dusky, tubercular syphilide; 
while over the left groin is a papular syphilide 
with a distinctly serpiginous outline. The same 
is the case in the neighbourhood of the umbilicus. 
Should time allow, it would be proper to examine 
this case for visceral disease. Cases of extensive 
tertiary syphilitic disease such as this man presents, 
not unfrequently have syphilitic enlargement of the 
liver, syphilitic gumma or fibroid phthisis of the 
lungs, and, still more commonly, lardaceous disease 
of the kidneys and other viscera, and arterial 
degenerations. 

I may add, that such appearances as these 
exemplified before us, are characteristic of syphilis, 
and no question at all need be asked as to whether 
the man has or has not had-the disease. The 
painful tender swelling on the front of the left 
leg is, of course, a periosteal node. There is a 
tendency for it to soften and break down in the 
centre, and it might very readily go on to necrosis 
of the tibia. Syphilitic formations commonly 
soften and break down centrally. 

In such cases as this, iodides in large doses are 
generally very efficacious in relieving the symptoms. 
The following may be given: 

ft Pot. iod. ... gr.viij 

Sod. iod.gr.vj 

Liq. hydrarg. perch.... 3j 

Mist, camph.. Jj 

T. i. d. 

My experience of the treatment of tertiary syphilis 
is rather in favour of giving the mixed iodides 
than a large dose of one of them. I need hardly 
add, that in these cases good dietary and easy 
living would be as important as drug treatment. 
We generally find that bad cases of syphilis such 
as this, are found in those broken down by 
exposure and starvation. In all cases of tertiary 
syphilis, spirits must be absolutely interdicted. 
Spirit-drinking is very inimical to the treatment of 
the disease. There is no condition so fatal to 
health, and, we may say, to human life, as a 
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combination of spirit-drinking and syphilis. The 
mercury fumigation treatment would be good in 
the case of this man. 


Old Sprain of Ankle. 

The next patient is a man complaining of 
weakness and pain about an ankle, which, he 
says, was badly sprained ten years ago. The 
importance of this case is that it illustrates the 
long and abiding effects you get in the case of a 
severe injury to a joint. Three or four years 
afterwards the joint may be painful and insecure, 
the tissues around it swollen and thickened from 
chronic inflammation, and, perhaps, the tendons 
glued in their sheaths from inflammatory exudation. 
AH these are the effects of an old sprain. Look 
upon a bad sprain of a complicated joint, such as 
the ankle, as likely to give longer and more 
abiding trouble to the patient than would a 
fracture of the leg. This is of great importance 
in the prognosis of bad sprains. We are able to 
do but little for this man as a hospital out-patient, 
but were he in better circumstances, you would 
find that prolonged massage to that joint, as¬ 
sociated with hot douches to the leg muscles, 
Faradaism and a proper supporting boot with light 
side-irons, would be of great benefit to him. 


Naevus of the Face. 

Here is a case presenting a condition which, 
although slight, will give you exceedingly great 
trouble in practice. This baby, three months old, 
has a small, red, florid naevus situated above the 
right eyebrow. The problem in the treatment of 
such a case as this is how to obliterate the naevus 
without after-scarring. You have to recollect that 
making a scar in a child of three months may 
mean a serious disfigurement when it is grown up, 
for a scar, especially if deep and marked, usually 
increases in size as the patient grows. For a 
small naevus, such as this, which is mainly capil¬ 
lary and situated in the skin, I know of no 
treatment so efficacious as puncturing with an 
exceedingly fine actual cautery. This often needs 
to be done on successive occasions. If done too 
frequently at first, and too boldly, the skin may 
slough and a considerable disfigurement may re¬ 
sult. It is necessary, therefore, to use the cautery 
with caution on several occasions, doing rather too 
little than too much; and the resulting scar, if pro¬ 
duced in this way, is usually quite indistinct and 
unappreciable. 

The applications of nitric acid, ethylate of 
sodium, and other such preparations to a naevus, 
are usually not so satisfactory as the very judi¬ 
cious use of the actual cautery. The best form of 
cautery to use in this case is a small one with a 


bulbous end, and a very fine point descending 
from it. Excision of naevus of the face should 
only be performed in cases of fairly circumscribed 
naevi, the main bulk of which are situated beneath 
the skin—namely, the subcutaneous and venous 
naevi The cautery, applied in the way I have 
indicated, is usually to be relied upon for the 
obliteration of capillary naevi of the face in chil¬ 
dren. The bulb retains the heat when it is heated 
in a lamp, and the fine point is passed into the 
naevus in various directions. 


Obscure Pains about the Hip. 


This boy, 9 years of age, is stated by his 
mother to have something wrong with his hip. 
On making him walk to the door and back, he is 
noticed to be spmewhat lame. We shall, there¬ 
fore, try and rehearse the proper method of 
examining a case of supposed mischief about the 
hip. 

The history elicited from the mother is that the 
boy has complained of pain in the left hip for 
about three months—pain which is worse at night, 
and sometimes causes him to cry out. He has 
not complained of his knee. Lameness, severe 
pain about the hip, night pains and crying are 
always suspicious signs indicating the probability 
of grave articular disease. In examining a boy 
for supposed hip disease, it is exceedingly impor¬ 
tant that he should be completely stripped and 
that he should lie quite straight and flat upon a 
hard couch, so that the least difference in position 
or in the contour of the two limbs or joints can be 
accurately ascertained. On looking at this boy 
from the front as he lies flat on his back no 
marked alteration in the position of the limb is to 
be noticed. The flexure in the groin of the left 
side is not filled up by swelling, as is commonly 
the case in hip-joint disease. On turning the boy 
over upon his face no marked wasting of the 
buttock is seen. As I have repeatedly pointed 
out to you, flattening or loss of the gluteal fold is 
a very important and early sign of hip-disease. In 
this case it is difficult to make that out, and unless 
you can certainly see symptoms it is better not to 
imagine them. I should hesitate to say that there 
is here any marked wasting of the gluteal fold. 

We now proceed to the most important test of 
mischief about the hip-joint, the movement test. 
In cases of early disease of the hip-joint there is 
stiffness in the movement of the pelvis when the 
thigh is flexed upon it. It is always well to per¬ 
form that movement first on the healthy side, so 
that the patient may get accustomed to it, and 
also that you may be able to contrast the move¬ 
ments of the diseased with those of the healthy 
side. In this case the hip moves perfectly freely 
and painlessly upon the pelvis without any move- 
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raent of the anterior superior spine. On the pain¬ 
ful side also the hip moves perfectly freely and 
easily even to extreme flexion without hurting the . 
patient in the least. We may, therefore, in this 
case exclude disease of the hip. You would not 
get such free movement as this in a hip which was 
the seat of articular disease. 

The seat of the pain most complained of by the 
patient is over the point of exit of the ilio-inguinal 
nerve, near the external ring. Whenever you get 
marked pain of this sort about the situation of a 
cutaneous nerve you should always immediately 
direct your attention to the part of the spine from 
which such nerve emerges. In a case like this, 
with pain about the ilio-inguinal nerve, we care¬ 
fully examine the region of the lower dorsal 
vertebrae, for the symptoms are likely to be due 
to early spinal disease. On making the boy 
stoop and straightening his back, the vertebrae 
moved freely. On placing the boy on the couch 
at some height from the floor, and making him 
jump off, we find he comes down squarely on both 
feet without any hesitation, fear, or expression of 
pain, although such an act must jar his hips and 
spine. This is one of the best tests of early 
disease of the spine. A boy with that condition 
would instinctively avoid any movements which 
might shock or jar his vertebrae, and would 
descend from a stool with caution. We, there¬ 
fore, may fairly pronounce this boy to be free 
from early disease of the spine or hip. The cause 
of the pain is therefore still obscure. 

Examination of the abdomen elicits nothing to 
explain the cause; it is fairly flaccid. There is 
no sign of mischief anywhere about the intestinal 
canal and no enlargement of abdominal viscera. 

In some of these cases, where boys of this age 
complain of vague pains, and careful examination 
enables you to exclude organic disease, the symp¬ 
toms are merely simulated, in order to escape 
school attendance. An exceedingly important 
cause of vague nerve pains in boys of this age 
is masturbation. Such cases, however, must be 
watched with very great care before pronouncing 
them to be of this kind, so often do pains about 
the situation of the groin, especially about the 
region of the ilio-inguinal nerve, proceed from 
early spinal disease. 

This is an interesting case, and serves as a use¬ 
ful lesson as to some of the methods of examining 
a patient with supposed hip or spinal disease. 
You observe that I refrain from expressing a de¬ 
cided opinion upon a case the exact nature of 
which is not clear. Should time allow, I could 
point out to you the advantage of delaying judg¬ 
ment in this, and similar cases. You observe the 
time, care, and patience I have exercised over this 
case, and you see I have come to no definite con¬ 
clusion. Never hastily pronounce a case of vague 


pain to be 44 neuralgia,” 44 rheumatism,” or the 
like. Care and especially prolonged observation 
will usually guide you to a correct conclusion, and 
save you the great discredit of attributing to a 
trivial cause such serious maladies as bone disease, 
tumours, or internal aneurisms. 


A CLINICAL LECTURE 

ON 

SURGICAL CASES. 

Delivered in connection with the West London Hospital 
Post-Graduate Course, June 27, 1894, by 

STEPHEN PAGET, M.A. Oxon., F.R.O.S., 
Surgeon to the Hospital, and to the Metropolitan Hospital. 

(Concluded from page 392.j 


9. Mastoid Abscess . 

Here is another girl who will serve as a text for 
some remarks on disease of the mastoid. 

Starting with those cases in which caries passes 
beyond the limits of the tympanum and extends 
to the mastoid, we may take Macewan’s division of 
the vast group of cases which come under con¬ 
sideration into three classes. There are the true 
extra-cranial cases, where the disease is still outside 
the cavity of the skull; then there are the cases that 
are intra-cranial but extra-dural, where the matter 
accumulates between the skull and the dura mater; 
and, lastly, there are the true intra-dural cases, 
which include every form of cerebral abscess, basal 
meningitis, thrombosis of the lateral sinus, and 
cerebellar abscess. 

About the true extra-cranial cases I should like 
to say one word only, viz.: that we must bear in 
mind the difference in the course they take 
according to the age of the patient In babies, 
and young children up to the age of 2 J or 3 years, 
the mastoid is so small and delicate that it offers 
no resistance to the spread of inflammation; it 
capitulates without resistance, and falls an easy 
victim to caries or necrosis, or to a process which 
is half caries and half necrosis, what Macewan 
calls necrotic caries. In these cases there is 
seldom acute pain or high fever. In older cases, 
such as this girl, the mastoid does offer resistance 
to the spread of the inflammation. It fortifies 
itself; its walls become thickened, and so is pro¬ 
duced that chronic caseous abscess, locked up in 
a rigid shell of bone, that is characteristic of 
young people and adults. It is important to bear 
this in mind, because in the case of small children 
one must not expect to have to deal with anything 
like a regular abscess cavity; there is nothing but 
a narrow sinus with a little soft bone in its walls, 
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and perhaps a very small, soft sequestrum at the 
end of it. In older children you find a sinus, but 
one which runs deep and leads into a cavity full 
of foetid, half-solid, putty-like pus almost as hard 
as mortar. Here is a young girl offering a case in 
point. I operated on her left mastoid 4$ years 
ago, and found a big caseous cavity, the size of a 
hazel nut, full of foetid, half-solid pus. Two years 
ago her right mastoid was operated on and the 
same thing found—a large encysted abscess in a 
rigid shell of bone. A year ago I had to operate 
on her right ear again, as there was some more 
dead bone to come away. The result was good in 
the long run. The parts are all securely healed 
now, and she can hear a watch ticking at three or 
four inches. Side by side with her case place that 
of this small child, and they will emphasize the 
difference in the processes. One does not expect 
to find, as I have said, an encysted abscess in a 
small child, but a little pit or sinus in the bone, 
plugged with granulations, which may extend to 
some depth, and may have a very small sequestrum 
at the bottom, or the whole mastoid process may be 
removed as a sequestrum. Chronic encysted ab¬ 
scesses in these cases are the peculiar feature 
of young people and adults. In adults, one 
sometimes finds that sclerosis of the mastoid, as it 
is called, where the mastoid has offered so much 
resistance to the inflammation that it has won the 
day, and become converted into an almost solid 
block of bone. 1‘hese are the cases where the 
surgeon explores the mastoid in vain, finding no 
cavity in it. But I am not sure that one is quite 
free from blame in these circumstances, because 
sometimes one does not chisel straight for the 
mastoid antrum, and so gets into the thick bone 
at the base of the petrous portion instead. Let 
me show you on this specimen some of the parts 
concerned. Here is the suprameatal triangle, 
formed above by the root of the zygomatic arch, 
in front by the bony edge of the os meatus, while 
a line drawn between the two gives the triangle. 
The antrum lies in that. If you go above the 
zygoma, you get into the middle cerebral fossa; if 
you go behind the triangle, you get into the groove 
of the lateral sinus. Happily, in many of these 
mastoid cases you have a sinus to guide you. 
You reflect the soft parts, and find the sinus in 
the bone, which guides you straight to the abscess 
or sequestrum of which you are in search; or, if it 
is a case of chronic abscess, the abscess may be so 
large that the whole mastoid is full of it, and you 
cannot miss it. Where you have not a sinus to 
guide you, the best guide is just above and behind 
the upper edge of the bony meatus, in the supra¬ 
meatal triangle. We must, of course, remember 
that in some cases of mastoid abscess the abscess 
is wholly superficial; and in these cases we must 
not meddle with the bone. 


10. Fractured Base. 

Here is a boy who fell out of a railway carriage 
and sustained a fracture of the base. He was 
unconscious, vomiting, and bleeding freely from 
the right ear. There was right facial paralysis, 
right ptosis, and contraction of the right pupil. 
The nght arm was rigid, and there were spasms of 
the left arm. There was not the least doubt, there¬ 
fore, with all these symptoms, about the fracture. 
The contraction of the pupil might be independent 
of any fracture, but the other symptoms were suffi¬ 
cient indication of it. The next day the right arm 
was still rigid, the left still twitching, and he was 
still entirely unconscious, passing everything under 
him. The next day he was still unconscious, and 
remained so for a fortnight. The fracture was 
sustained on the 13th; on the 25th he was still 
speechless, or had only said one or two words 
rationally. He still passed under* him. About 
the tenth day he got so noisy that he had to be 
tied down, and then he got worse. So long as 
someone stayed by him, we found that he re¬ 
mained pretty quiet. His noisiness went off when 
it was treated as a punishable offence; we isolated 
him, and he got quiet at once. Some years ago, 
in the case of a boy whom I trephined for cerebral 
abscess, we observed, during recovery, the same 
gradual transition from unconscious noisiness to 
conscious bad behaviour. 


11. Acute Periostitis of Tibia , Clavicle , and 
Zygoma. 


The last case is one of acute periostitis which 
ran a rather interesting course. In this boy it 
began in the left tibia, and then attacked the right 
clavicle and the right zygomatic arch. He had a 
pyaemic rash. He very nearly died; in fact, I 
hardly know how he recovered, except that he 
was always very good at taking his food; even 
when he seemed least likely to live, he ate and 
drank voraciously. He has still a small sinus near 
the head of the right humerus, and another over 
the clavicle. He has bare bone in the humerus. 
The whole of the clavicle was bared, and pus could 
be made out all round it. Two counter openings 
were made, and some carious bone had to be scraped 
away. A small scale of bone came away from the 
left zygoma. The shaft of the tibia was removed 
in two pieces; being cut in half, first the upper 
and then, a fortnight later, the lower half was re¬ 
moved, the upper half healing up while the lower 
was loosening, instead of waiting for the whole 
shaft to come away together. The leg is now an 
inch short. It is interesting to find so many 
bones involved—tibia, clavicle, and zygoma. The 
caries of the humerus came later than the acute 
periostitis of the other bones. 


Digitized by 


Google 



THE CLINICAL JOURNAL. 


WEDNESDAY, OCTOBER 24 . 1894 . 


A CLINICAL LECTURE 

ON CASES OF 

CERVICAL LOCOMOTOR ATAXY, 
FUNCTIONAL TREMORS (2), 
ADULT SPINAL PARALYSIS. 

Delivered at the National Hospital for the Paralysed and 
Epileptic, Queen Square, June 27, 1894, 

By O. E. BEEVOR, M.D., F.R.O.P., 

Physician to the Hospital. 

Gentlemen, —The first case I wish to show you 
to-day, is one of locomotor ataxy—one of those 
cases of tabes which have a very unusual distribu¬ 
tion. The patient is a man, aged 42, who at the 
age of 21 first began to have some affection of his 
sight. He has been attending here since 1889, and 
when he first came the loss of sight was his only 
complaint. Since then he has had some pains 
about him—a good deal in the arms, but not 
much in the legs. He has never had any marked 
ataxy of the legs. He is now completely blind, 
and therefore has some difficulty in walking, but 
it is not an ataxic gait; he is able to walk 
fairly well holding somebody’s arm. On the 
other hand, he has marked inco-ordination in the 
arms. This is one of the cases in which the tabes 
affect! the upper part of the cord rather than the 
lower. He has complete optic atrophy in both 
eyes, the pupils, which are of fair size, do not 
re-act to light, but do re-act to accommodation. 
This is ascertained by placing his finger on 
the end of his nose; he can therefore imagine 
where it is, and look at it. He has had ptosis; 
that at some times is more apparent than at 
others—sometimes he has it, at others it has 
passed off. There is also some paralysis of the 
right external rectus, which, however, is not very 
marked. It is questionable how much this is due 
to his not using the eyes; he cannot focus an 
object, and is therefore not able, probably, to use 
the muscles as well as he ought to. 

With regard to the cranial nerves, in cases 
where tabes begins high up in the cord, there 
is apt to be affection of the cranial nerves. In this j 


case there is practically none with the exception of 
an occasional (?) paralysis of the external rectus. 
With regard to the upper limbs, as you will see when 
he tries to touch his nose with his finger, there 
is marked inco-ordination in both limbs, although 
the chances are that if he had not got optic atrophy 
he could touch his nose when his eyes were open. 
Further than that he has anaesthesia and loss of 
muscular sense in both hands. He is able to ap¬ 
preciate touch on the tip of the thumb only. He 
can appreciate sensation on the wrists, and he 
feels over an area in the front of the forearm. 
Elsewhere there is marked anaesthesia. He has 
analgesia on the ulnar border of the forearm, and 
feels pricking with a needle in the hand. It is the 
same with the left hand. He has some analgesia 
on the left side along the ulnar border of the arm; 
but it is mostly anaesthesia that he has. He has 
loss of muscular sense in the fingers of the left 
hand. There is some loss of muscular sense at 
the elbow, some at the wrist, and to a very marked 
degree in the fingers and thumb, but the shoulder 
is not affected. As a rule in the text-books pains 
in the head are not described as occurring in cases 
of tabes, they are described in the arms and legs; 
but occasionally, as in this case, there are lightning 
pains in the head. It depends on the part of the 
cord which is affected, if the upper part is affected 
the head is liable to pains as well as the extremities. 

The anaesthesia does not extend much on to the 
chest. He has never had any anaesthesia of the 
face, no affection, that is to say, of the fifth nerve, 
as in some cases; the loss of sensation stops about 
the shoulder, being mostly found in the arms and 
part of the trunk. The only symptom he had 
before in the lower limb was the loss of the knee- 
jerk. There is a certain amount of swaying about 
when he stands without support, but nothing like 
so much as in many cases of tabes. Practically 
one may say, therefore, there is no inco-ordination. 
He is not steady in his walk, but when one con* 
siders that he cannot see, one must say that 
practically there is no ataxy. There is no an¬ 
aesthesia in the leg or foot as there is in the 
hand; in most cases it is the other way. Nor is 
there any analgesia of the foot; the muscular 
sense in the foot is not lost, nor is there any 
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paralysis of the muscles, as occasionally occurs in 
the late stages of tabes. 

This is a very unusual case of tabes in that the 
lesion has kept to the upper end of the cord, the 
lower remaining unaffected, although it is 21 years 
since the condition came on. How, it might be 
asked, is this determined to be a case of locomotor 
ataxy ? We make the diagnosis from the following 
symptoms: first, there is the primary optic atrophy 
which is, in a large number of cases, associated 
with tabes, and in a very large number is double. 
Then there is the want of reaction of the pupils to 
light, which might be due to the atrophy, but they 
did not react before when he could see a little; 
there is a loss of the knee-jerks; anaesthesia of the 
hands is obtained with a certain amount of anal¬ 
gesia ; and there is the inco-ordination of the upper 
limbs, without, however, any inco-ordination of 
the legs. 

Here is a woman who exhibits, as you will see, 
marked tremor of the head. She is 39 years of 
age. About eight years ago a lamp exploded 
and burnt her about the chest, after which, 
tremor in the head gradually appeared. How 
soon after the accident the tremor came on I can¬ 
not ascertain. The question of interest here is, 
what is the nature of the tremor? It is a to-and- 
firo movement of the head; both sternomastoids 
are contracting, and the scaleni are also very tight; 
the trapezei do not seem to be very much affected. 
This to-and-fro movement of the head is very 
much increased by emotional excitement, or when 
she begins to talk. She has pain in the right eye, 
which becomes closed. The speech is very curious, 
and is not unlike that of some cases of disseminated 
sclerosis. In that disease there are two chief 
forms of speech, the “ scanning ” and the “ blurt- 
ing-out ” speech. Hers is rather a blurting speech; 
the words come out with an effort, as if shot out, 
and with a certain amount of difficulty in speaking. 
There is no nystagmus; the pupils react to light; 
the tongue is quite steady, exhibiting no tremor. 
There is a certain amount of tremor in the hands, 
—the right, she thinks, shakes the more. In that 
way it resembles disseminated sclerosis. There is 
no anaesthesia; the knee-jerk is not increased, as 
it nearly always is in disseminated sclerosis. With 
regard to the diagnosis and prognosis of the case 
the tremor is the main point, the others of im¬ 
portance being that there is no anaesthesia any- 
wnere, and that the tremor is increased when 
sae moves about or gets excited. The affec¬ 


tion might be a condition like torticollis, which 
is probably in some cases a functional disease,— 
using that word as opposed to organic diseases, in 
which there is a gross lesion which can be found 
—cases in which, if there were any lesion at all, 
could not be found by our present methods. Here, 
however, the movements are much quicker than 
in torticollis, and involve both sternomastoids; 
while, as a rule, torticollis only affects one, and 
seldom implicates the speech. Is the condition 
disseminated sclerosis ? Well, the tremor is very 
much like that obtained in disseminated sclero¬ 
sis, being about the same rate, but it differs in not 
ceasing when the patient lies down, and relaxes 
all muscular effort, while the movements of the 
hand and the affection of the speech might indicate 
that disease. I do not think, however, that this is 
a case of disseminated sclerosis. For one thing, 
there is a distinct history of shock, soon after 
which the affection came on. Another point is 
that there is no nystagmus,—there is no jerking of 
the eye-ball towards one side, which is a great 
point of distinction between functional conditions 
and disseminated sclerosis. Marked nystagmus in 
many cases enables us to diagnose disseminated 
sclerosis, as it probably never occurs in functional 
cases, being always a sign of organic disease. 
These points then—that there is no nystagmus, the 
character of the movement, which is very much 
affected by excitement (although the tremor in 
disseminated sclerosis is also increased by excite¬ 
ment, it is not affected to such an extent as this), 
and the speech are rather indicative of a functional 
affection than of disseminated sclerosis. 

On the whole I think this is a functional case. 
Then comes the question, what is meant by the 
terms 44 functional" and 44 hysterical.” 44 Hyste¬ 
rical w is a term very largely used. It is a bad 
word, and has come to be used by the laity also as 
synonymous with shamming or malingering. It is 
quite different altogether, and has nothing to do 
with malingering or sham. Hysteria is a distinct 
disease which the patient cannot help. It is im¬ 
portant to recognise this, because there are some 
people who do not quite believe in 44 functional ” 
cases. To them such a condition as this must be 
one of two things, either organic disease or 
malingering; there is no half-way between them. 
How is one to explain what one means by the 
term 44 functional ” ? It seems to me that the best 
illustration of a case of functional affection (although 
it is only temporary) is that of a man who has tc 

Digitized by v jooole 


The Olinical Journal.] 


DR. BEEVOR—FUNCTIONAL TREMORS. 


|Oct 24,1894. 411 


deliver a speech for the first time, as in the case of 
a barrister or actor. His whole efforts are con¬ 
centrated on creating a success and doing well. 
It has often occurred that such men on appearing 
before their audience have been unable to utter a 
word. Such people are anxious to do their best, 
and have no desire to make fools of themselves* 
One would take such a case as that as one of 
hysteria. Despite the anxiety to do well the 
sudden emotion created by the appearance before 
an audience acts as a strong deterrent, and they 
are paralysed for the time being. Taking that 
instance as a sort of text one might build up on it 
most of these cases of hysteria. There are, of 
course, various forms of hysteria or functional 
disease, and two factors are present. One is, that 
the patient is of a neurotic disposition, having, 
perhaps, a bad family history, and the patients will 
admit they are nervous and easily upset. Secondly, 
there is the element of “shock,” such as that 
induced by having to appear before a large body 
of people. The shock may be a sudden thing, or 
induced by a series of worries or troubles lasting 
over a long period. Whatever it be, there must 
be some determining cause. In railway accidents, 
for example, there is no doubt that the great cause 
of the condition produced is the fear of sudden 
death; and while some people come through all 
right, others do not, this being due, no doubt, 
to their naturally nervous constitution. 

In a case like this the prognosis is an important 
matter. This woman has nothing to gain by her 
ailment; she and her husband are hawkers, and it 
is to her advantage to get back to work. Her 
case has gone on for eight years without improve¬ 
ment, and, although I think it a functional affec¬ 
tion, it is questionable whether that will disappear. 
In railway accident cases it sometimes happens 
that as soon as the patient obtains damages he 
gets perfectly well. The effect of compensation is 
sometimes magical. Of course a certain number 
do get better, but I believe that these functional 
cases do not get well suddenly. The other day 
I saw a man who a year before, having been in a 
railway accident, had brought an action against 
the company, which was compromised. Now he 
is nearly well; yet he states that he is not the 
man he was before the accident. On the other 
hand, I remember a case in which compensation 
was obtained two years after the injury, but in 
which the patient got no better. These functional 
cases then do not always get absolutely well, and this 


woman’s case may illustrate this. The prognosis 
is not so very certain as one might think. The 
difficulty is that, though such patients may get 
well from the present ailment, they are liable to 
break down again from worry later on, and have 
either the same affection repeated or something of 
a similar nature. The patients will often tell you 
they have “ never been the same since the accident 
or shock.” 

Here is a man, aged 64, with a very curious 
tremor, as to the functional nature of which I am 
not quite sure. Since 1887 he has had a good 
deal of worry and trouble, deaths occurring in his 
family, and such like; and after that date he 
began to find a shaking in his hands come on. 
Here, then, is another case of tremors, and the 
question is, To what are they due? These 
tremors are the only symptoms of which he com¬ 
plains. Examination of the patient reveals no 
trace of organic disease. The pupils are small, 
and react to light. The knee-jerks are present, 
but not exaggerated. The tremor continues when 
the patient is at rest. Two things chiefly this 
might be: it might be a case of paralysis agitans 
or of disseminated sclerosis. These are the two 
chief affections in which tremors occur. In 
paralysis agitans the tremors continue while the 
patient is at rest, while in disseminated sclerosis 
they do not. Thi9 is also a distinguishing point 
between the tremor of disseminated sclerosis and 
that in functional cases. For instance, the great 
point in favour of the tremor in the last case being 
functional was that when the woman lies down in 
bed the tremor goes on all the same. In dissemi¬ 
nated sclerosis, even when there is a most marked 
tremor while the patient moves, there is none when 
he lies down and avoids using his muscles. 

The tremor here, however, is very like that of 
paralysis agitans, and it is a question whether this 
may not be an early case of paralysis agitans with¬ 
out any other symptoms. He has not, you will 
perceive, the walk, the attitude, or the speech of 
paralysis agitans. He can do his work all right; 
he finds no difficulty in writing, and thinks he can 
write best after a hard day’s work. He can button 
his clothes, and never requires anyone to do any¬ 
thing for him. There is no sign so far as the case 
has gone, therefore, that it is one of paralysis agitans, 
although the tremor is not unlike that of paralysis 
agitans, and is increased on voluntaiy movement, 
as is sometimes seen in that condition. The text¬ 
books say it is always diminished in voluntary 
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effort, but I am sure that is not quite true, being 
sometimes increased on voluntary movement. The 
tremor here is really more like that of disseminated 
sclerosis, but it is not increased on voluntary move¬ 
ment quite in the same way as that of disseminated 
sclerosis, where the tremor usually increases as the 
hand gets near the point it is desired to touch. 
The head in this case does not shake; there is no 
nystagmus, and no pain anywhere. 

The elements of age and sex are often quoted 
as against a case being functional. As far as I 
can see these questions are of no significance. 
That a patient is a male and of a certain age is no 
criterion; and in this case I am rather inclined to 
consider this condition a “ functional ” one. 

This last case is one of muscular atrophy. He 
is 29 years of age, and a labourer. His illness 
dates from September, 1892. For two or three 
months he had pain in the head. He woke up one 
morning with numbness in the right hand; there 
was no anaesthesia; and he had lost the power of 
his right hand, arm and shoulder. Next day there 
was complete loss of power in the left arm, and on 
the following day he lost the power of both legs. 
He has had difficulty in passing his water, the use 
of a catheter being requisite. That the condition 
came on in three days time is the important point. 
As you will see he has atrophy of the limbs. In 
the right hand he cannot oppose his thumb 
properly to touch his fingers, but touches merely 
with the edge, showing that the power in the small 
muscles of the hand is lost. The left arm has 
rather improved, but the ulnar extensors are rather 
weak in the right fore-arm. He has lost the use 
of his biceps, the deltoid is weak, and the lower 
fibres of the pectoralis major act, but not the upper. 
Both halves of the pectoral normally act together 
to carry the advanced arm inwards: the lower 
fibres pulling it downwards, the upper fibres acting 
from the clavicle lifting it upwards. It is thus one 
of the very few muscles which have three move¬ 
ments, and of which the two halves act antagonis¬ 
tically to one another. In this case the upper 
fibres have completely gone. On exertion the 
latissimus dorsi stands out. There is marked 
wasting of the supra- and infra-spinatus muscles, 
especially on the right side. The : serratus magnus 
acts all right on both sides; if the deltoid is para¬ 
lysed then the serratus over-acts and begins to act 
at once, whereas, if the deltoid is not affected, the 
serratus waits until the deltoid does the first part 
of the work; then, as soon as the arm is carried 


forwards to the horizontal line, the serratus comes 
in and finishes the work. The trapezei are not 
affected. In walking the right foot drags some¬ 
what, so that it with difficulty clears the ground. 
He has lost the power of dorso-flexing the ankle 
on the right side, but he has all the other move¬ 
ments except that. The knee-jerk is absent on 
the right side, on the left it is just present. Sen¬ 
sation is not affected. 

The diagnosis lies between two diseases. Is it 
a case of adult spinal paralysis, that is to say, 
infantile paralysis occurring in an adult; or is it 
a case of very extensive neuritis ? The question 
turns very largely on whether there is any 
anaesthesia or not. That is doubtful. From the 
history of the case, and its sudden onset (in three 
days) I should think it is probably a case of 
adult spinal paralysis or acute poliomyelitis, an 
inflammatory affection, that is to say, of the 
anterior horn of the cord, affecting especially the 
brachial enlargement and the lumbar enlargement 
especially on the right side. You get the same 
condition of atrophy, however, in neuritis; but the 
chances are that with rapid onset it would not be 
so extensive as to its distribution. It is rather 
difficult to say now as he has improved so much, 
but I should think it is a case of acute polio* 
myelitis occurring in an adult. Such cases are 
not very common, but they are met with now and 
again. Absence of the knee-jerk on one side 
might occur in either neuritis or acute polio¬ 
myelitis, but the fact that he had no definite 
history of anaesthesia makes it rather doubtful 
He had pain to begin with; but sometimes in 
acute poliomyelitis pain occurs at the beginning of 
the case, although not so acutely as in neuritis. 
Affection of the sphincters is also unusual in both 
these diseases. 

With regard to the prognosis,—the patient has 
improved to a certain extent, and this may go 
still further. The atrophy is not so marked as in 
some cases. Where there is very marked atrophy 
in the hands, and no reaction to either forms of 
electricity, you cannot in some cases tell such a 
condition from a case of progressive muscular 
atrophy until you hear the history,—the same 
muscles being involved in that disease. It is im¬ 
portant to diagnose the case, however, as in 
progressive muscular atrophy the prognosis is bad, 
the tendency being downwards, the case usually 
ending only in one way, while in poliomyelitis any 
alteration is for the better. 
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1 CLINICAL LECTURE 

ON 

THE DYSPEPSIA OF STRUMOUS 
CHILDREN. 

Delivered at the Evelina Hospital for Sick Children, 

Oct. 12, 1894, by 

W. SOLTAU FENWICK, M„D. Lond., M.R.O.P., 
Assistant-Physician to the Hospital. 


Gentlemen, —Those of you who are accus¬ 
tomed to attend the out-patient practice of this 
hospital cannot fail to have observed several cases 
in which a peculiar series of abdominal symptoms 
were associated with the objective phenomena 
characteristic of the strumous diathesis. In the 
various text-books which deal with the diseases of 
childhood but scant mention is made of the 
digestive derangements connected with the various 
constitutional dyscrasiae, and I would therefore 
take this opportunity of drawing your attention to 
the most important of the series, namely, the 
dyspepsia associated with the tubercular diathesis. 

The patient whom you see before you is a girl 
15 years of age. There is a strong history of 
tuberculosis in her family; the father, grandfather, 
and an aunt having succumbed to phthisis. She 
is an only child. You will observe that her general 
appearance conforms to the description of the so- 
called fair and fine scrofulous temperament, the 
skin being soft and transparent, the hair silky and 
of a pale gold shade, and the eyes blue, with large 
pupils. For more than two years she has suffered 
from enlargement of the lymphatic glands near 
the angles of the jaw. The general health has 
been good until about eighteen months ago, when 
she began to experience sudden and violent 
attacks of pain in the abdomen, coming on chiefly 
at night, but occasionally also just before break¬ 
fast or about noon. The pain is evidently of a 
severe character, for the child frequently awakens 
the household by her screams, and the mother 
likens the symptoms to those of a woman in labour. 
The bowels are torpid in their action, and the 
stools generally pale in colour and extremely 
foetid. The child perspires at night, and is tor¬ 
mented with an intense thirst for cold water. 
Nausea and vomiting are seldom complained of, 
while acidity and flatulence are equally rare. The 
appetite is variable; at one time proving ravenous, 
while at another food appears to be actually dis¬ 


tasteful. At all times meat fat is extremely 
repugnant, and the ingestion of even a small 
quantity of this hydrocarbon is followed by acidity, 
pain and nausea. The patient is thin, but there 
are no signs of rapid emaciation. The pulse is 
quiet, the temperature slightly below the normal, 
and the tongue clean, with prominent and injected 
papillae at its tip. There are no physical signs 
denoting disease either of the lungs or the heart 
The stomach is of normal size, and there is no 
local tenderness of the abdomen. There is some 
slight fulness to be detected in the region of the 
descending colon, but no faecal or other tumour. 
The child refers the pain to the right hypochondriac 
region, and states that it appears to pass gradually 
across the abdomen from right to left. The skin 
over the right side of the abdomen is reddened 
and pigmented from the frequent application of 
mustard poultices. The urine is normal. 

Such being the brief outline of the case, I would 
now direct your attention to a few of the most 
important clinical features of the disease. Mild 
cases of strumous dyspepsia are very common and 
generally escape notice, but the more severe forms 
immediately claim attention, and I find that among 
2,000 cases of disease in children, which I have 
seen at this hospital during the last twelve 
months, no fewer than 32 were brought to me 
solely on account of the disorder in question. 
Girls are much more liable to the complaint than 
boys, in the proportion of more than 4 to 1. 
In the vast majority of the cases there is a 
strong family history of tuberculosis, and in most 
instances one or more of the patient’s brothers or 
sisters exhibit evidences of scrofula. The disease 
affects all the varieties of the scrofulous tempera¬ 
ment, and usually makes its appearance about the 
age of five. In addition to the possession of th* 
general aspect indicative of the tubercular diathesis, 
the child frequently presents some local manifes¬ 
tation of disease, chronic enlargement of the 
cervical glands, hypertrophy of the tonsils, and 
phlyctenular ulcers of the cornea being the most 
common. Anaemia is always a noticeable feature 
of the complaint. 

Pain in the abdomen invariably constitutes the 
most constant and characteristic symptom of the 
disease. It comes on quite suddenly, and lasts 
from a few minutes to several hours. During the 
attack the patient’s face is usually flushed and 
perspires freely, but occasionally extreme pallor 
is present. The pain is described as a griping or 
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twisting sensation, and most usually affects the 
region of the transverse colon, though occasionally 
the right iliac region or the hypogastrium is indi¬ 
cated as the chief site of the suffering. The 
attacks are most common between seven and ten 
at night, but they are apt to recur at any time 
during the day, especially about noon. Occa¬ 
sionally the ingestion of food is immediately 
followed by an attack, and in these cases the 
child has often to hurry off to the closet owing to 
a sudden and urgent call to relieve the bowels. 
The affected region of the abdomen is sometimes 
tender on pressure, but more commonly firm 
manipulation affords relief. There are three prin¬ 
cipal conditions which appear to excite an attack. 
Constipation is a common, though by no means 
an invariable, accompaniment of the disorder, and 
it is usually noticeable that the pain is aggravated 
by the presence of an overloaded colon. Exhaus¬ 
tion from want of food is also an active factor in 
the production of the nocturnal seizures, while 
excessive fatigue, either mental or physical, is 
often directly responsible for an attack. 

As a rule the appetite is poor and extremely 
capricious, and the patient exhibits an intense dis¬ 
like to all forms of meat /at, especially that of 
mutton, beef, and pork. Bacon fat, on the other 
hand, is often agreeable, and milk, butter, and cod 
liver oil never give rise to any unpleasant symp¬ 
toms. Occasionally dislike is expressed to the 
carbohydrates, and saccharine materials are found 
to occasion flatulence, acidity or nausea. Many 
of the patients also develop a special liking for 
certain articles which are usually regarded as the 
reverse of digestible or nourishing, vinegar and 
lemons enjoying an extreme degree of popularity. 

Thirst always constitutes a prominent symptom, 
and is chiefly complained of during the night or 
early morning. 

I have already laid stress upon the fact that the 
bowels are often confined and that the overloaded 
colon tends to excite or exaggerate the abdominal 
pain. But in about 30 per cent, of the cases the 
patient complains of diarrhoea rather than consti¬ 
pation, and states that the symptom invariably 
occurs at meal times. On careful inquiry into 
these cases it is found that as soon as the child 
has eaten a few mouthfuls of food, especially if it 
be hot, spiced, or contain fat, he is seized with 
severe pain in the abdomen, and is obliged to 
retire at once to the closet. The evacuation is 
usually semisolid, and often scalds the anus during 


its passage. This sequence of events may be re¬ 
peated at every meal, and is a source of con¬ 
siderable inconvenience. 

Although there may be no actual loss of flesh, 
the patient remains thin and anaemic, and never 
seems to gain ground. The skin is harsh and 
dry, and profuse perspirations are apt to occur at 
night. Sleep is much disturbed by dreams, and 
the child frequently screams or grinds its teeth 
while it dozes. The tongue is generally clean, of 
a deeper red than normal, and may present in¬ 
jected papillae along its margins. 

Although the ordinary symptoms of gastric 
disease, such as nausea, acidity and flatulence, 
are usually absent in these cases, it occasionally 
happens that a sudden change in the atmospheric 
conditions, or some slight indiscretion in diet will 
induce an attack of subacute gastric catarrh. 
Under these circumstances the patient awakes in 
the morning with headache, and complains of 
nausea and a foul taste in the mouth. The appe¬ 
tite is in abeyance, but thirst is excessive. Hie 
face appears pale and puffy, and dark lines make 
their appearance beneath the eyes. The breath 
is sour, and the dorsum of the tongue covered 
with a thick white fur, while the tip and edges are 
of a vivid red colour. The pulse is slightly quick¬ 
ened, and the temperature raised a degree or so 
above the normal. Nausea is a persistent symp¬ 
tom, and retching or vomiting follow every attempt 
to partake of food. As a rule diarrhoea compli¬ 
cates the gastric disorder, but occasionally consti¬ 
pation is observed. 

These catarrhal attacks last from two to five 
days, and are apt to recur from time to time. 

After the age of puberty the various symptom* 
of the complaint generally subside, but the patient 
may still be subject to occasional attacks of gastric 
catarrh. In some instances, however, the disease 
undergoes a kind of evolution, and the stomach, 
rather than the intestine, eventually becomes the 
chief seat of the disorder. 

The peculiar character of the abdominal pain 
appears to indicate that it arises from an excessive 
peristaltic action of the large intestine, which is 
either excited directly through the central nervous 
system by such causes as physical or mental ex¬ 
haustion, or in a reflex manner by the introduction 
of food into the stomach. The rapidity with 
which the food is hurried through the gastroin¬ 
testinal tract tends to curtail the period of gastric 
as well as intestinal digestion, and thus gives rise 
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to the general symptoms of ill-health. I am, 
therefore, inclined to regard the disease as essen¬ 
tially a neurosis of the intestinal tract, associated 
with extreme difficulty of digestion and absorption 
of neutral fats, both conditions being dependent 
upon the strumous dyscrasia. 

Although relapses are apt to occur from time 
to time, the disease is usually amenable to treat¬ 
ment, the main indications for which I will now 
briefly describe to you. 

In the first place the general hygienic surround¬ 
ings of the patient may require adjustment. Ex¬ 
posure to cold and damp must be carefully avoided, 
and the child should always be warmly and ration¬ 
ally clad. As a rule flannel or natural wool should 
be habitually worn next to the skin, and at night¬ 
time a woollen pyjama suit may be advantageously 
substituted for the ordinary cotton garment. Sea 
air is particularly beneficial in the treatment of 
these cases, and a few months’ residence at such 
places on the east coast as Margate, Ramsgate, 
Bexhill, or Scarborough is usually followed by 
marked improvement. The more relaxing climate 
of the south coast, on the other hand, is less suit¬ 
able for the subjects of this disorder, owing to its 
tendency to excite attacks of gastric catarrh. 

With regard to the selection of a suitable dietary, 
all articles of food which contain a large percentage 
of indigestible material should be avoided, and 
hence vegetables must be given sparingly or even 
withheld altogether. White fish and tender kinds 
of meat are to be preferred to the coarser and 
richer varieties, and all condiments and highly 
spiced foods be forbidden. Milk and cocoa made 
from the nib may be given freely, but coffee and 
strong tea must be prohibited. Alcohol is seldom 
required, but when improvement has set in a little 
bitter ale or stout taken with the meals is often of 
considerable value. The meals themselves should 
be taken at regular hours, and the food thoroughly 
masticated. It is generally wise to administer a 
little gruel, tapioca or bread and milk about half 
an hour before the child retires to bed. The most 
prominent indication for medicinal treatment con¬ 
sists in the proper regulation of the bowels. When 
a torpid state of the large intestine exists, I know 
of no remedy which is so efficient as cascara sagrada 
administered in the form of the liquid extract (10 
to 15 minims) along with the extract of malt (1 to 
2 drachms), morning and evening. Occasionally 
small doses of aloine and nux vomica answer well; 
or. some simple laxative, such as the confection of 


senna and sulphur, or the compound liquorice 
powder may be employed. Drastic and saline 
purges, on the other hand, tend to promote exhaus¬ 
tion and more often do harm than good. When 
the bowels are moved at each meal, sedatives 
must be employed, and for this purpose small 
doses of nepenthe, compound tincture of cam¬ 
phor or chlorodyne, either alone or in combi¬ 
nation with soda and bismuth answer best. As 
soon as the bowels have been brought into a 
satisfactory state, an attempt must be made to im¬ 
prove the quantity and quality of the blood, for as 
long as anaemia persists the disease is seldom 
amenable to treatment. The tartrate, carbonate 
or ammonio citrate, are to be preferred to the other 
preparations of iron, and should be given along 
with a few minims of the tincture of nux vomica, 
twice a day after meals. Cod liver oil is most 
useful in the later stages of the disease, when the 
appetite has returned. If the symptoms of gastric 
catarrh supervene, the child should remain indoors, 
and be confined to a liquid diet Small doses of 
mercury and chalk may be administered every 
evening for a day or two, followed the next morn¬ 
ing by a mild saline purgative. At a later period 
an alkaline medicine, with rhubarb and taraxacum 
is of value. 


THERAPEUTICAL NOTES AND FORMULA. 


Rhinoscleroma.— Injections of Fowler’s solu¬ 
tion, 1 to 100; fourth injection increased to 
strength of 4 to 100; seventh or eighth to 8 to 
100; twelfth, 12 to 100. At first, injections of 
TT^xvss; after ninth injection, f 3 j. Injections 
made daily in various, parts of growth. In a 
patient in whom growth was three years old im¬ 
provement began after eighth injection. During 
fifteen months 222 injections given; six months 
after suspension of treatment patient in good 
health, growth entirely disappearing after forty- 
fifth injection. Hypertrophy of end of nose also 
cured.— (St. Petersburgher Med. Woch.) 


Spasms of the Anus.— 

ft Ext. Belladonnas ... ... gr.J-J 

Iodoform ... . gr.iv-x 

M. Ft. suppositorium. 

(College and Clinical Record.) 
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Tania in Children. —Submit patient for two 
or three days to special diet—potato-soup, eggs, 
foods prepared with milk, a little bread; then, for 
twenty-four hours, milk only. In the evening, 
and two or three hours before ingestion of 
medicine, laxative by injection. For a child of 
12 years, following mixture:— 


Ethereal ext. male fern 

... f 3 »j 

Calomel . 

... gr.vj 

Mint water . 

... f3iiss 

Gum arabic. 

... 3 ii 

Sim. syr. . 

... f 3 v 

Distilled water q. s. ... 

ad fgij 


Tablespoonful every ten minutes. Two hours 
later, f 5viss castor oil.— (Medecine Mod erne .) 

To Cheok Hemorrhages. 

In haemophilia Dr. Sasso has found that a 
cotton wool plug soaked in turpentine will check 
the bleeding of small wounds, e.g., after extraction 
of a tooth, etc.—( Wiener Med . Woe A.) 

In haemorrhage from uterus or general oozing 
from a surface, steam at ioo° C. from a bronchitis 
kettle is strongly recommended by Professor 
Snegiroff. It is conducted to the bleeding surface 
by a glass or metal tube, and allowed to play on 
the bleeding surface for a short time. 

(Allgemein Med. Centr. Ztg.) 

In haemoptysis of phthisis Dr. J. Pal has found 
chloral hydrate in doses of 15 to 30 grains a useful 
adjuvant to other measures.— {Cent./. Ges. Ther.) 

Hyosoine in Hystero-Epilepsy.— Dose, gr.^, 
usually sufficient to produce the desired effect. 
The action apparent in twenty-five minutes. It 
arrests the attack, and prevents access of another. 
Usually induces sleep. Tolerance not established, 
even after prolonged use. 

{Cent f d. gesammte Therapie.) 

Meningitis. —Ice-bags to head and spine; hot 
mustard foot-bath at outset; if convulsions, place 
child jn warm bath. Give following:— 


Phenacetin ... 

. 31* 

Sodii brom. ... 

. 3 iij 

Caffeine 

. gr.xx 

Ol. cinn. 

. gtt.x 

Sacch. lact. ... 

. 3 j 

Ft. chart No. x. 

Sig.: One every four 

hours. 


(Ann. of Gyncecology and Padia tries.) 


REVIEW. 


Medical Nursing. By the late James 
Anderson, M.D., F.R.C.P. Edited by 
Ethel F. Lamport. (H. K. Lewis.) 

We believe that the Clinical Journal is very 
widely read by nurses, and therefore we make no 
apology for noticing this work; still less is an 
apology required when it is remembered that most 
practitioners are obliged to be at times both nurse 
and doctor. 

These lectures were delivered by their lamented 
author to the nurses at the London Hospital, and 
form an excellent Illustration of the thoroughness 
with which Dr. Anderson carried out all he 
undertook. The pathology contained in them is 
necessarily only elementary, but we can find no 
mistakes in it, but the main object of the book, 
viz., the teaching of the duties of a medical nurse, 
is, one may say, almost exhaustively fulfilled. 
The book contains some fifteen lectures, of which 
it is no exaggeration to say that the first should 
be read, marked, learned, and inwardly digested 
by every woman who aspires to be a nurse, to 
see if she possesses the observant eye, the ready 
hand, and the kindly heart, which are all ab¬ 
solutely essential to make the nurse what Dr. 
Anderson insists she must be, the loyal and in¬ 
telligent co-worker with the doctor. Lecture II. 
on feeding the patient, is perfect in its hints; and 
the next, too, on digestion and absorption are 
models of what elementary teaching of physiology 
ought to be. Lectures V. and VI. on the circula¬ 
tion and its disorders, though elementary, contain 
much that is well worth the attention of us all. 
The diseases of respiration follow next in order, 
and the remarks on haemoptysis there contained 
should be learnt by heart by all nurses. The 
rules for nursing cases of typhoid fever laid down 
in Lecture XIV. are likewise invaluable. An 
excellent index concludes the book. The bulk 
of the work, as the preface tells us, was com¬ 
piled from Dr. Anderson’s manuscript notes, but 
we cannot conclude this notice without giving 
great praise to the editor for the excellent super¬ 
vision of the whole, though occasionally we note 
a slip in construction of sentences which render 
the meaning somewhat obscure; these we hope 
to see corrected in the second edition of the 
work, and believe that this will soon be demanded. 
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